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LETTERS TO THE EDITOR 


Child Advocacy 
TO THE EDITOR: 


I find myself in substantial accord with 
the concerns that Dr. Cohen expressed in 
reaction to my paper [Advocacy and the 
Children’s Crisis, JOURNAL, October 1971; 
with an Invited Commentary by Jerome 
Cohen].Advocacy must not be viewed as an 
end in itself but must be clearly linked to a 
broader effort to change the parameters 
of public policy for children, The ques- 
tion is: What is necessary to bring about 
this kind of change and more particularly, 
who can bring about such change? 

I, too, would like to see professionals 
“tisk themselves in a battle for a sound 
national policy.” It seems to me, how- 
ever, that the tenets of professionalism, 
and more particularly the helping profes- 
sionals, are a significant part of the prob- 
lem. 

I think, for instance, of a recent profes- 
sional meeting on advocacy for children. 
In the discussion period following a formal 
presentation, the issue of children’s needs 
was virtually lost; what was salient was 
the wish of different professionals to ad- 
vocate for increased professional status. 
Advocacy as a process to bring about so- 
cial change and influence policy was a 
difficult perspective even for this self- 
selected group to sustain. 

Unfortunately, it seems that too many 
of us are either caught up in institutional 
status games or professional neutrality to 
take political and professional risks, un- 
less there is a context of support. At this 
point in time, such a context is most likely 
to develop from consumer constituencies. 


Jane Knitzer 

Assistant Professor 

Department of Human Development 
and Family Studies 

Cornell University 

Ithaca, N.Y. 


Women in the Kibbutz 
TO THE EDITOR: 


According to Menachem Gerson 
[Women in the Kibbutz, JOURNAL, July 
1971], the first generation of kibbutzniks 
had to work hard to survive. Under these 
conditions, women as well as men were 
highly motivated to work and little edu- 
cation was needed by either to wrest a 
primitive farm from the desert. Only as 
the farm became more highly mechanized 
was there more need for education to op- 
erate and care for machines and other 
skills needed in a highly sophisticated 
farming operation. As a result of this 
struggle to survive, close communal co- 
operation was needed; the kibbutz was 
smaller and this smallness made it . pos- 
sible for the kibbutz, as a whole, to take 
the place of the normal family structure, 
Failure of Gerson and other sociologists 
to realize this is what provides basis for 
the wrong assumption that women have 
been liberated. 

For the second and third generation the 
survival of the kibbutz is pretty well es- 
tablished. Women’s work no longer seems 
so important to the survival of the kib- 
butz—ergo, the status of domestic work 
drops and the family as an expression of 
women’s individuality assumes more im- 
portance and, indeed, is the only expres- 
sion open to them in the kibbutz, since, 
if they marry, they have to give up vo- 
cational training. In addition, no training 
or re-training is provided for those women 
who find domestic work too hard or too 
boring. 

If the kibbutz has solved the problems 
of women’s equality, why are women lim- 
ited to teaching only in the primary 
schools? Do not small children need ade- 
quate father figures as well as mother 
figures at this stage? Also, if there are 


(Continued on page 186) 


' CONTENTS 


LETTERS TO THE EDITOR 2 


RESEARCH 
But Some Are More Poor Than Others: SES Differences in a Preschool Program 4 
Elizabeth Herzog, Carol Newcomb, and Ira H. Cisin 


& Коно System for the Assessment of Hyperactive and Withdrawn Children in Preschool 
amples 
Richard Q. Bell, Mary F. Waldrop, and George M. Weller 


Intellectual Ability and Performance of Hyperactive Children 35 
Helen Palkes and Mark Stewart 

Video Tape Documentation of Behavioral Change in Children 40 
David W. Cline 

The Psychological Reaction of Patients to Legalized Abortion 48 

. Joy D. Osofsky and Howard J. Osofsky 

THEORY AND REVIEW 

Abortion in Psychological Perspective 61 
Henry P. David 3. 

What Western Psychotherapists Сап Learn from Witchdoctors 69 
E. Fuller Torrey 

The Corrupt Contract: Problems in Conjoint Therapy With Parents and Children 77 
Lynnette Beall 

CLINICAL 

Unexpected Reading Failure 82 
Jean 8. Symmes and Judith L. Rapoport 

The Process of Infantilization 92 
Shlomo A. Sharlin and Norman A. Polansky 

Repeat Evaluations of Retarded Children 103 

^ Ann Murphy and Lois Pounds 

77 Weight Reduction Through Successive Contracts 110 
^. . Michael Dinoff, Henry C. Rickard, and John Colwick 
Confrontation Counseling: A New Dimension in Group Counseling 114 


Sidney Kaplan and Mary Jane Williams 


DELIVERY OF SERVICES: SPECIAL REPORT 

* The Organization and Financing of Health Care: Issues and Directions for the Future 119 
+ Anne К. Somers and Herman M. Somers 

DELIVERY OF SERVICES 


Mental Health Services Through National Health Insurance 137 
Leonard Woodcock 


Mental Health Insurance: A Comparison of a Fee-for-Service Indemnity Plan and a 
Comprehensive Mental Health Center 146 
lerome Cohen and Harold Hunter 


A Pre-Paid Group-Practice Mental Health Service as Part of a Health Maintenance 
Organization 154 


Sidney S. Goldensohn 

Sectorization: The Quiet Revolution in European Mental Health Care 159 
Martin Gittelman 

REVIEWS OF THE LITERATURE 168 


Reviews by: Karl H. Pribram, Stella Chess, Saul V. Levine, Robert L. Arnstein, Israel W. 
Charny, Robert L. Leopold, Frank T. Rafferty, Richard L. Jenkins, C. Scott Moss, 
and Edith Weigert 


RESEARCH 


Amer. J. Orthopsychiat. 42(1), January 1972 


BUT SOME ARE MORE POOR THAN OTHERS: 
SES DIFFERENCES IN A PRESCHOOL PROGRAM 


Elizabeth Herzog, Carol Newcomb, and Ira H. Cisin 


The Social Research Group of The George Washington University, Washington, D.C. 


A study of a preschool enrichment program underlines the importance of 
socioeconomic stratification within a poverty group and of subgroup analysis 
in evaluation of intervention programs. Although initial gains of the experi- 


mental group declined, and later comparison of total group means i. 


з disap- 


pointing, important inter-relations and subgroup differences are associated 
with three variables: socioeconomic status, sex, and initial IQ score. 


Eu to evaluate preschool programs 
of cognitive enrichment are haunted 
by headaches and controversy. Although 
no evaluation of such a program has 
wholly solved the problems, one—on 
which the final words are yet to be said 
— does offer clues to some prerequisites 
for solving them. Outstanding among 
these clues is evidence that adequate 
evaluation demands recognition of dif- 
ferent socioeconomic levels within a 
group roughly lumped as a “poverty 
population.” 

The controversial Westinghouse eval- 
uation ? of the Head Start program did 


of socioeconomic status (SES). How- 
ever, the SES classificatiofis were used 
relate tests scores to three components 
chiefly for matching experimental and 
control group children rather than for 
exploring the relations between SES and 
children's patterns of response to the 
program. 

If evaluation is to point the way to 
helping more children, and to helping 
children more, it must indicate what 
kinds of children profit more and what 
kinds profit less by a preschool program. 
Our findings provide a forcible re- 
minder that, while all children in poverty 


* The project was financed in part by the Children’s Bureau’s Child Welfare Research and 


Demonstration Grants Program (D-185). 


Submitted to the JOURNAL in November 1970. 
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are poor, some are more poor than 
others. To a disconcerting extent, the 
difference in degree is also a difference 
in kind. 

The program under study began at 
Howard University in summer of 1964, 
under the auspices of the U. S. Chil- 
dren’s Bureau.* The purpose, as de- 
scribed in the report of the first two 
years, was “to find out whether and to 
what extent a standard nursery school 
that includes work with parents can en- 
hance the later school achievement of 
children who live in a slum area.” п 
(p. 9) The experimental group (EG) 
participating in the program included 38 
children, who for two years attended a 
well-equipped and long established nurs- 
ery school in the Department of Home 
Economics of Howard University, under 
the direction of Dr. Flemmie Kitrell, 
Professor and Head of the Home Eco- 
nomics Department. The comparison 
group (CG) included 69 children. 

Both EG and CG were drawn from 
four census tracts adjacent to the Uni- 
versity. With regard to demographic 
characteristics reported by the Bureau 
of the Census, the four tracts appeared 
very similar. With regard to family in- 
come, both the medians and the means 
of all four were below the “poverty line” 
as defined by the Social Security Ad- 
ministration. Because of housing pat- 
. terns in the District of Columbia, all the 

families were Negro. 

The initial pool of names, from which 
EG and CG were selected, was obtained 
by house-to-house canvass of the four 
census tracts. The criteria for including 
a child among candidates for selection 
were: that in October, 1964, he was not 
less than three years and not more than 

' three years and seven months old; that 
he was in generally good health, without 


gross visual auditory, or orthopedic 
problems; that there was no obvions evi- 
dence of organically based mental re- · 
tardation or severe mental disturbance. 
It was also required that the parents 
speak English, that the child had never 
been in formal group care, that the par- 
ents agree to bring the child to the Uni- 
versity for psychological testing (referred 
to as “play sessions"), and—if their 
child were chosen for the nursery school 
program—that they agree to have him 
ready when the school bus appeared in 
the morning. 

The two groups were selected by ran- 
dom number from two lists obtained in 
the house-to-house canvass: 38 children 
from one tract for EG and 69 from the 
other three tracts for CG (in order to 
avoid possible unhappiness for CG par- 
ents who might see the school bus call- 
ing daily for their neighbors’ children). 

Since some families moved away and 
some enrolled their children in other 
programs, failed to keep appointments, 
or dropped out for other reasons, the 
families in the program do not constitute 
a strictly random selection. However, 
since no family was free either to volun- 
teer participation or to choose between 
entering EG and CG, the groups were 
by no means self-selected. And, although 
the nature and extent of selectivity are 
undetermined, presumably the selective 
factors affected EG and CG in similar 
ways. Full details about the process of 
recruitment are given in the published 
report of the first two years.!t 

The size of the two groups was based 
on the assumption that both would 
dwindle during the program, and that 
more of CG than of EG would be lost. 
In fact, neither group suffered the ex- 
pected attrition. At the end of the two- 
year nursery school program, only one 
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child from EG and two from CG had 
been lost to the study. Four years later, 
contact had been maintained with 37 of 
the 38 children in EG and 66 of the 69 
in CG. 

When the children entered kinder- 
garten, it was necessary to reduce the 
size of EG to 30. This was done by re- 
gretfully excluding six girls who showed 
least need of a special program since 
they came from the least deprived and 
most stable families, and one boy who 
needed it very much but could no longer 
attend, The net result of this exclusion 
was to improve the sex ratio and lower 
somewhat the early mean ТО scores of 
EG. 

During the three years immediately 
following the nursery school program, 
the 30 EG children remained together 
in a special school situation arranged 
through the cooperation of officials in 
the D.C. Public School System. Most 
of the CG children attended kindergar- 
ten in the D.C. public schools before 
entering first grade. 

Transportation was provided for the 
experimental children in order to keep 
them together as a group. In the kinder- 
garten year, 1966-1967, EG was as- 
signed to one classroom but in first and 
second grades, in order to avoid ex- 
cessive insulation, the group was divided 
into two halves and paired with an 
number of children from the regular 
classes. After completing second grade, 
EG left the special situation and entered 
into the regular classes of the public 
schools that served their respective 
neighborhoods. 

From the time the children entered 
the public school system (1966), ad- 
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ministration and evaluation of the pro- 
gram were directed by Dr. Ira Cisin,* 
who had served as statistical consultant 
during the first phase of the program. 
The research staff kept in touch with the 
families and schools, and has continued 
to do so. Thus we have, for EG and CG, 
test findings over а period of five years, 
as well as information obtained through 
periodic interviews with parents and 
teachers. Details about the program for 
the children and their parents, and about 
the experience of conducting such a pro- 
gram within a public school system, are 
beyond the scope of a journal article. 
They will be found in the already pub- 
lished report of the first two years апі 
the forthcoming report of the three sub- 
sequent years. The present discussion 
will be limited to consideration of suc- 
cessive findings from only one test, the 
Stanford-Binet Intelligence Scale (1960 
Revision), and IO scores presented 1 
be derived from that test.** 

Although a number of other tests 
were administered, main emphasis has 
been given to this one because it is one 
of the best constructed, best standard- 
ized, and most widely used tests avail- 
able, and because (rightly or wrongly) 
it is generally assumed to relate to school 
achievement. For present purposes, the 
test findings will be reported without dis- 
cussion of the meaning OF the fairness 
of this kind of test administered to very 
young children from very low-income 
families. Since the 1969 scores are the 
latest available, they will be used in re- 
porting net gains and current score 
levels, with full recognition that further 
fluctuations are bound to occur. 

In the interest of comparability, the 


* Director, The George Washington University Social Research Group. 


and directed their administration. 


** Dr. Norman Milgram, Department of Psychology, Catholic University, selected the tests 
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figures presented here will include only 
the children who continued in the pro- 
gram throughout the five-year period: 
30 for EG and 66 for CG. 

At the beginning of the program, in 
1964, the children were about three 
years old, and apparently free of sub- 
stantial physical or mental handicaps. 

EG and CG were similarly distributed 
in income, with a slight advantage for 
CG. Removal of the seven EG chil- 
dren increased this advantage, although 
median incomes for the two groups were 
still comparable: $3,360 for EG and 
$3,380 for CG. In both groups the low- 
est income was about $1,000, and an- 
nual income extended up to $5,770 for 
EG. Two CG families reported annual 
incomes over $10,000 and one reported 
$7,500. Five other CG families reported 
annual incomes between $6,000 and 
$7,000, and all the rest were under 
$6,000. 

According to the poverty-income cri- 
teria then used by the Social Security 
Administration, 21 children in EG, or 
70%, were living in poverty, as were 
42 children (64%) in CG.* Four 
(13%) in EG and 14 (21%) in CG 
reported incomes officially defined as 
sufficient to meet the children’s basic 
needs. The remainder fell between these 
in a borderline area described by SSA 
as the “low-cost” level. Although the in- 
come differences are important, none of 
them reaches the .05 level of statistical 
significance. 

The families of five children in EG 
(17%) and 17 in CG (26%) reported 
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receiving financial assistance from the 
District Department of Welfare. In other 
characteristics the two groups were gen- 
erally comparable, except for a greater 
frequency of reported father absence 
in CG—a variable that later analysis 
showed to have no statistical signifi- 
cance, with the slight difference that ap- 
peared favoring the father-absent chil- 
dren. 

Although the original intention had 
been to recruit only families in poverty, 
the variation in income levels proved 
fruitful for the analysis of findings. 


MEAN SCORES AND GAINS: 1964-1969 

The main concern of the present dis- 
cussion is not the effectiveness of the 
program, which will be considered in the 
forthcoming full report of the project. 
The primary focus here is on subgroup 
comparisions of change patterns in IQ 
scores, as clues to making such programs 
more effective, and also as clues to more 
adequate evaluation of their effective- 
ness. 

Nevertheless, a brief summary of dif- 
ferences between total EG and CG will 
serve to put the subgroup comparisons 
in perspective. Some basic comparisons 
will be brought out by a series of graphs, 
with brief comments on each and by 
corresponding tables. 

When the program began, in 1964, 
the mean IQ score of CG was slightly 
above that of EG, 85 as compared with 
81. The difference, however is not stat- 
istically significant.** At the end of the 
two-year program at Howard University, 


жІп 1965, the “poverty line" as defined by 


SSA was $4,130 for an urban, male-headed 


family with two children. (Orshansky: 15 p. 10, Table E.) 


жж The .05 level of significance has been selected as our criterion of statistical significance, 
and any difference designated as statistically significant will meet or exceed this level. 
Differences falling short of that level will be regarded as non-significant. A number of 
the differences to be reported do fall short of the .05 level, but over the five-year period 
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Table | 

MEAN STANFORD-BINET SCORES, 1964-1969 
oo 

N 1964 1965 1966 1967 1968 1969 

EXPERIMENTAL GROUP E y 
Standard Deviation u ıı 10 14 15 із 
Mean Scores 30% 8! ” 96» 97 95 92 
COMPARISON GROUP 
Moan Scores ы” 85 85 88 90 89 87 
Standard Deviation " 13 13 [E] 13 12 


Sonone дал Л ETT PUTET TC ә: 
* Опе EG child not tested in 1966; one to four CG children not tested in 1964, 1965, 1966 and 1968. 
b f value of difference between EG and CG, statistically significant: f = 3.26, p< 01. 
For the sake of clarity, ? values are considered only for the years 1964, 1966 end 1959. 


the mean score of EG had risen 15 
points, to 96. That of CG had risen 
three points, to 88. Thus, EG began the 
two-year program four points behind 
CG and ended it eight ahead—a change 
in relative position of 12 points. The 
difference in gains and also in mean 
scores after two years is significant at the 
101 level (gains, t = 4.93; scores, t= 
3.26. See TABLE 1 and FIGURE 1.) 

During the three years that included 
kindergarten, first grade, and second 
grade, the mean IQ score of EG re- 
mained above that of CG, but by a 
dwindling amount. By 1969, the mean 
score of EG had declined to 92—11 
points higher than the 1964 score of 81, 
but only five points above the 1969 
mean score of CG which had also de- 
clined from the 1966 mean of 88, but 
had gained two points over its initial 
mean score. 

The pattern of the two groups is re- 
markably similar, with EG several points 
above CG. Both gained more before 
1966 than after it, reached their highest 
mean IQ score before entering first grade, 


and scored lower at the end of second 
grade than when they entered kindergar- 
ten. At the end of second grade (1969), 
the difference in mean gains between the 
two groups remains statistically signifi- 
cant at the .01 level, (11 points for EG, 
3 for CG, t = 2.94). However, the five- 
point difference in mean IQ scores is 
neither statistically significant nor arith- 
metically substantial. 

This depressing downward curve, 
which has become familiar in follow-up 
studies of preschool enrichment pro- 
grams, remains a riddle to which the 
present study offers no answer. The 
study does, however, suggest some es- 
sential steps in the journey toward a 
solution. 

It is interesting that CG gained at 
all. This could be an effect of repeated 
testing, although the decline in the last 
two years argues against accepting that 
as the sole explanation. It is also pos- 
sible that, as has happened in some other 
studies, CG was responding to the in- 
terest and attention received as a result 
of participating in the study. 


scores was measured by t tests, and chi square was used to test differences in proportions 


classifications. Values for t and х2, not included in 


the text, 
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PROPORTIONS SCORING 
WITHIN THE “AVERAGE” RANGE 
Since the purpose of the project was 
to enhance school performance, and 
since the Stanford-Binet IQ test is widely 
used in assessing the contribution of pre- 
school programs to school potential, it 
is relevant to ask what proportion of the 
children in 1969 scored within or above 
"normal" or "average" range—usually 
assumed to be between 90 and 110. In 
this comparison, 60% of EG and 37% 
of CG scored 90 or above—a difference 
Significant at the .05 level (x? — 4.93, 
dE z1). 


WITHIN-GROUP DIFFERENCES 


The group means mask a variety of 
change patterns in IQ Scores, some re- 
lating to special characteristics and life 
histories of individual children and some 
to more general variables. Among the 
latter, the three that, in the present an- 
alysis, show the strongest and most Sys- 
tematic relations to patterns of IQ scores 
are sex, initial IQ score (IIQ), and so- 
cioeconomic status (SES). 

These three prime variables differ 
radically. Sex and SES—unlike IQ score 
—are independent variables. Classifica- 
tion by sex involves a natural dictotomy 
and can be applied more confidently 
than most other classifications to very 
young children. IIQ is a first application 
of a measure used in assessing the out- 


Figure | 
MEAN STANFORD-BINET SCORES, 1964-1969 


come of the project. Classification by 
SES, within a very narrow income 
Tange, represents a crude estimate, and 
the same may be said for ПО--езресі- 
ally with children three years old. It may 


also be said that SES and IIO involve . 


controversial entities, subject to varying 
and disputed definitions and assess- 
ments. 

Before commenting on the three 
prime variables in relation to each other, 
it is necessary to consider each one sep- 
arately. When this is done, the pro- 
portions falling within the various sub- 
Broups show some striking differences 
between EG and CG, even though the 
two groups were recruited from census 
tracts selected for similarity in demo- 
graphic characteristics, 


THE THREE PRIME VARIABLES 


SEX 

Both EG and CG had about the same 
proportions of boys and girls, with two 
more girls than boys in EG and four 
more in CG. However, when each is 
divided into subgroups the numbers vary 
considerably. 


INITIAL 10 (ПО) 

The median of the 1964 IQ scores 
was slightly above 80 for CG and 
slightly below 80 for EG. In order to 
use the same cutting point for both 
groups, a mean of the medians was ac- 
cepted. Initial scores of 80 or over were 
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classified as “higher ПО” and initial 
scores under 80 were classified as “lower 
IIO." For convenience, the children in 
each classification will be referred to as 
*Hi-IIOs" or *Lo-IIOs." 

This classification results in identical 
means for the high and low classifica- 
tions in EG and CG in 1964. However, 
the proportions of the higher and lower 
IIOs are quite different, the majority of 
CG (42, or 66%) being classified as 
Hi-IIO and the majority of EG (17, or 
57%) being classified as Lo-IIQ—a 
statistically significant difference Ge— 
5.08, df=1, p<.05). In addition, the 
two ПО levels in CG divided rather 
evenly between boys and girls, while in 
EG twice as many girls as boys were 
НІ-ПО and more boys than girls were 
Lo-IIQ. 


EG сс” 
Hi-IIQ-M 4 20 
Hi-IIQ-F 9 22 
1о-ПО-М 10 Т) 
Lo-IIO-F 7 11 
SES 


Since classification by SES within a 
low-income group is less familiar than 
classification by sex or ПО, and since 
analysis indicates that SES is at least 
as important as the other two variables, 
it calls for somewhat extended comment. 


* The size of IIQ-F is only 
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Intimate acquaintance with EG fami- 
lies reinforced for the investigators a 
lesson brought home by a few previous 
studies: that a broad control for income 
does not control effectively for socioeco- 
nomic status within a low-income 
population.” Analysis of findings for 
the two-year nursery school program 
showed impressive variations їп test 
scores and in patterns of 10 change re- 
lating to SES level within this very low- 
income group. Full details concerning 
the method of SES designation and the 
related findings are given in the report 
of those two years.!! The present dis- 
cussion is based on a somewhat different 
method of classification and a slightly 
smaller number of children, applied to 
the whole of the five-year period. 

The method used combines the num- 
ber of years of education of the child’s 
mother with the people-to-room ratio. 
As developed, it has two advantages: the 
use of relatively objective and easily ob- 
tained indicators and a classification that 
coincides with subjective judgments 
made independently by staff members 
about the families they have come to 
know over a period of several years.** 

When EG and CG are divided by SES 
level, a majority (60%) of EG fall 
within the lower SES classification and 
a majority (61%) of CG are classified 
as higher SES. For convenience the two 


33, because two CG girls were not tested in 1964. Their 


scores in subsequent years ranged between 70 and 85. 


a family, people-to-room ratio was 


converted into а 


single number, dividing the numerator (number of people) by the denominator (number 
of rooms), Years of education for mother were used in reverse order, to correspond with 


low number represents high desirability. 


Accordingly, 0 


represents “тоге than high school education,” 1 stands for completion of high school, 2 
for eleventh grade, and so on. This number was added to the number representing people- 


favor of CG and, as with ПО, 


the SES rating of the family. Again, the 
the mean of 
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Figure 2 
MEAN STANFORD-BINET SCORES, 1964-1969, AS RELATED TO THE THREE PRIME VARIABLES 


vH SOCIOECONOMIC STATUS (SES) 


Source: U.S. Dept. Health, Education and Welfare/Office of Child Development/Children's Bureau 
eee enters Жа" 


levels will be referred to as “Lo-SES” 
and “Ні-5Е5”,* 


EG CG 
Hi-SES 12 40 
Lo-SES 18 26 


Analysis of census tract information 
and consideration of the recent eco- 
nomic and demographic history of the 
area revealed no explanation of the dif- 
ferences, Accordingly, they must be at- 
tributed to coincidence, recognizing that 


often this is a name for variables an in- 
vestigator has failed to uncover. 
IQ PATTERNS AS RELATED 
TO SEX, IIQ, AND SES 

IQ scores, as related to the three 
prime variables, are shown in TABLE 2 
and FIGURE 2. A number of similarities 
and differences appear, between groups, 
within groups, and among the three vari- 
ables. It will be expedient at this point 
to mention only the main ones, with em- 
phasis on patterns rather than on precise 
numbers. 


=e eS ee a ағаны 


*]t must of course be remembered that the families called "Hi-SES" are high only in 
"Lo-SES", 


relation to those called 
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SOME SIMILARITIES 
BETWEEN EG AND CG 

To a considerable degree, each of the 
six subgroups exhibits the up-and-down 
curve shown by total EG and CG. With 
one exception, the 1969 scores for every 
subgroup are lower at the end of second 
grade (1969) than in at least the two 
preceding years. The exception is Lo- 
по їп CG. The loss in IQ scores during 
the first years in public schools, already 
noted, will be seen to characterize also 
most of the smaller subgroups. 

With one temporary exception, the 
mean scores for Ні-ПО and Hi-SES 
children, in both EG and CG, remain 
consistently above the mean scores for 
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those classified Lo-IIO and Lo-SES. The 
exception is that, in EG, the Lo-SES 
mean briefly overtakes the Hi-SES mean 
at the end of nursery school (1966). 

Sex: Similarly, with one temporary 
exception, the mean score for the boys 
in each group remains consistently 
above that of the girls. The exception 
is that, although the means for total 
EG and CG were not significantly 
different, the EG boys in 1964 scored 
significantly lower than the EG girls or 
the boys and girls in CG. By the end of 
the nursery school program (1966), the 
EG boys had overtaken the girls and re- 
mained slightly above them through 
1969—a finding contrary to expectation. 


tithe ict Ate» ————— 


Table 2 


EAN STANFORD-BINET SCORES, 1964-1969, 


AS RELATED TO THE THREE PRIME VARIABLES 
س‎ 


MEAN STANFORDLSINET SCORES, тына Эз Mure 


EXPERIMENTAL GROUP 


Ns. 1964 1965 1966 1967 1968 1969 
Boys 14 76 90 979% 98 9 
Girls 16 84 91 96> 95 93 9! 
Hi-SES 12 82 94 % 105 99 97» 
Lo-SES 18 79 89 975 9| 93 89 
но ІЗ 91е 9% 100b 99 98 % 
0 17 73 87 94b 94 93 89 


COMPARISON GROUP 


1954 1965 1966 1967 1968 1969 | N^ 

85b 87 89 93 94 90° 31 Воуз 
ва 83 98 87 $95 94 35 Girls 
вь 87 91 93 9! 89 40 Hi-SES 
82 83 84 86 85 94 26 Lo-SES 
те 93 95 93 909 42 НФ 
73 75 81 8! 83 82 22 1-19 


EUN ыла a a, ШІ. 
a One EG child not tested іп 1966; one to four CG children not tested іп 1964, 1965, 1966 and 1968. 
b values of differences between EG and CG that are statistically significant: 


р <.05 р<.01 
1964 Boys, 2.84 
1966 Boys, 212 Lo-SES, 347 
Girls, 243 НІ, 29 
1969 — Hi-SES, 2.02 ped. see 


o# values of differences within EG and within CG that are statistically significant: 


р <.05 р<.01 


1954 EG 
ce 


Girls-Boys, 2.25 Hi-lIQ-Lo-llQ, 8.22 
Hi-IIQ-Lo-IIQ, 10.18 


1969 CG  Boys-Girls, 2.02 Hi-IIQ-Lo-IlQ, 2.95 


For the sake of clarity, 


1 values of differences between EG and CG are considered only 


for the 


years 1964, 1966, and 1969; differences within EG and within CG are considered only for years 1964 


and 1969. 
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The usual assumption, based largely on 
testing of middle-class and working- 
class white children, is that little girls 


do better than little boys, in school per-: 


formance and in IQ tests.“ 

Two earlier studies of Negro children 
in low-income families found the boys 
doing better than the girls in tests of 
IO and language development.^? On 
the whole, however, findings on this 
point are not solid or consistent. A dif- 
ference in favor of the boys has ap- 
peared often enough not to be dismissed 
as an idiosyncracy of the sample and 
seldom enough to indicate a need for 
further exploration. 

ПО: The differences between Ні-ПО 
and Lo-IIQ scores within EG and CG 
are expectable, on the assumption that 
the initial tests had some validity. Part 
of the convergence during the first two 
years would be expected on the basis of 
regression to the mean. After the first 
two years the curves are roughly parallel 
in both EG and CG. The unexpected, 
as will be seen, enters into the IIQ pic- 
ture chiefly in relation to the two other 
prime variables. 


SOME DIFFERENCES 
BETWEEN EG AND CG 

The starting points for lower and 
higher SES and IIO in EG are relatively 
close to the starting points for the cor- 
responding categories in CG. However, 
both in score level and in IO points 
gained, EG is higher than CG in 1969. 

SES: The differences, both in score 
and in net gains, are statistically signifi- 
cant for the Hi-SES but not for the other 
within-group or between group-compari- 
sons. (As noted earlier, the difference in 
gains between total EG and CG is sig- 
nificant at the .01 level but the differ- 
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ence in scores in 1969 is non-signifi- 
cant.) 

To find that the Hi-SES children in 
EG tended to gain more than the Lo- 
SES from the program, and to retain a 
larger proportion of their gains, is un- 
expected. A difference in gains alone 
could relate to spuriously low initial 
scores for some Hi-SES children, a sub- 
ject discussed later. However, it is as- 
sociated with consistently higher score 
levels for the Hi-SES, who were the only 
one of these subgroups to score signi- 
ficantly above the analogous subgroup in 
CG, a difference that cannot be dis- 
missed as an accident of unrepresenta- 
tive IIQ. 

At the end of nursery school (1966) 
the two SES levels in EG scored about 
the same. The subsequent higher score 
level of the Hi-SES children relates to 
their continued gain during the kinder- 
garten year (1967), while the Lo-SES 
were losing. The mean score of the Lo- 
SES children showed a net loss of eight 
points between 1966 and 1969, while 
the Hi-SES showed no net loss during 
those years. Over the five-year period 
(1964-1969), eight of the twelve Hi- 
SES children (67% ) showed a net gain 
of 15 or more points, while of the 18 
Lo-SES children, only five (2896) 
showed that much net gain, a statistically 
significant difference (2—5.2, df—1, 
p<.05). 

The unexpected difference in response 
to the program is relevant to questions 
about the appropriate target groups for 
present programs and, more urgently, 
about the appropriateness of some pro- 
grams. That both higher and lower SES 
subgroups in CG had about the same 
mean scores in 1969 as in 1966 under- 
lines the role of the program in the SES 
differences observed in EG. 
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INTERRELATIONS OF THE THREE PRIME VARIABLES 


When the three variables are viewed 
in relation to each other, it becomes ap- 
parent that their importance varies in 
different combinations. 


SES AND ПО 


Since the numbers are too small for 
simultaneous control of the three vari- 
ables, it is necessary to consider them 
in pairs. It will be expedient to limit 
graphic presentation to only one of the 
three pairs, mentioning the other two 
when appropriate. Although—and to 
some extent because—IIQ is an arti- 
ficial and suspect variable, consideration 
of its relations with SES is useful and re- 
vealing. Also, the patterns of the various 


subgroups are so distinctive that it is 
possible to show the four lines within 
one frame, Accordingly, this pair is 
shown in FIGURE 3. (Mean scores for 
the three pairs are given in TABLE 3.) 

Between EG and CG, expectably, the 
initial means for the two higher and the 
two lower ПО subgroups are relatively 
close together, with the Hi-IIOs start- 
ing considerably above the Lo-IIOs. 
Throughout the five-year period, how- 
ever, the two SES levels present very 
different patterns, and those patterns 
show both differences and similarities 
between children who were exposed to 
a preschool enrichment program (EG) 
and those who were not (CG). 


Figure 3 
MEAN STANFORD-BINET SCORES, Вее ^ RELATED TO SOCIOECONOMIC STATUS AND — 
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The two Hi-IIQ subgroups within EG 
and CG cluster relatively close together, 
showing negligible relation to SES. On 
the other hand, the two Lo-IIQ sub- 
groups in both EG and CG show 
marked SES differences. 

The most striking feature in FIGURE 
3 is that one subgroup soars from the 
bottom to the top of the IQ range en- 
compassed by EG. The Hi-SES-Lo-IIQ 
subgroup in EG, beginning within a 
point of the lowest initial mean score, 
in 1967 achieves by far the highest mean 
(108) of any subgroup in any year; and, 
despite a substantial decline, it is still 
slightly above the two Hi-IIQ subgroups 
in 1969, with a mean score significantly 
above that of the Lo-SES-Lo-IIOs. Be- 
cause its change pattern is so dramatic, 
and because it brings out a number of 
points about the three prime variables, 
this subgroup merits special attention, in 
spite of its small size. 

All but one of the six Hi-SES-Lo-IIQ 
children in EG scored above 90 in 1969, 
and that one scored 89. Of the 11 Lo- 
SES-Lo-IIOs only four scored 90 or 
above in 1969, while five scored 80 or 
below. The “Hi-Lo’s” not only gained 
more than the “Lo-Lo’s” but (like the 
other Hi-SES children) held on to more 
of their gains. Whereas the “Hi-Lo’s” in 
EG gained more than any other sub- 
group and were actually three points 
higher in 1969 than in 1966, the “Lo- 
Lo's" lost nine points during those years. 
While the Hi-Lo's soared to the top and 
stayed there, the Lo-Lo's remained sub- 
stantially below the other three SES- 
IIQ subgroups. Accordingly, it is hard 
to doublt that the SES factor is related 
to the achievement pattern of this sub- 
group. 

As indication that the Hi-SES-Lo-IIQ 


profile is not merely a vagary of the EG 
composition, in CG the Hi-SES-Lo-IIQs 
also gain more than any other group, 
after the lowest start of all. In CG, how- 
ever, the rank order of the subgroup 
Scores remains constant from 1966 
through 1969, the two НІ-ПОв above 
the two Lo-IIQs and—in each of these 
pairs—Hi-SES above Lo-SES. Thus, in 
CG the Hi-SES-Lo-IIOs are next to the 
lowest subgroup in the cluster and not, 
as in EG, the topmost one—a difference 
presumably relating to the program. In 
both EG and CG, the Lo-SES-Lo-IIQs 
remain substantially below the other 
three SES-IIQ subgroups, from 1966 
through 1969, 

A further point of similarity between 
the Hi-SES-Lo-IIOs in EG and in CG is 
that both consist mainly of boys: five 
out of six in EG and six out of nine in 
CG. At first it seemed an unfortunate 
accident that analysis of relations be- 
tween SES and patterns of IQ change 
should be so confounded by the pre- 
dominance of boys in these two sub- 
groups. A further apparent accident was 
the predominance of girls among the Hi- 
SES-Hi-IIOs: four out of six in EG and 
17 out of 27 in CG. However, analysis 
of the relations between ПО and sex 
Suggested that it might not be acci- 
dental. 


ПО AND SEX 

The quick increase in the mean scores 
of the Hi-SES-Lo-IIOs suggests that 
their initial scores were spuriously low. 
As noted above, these subgroups were 
mainly boys, while ће Hi-SES-Hi-IIOs 
were predominantly girls. Analysis of 
this and other pairs of variables sug- 
gests that the initial IQ scores of the 
girls were likely to be more representa- 
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tive of their potential test performance 
than were those of the boys. 

This tendency may relate to the pro- 
verbial greater docility of little girls than 
of little boys—a greater readiness to 
comply with instructions and expecta- 
tions in an unfamiliar situation, which 
in this case would produce better co- 
operation in the initial testing and, ac- 
cordingly, an initial score that reflects 
more accurately the child’s potential test 
performance. The tendency could relate, 
also, to a somewhat greater maturity of 
very little girls, or even to more effec- 
tive communication with the tester: 

A number of other findings support 
the impression that initial IQ tests of 
boys are more likely than those of girls 
to be spuriously low: Lo-IIQ girls, on 
the whole, tended to remain below the 
mean, but the Lo-IIQ boys, over a 
period of years, were as likely to move 
above the mean as to stay below it. The 
1969 means for the higher and lower 
ПО boys in EG were almost identical, 
while the НІ-ПО girls scored signifi- 
cantly above the Lo-IIQ girls. Also, the 
correlation between 1964 and 1969 
Scores was higher for girls than for boys 
in both EG and CG. In EG it was .23 
for boys and .55 for girls; in CG it was 
:47 for boys and .61 for girls. 

It should be added that, when IIQ is 
related to sex, the Hi-IIQ girls in EG 
score slightly but consistently above the 
boys, thus obviating the suspicion of fe- 
male inferiority among these particular 
children, The mean score of the Lo-IIQ 
girls in both EG and CG, on the other 
hand, is consistently and substantially 
below the other three ПО-вех subgroups. 
In fact, this is the only subgroup in EG 
with a mean score below 90 in all but 
one year. 


SES STRONGLY INFLUENCES 
RESPONSE TO AN 
INTERVENTION PROGRAM 

Even within a "poverty" group, dif- 
ferences in socioeconomic status appear 
to influence the response to a program 
of preschool enrichment. The relations 
of SES to patterns of change in ТО score 
are evident in both EG and CG, but 
emerge more strongly in the presence 
than in the absence of such a program. 

A number of points already noted in- 
dicate that the influence of SES was 
stronger in EG than in CG, Not only 
were the mean scores of the Hi-SES chil- 
dren in EG consistently higher than 
those of the Lo-SES, but the Hi-SES 
children tended to gain more from the 
program and to retain more of their 
gains. 

The influence of SES, regardless of 
program, is most strongly evident in the 
fact that, both in EG and in CG, the 
Hi-SES-Lo-IIO children gained more 
than the other SES-IIQ subgroups, 
while the Lo-SES-Lo-IIOs remained 
substantially below the others. The re- 
lation of SES to program response is 
shown by the fact that the Hi-SES-Lo- 
IIOs in EG rose to the top and stayed 
there, while those in CG—despite sub- 
stantial gains—remained below the two 
Hi-IIQ subgroups. Apparently, without 
a preschool enrichment program, the 
Hi-SES-Lo-IIQ children are able to gain 
and retain more than the others; and 
with a program they not only do this 
but outdistance the others in mean IQ 
Scores as measured by the Stanford- 
Binet test. 

The score patterns of the SES-IIQ 
subgroups, and of some others, suggest 
that the SES influence is more salient in 
some subgroups than in others. 


IMPLICATIONS FOR PROGRAMS 

The focus in this discussion has not 
been on the effectiveness of the program, 
which will be the subject of the full re- 
port. Accordingly, its implications relate 
less to the planning and conducting of 
preschool intervention programs than to 
problems of program evaluation. 

Nevertheless, some implications of the 
subgroup variations do relate to the pro- 
gram’s initial purpose: namely, to learn 
whether a “classic” nursery school pro- 
gram will meet the needs of children 
from very low-income inner-city families. 
Apparently, for the children most in 
need—the Lo-SES-Lo-IIOs—the pro- 
gram, as conducted, did not. The chil- 
dren classified as Hi-SES in this low- 
income group, who presumably come 
closer to middle-class orientation, bene- 
fitted more. 

We would not conclude that preschool 
programs should be withheld from the 
Hi-SES because they need them less or 
withheld from the Lo-SES because they 
seem to profit less. The dramatic score 
profile of the Hi-SES-Lo-IIQ children, 
and the greater gains of Hi-SES children 
as compared with Hi-SES in CG, in- 
dicate that, even though their need may 
be less, they still need such a program. 
At the same time, the Lo-SES children 
also gained, even if less than the Hi- 
SES. 

Our reading of the findings does not 
point to exclusion of any socioemonomic 
group, or to special efforts at including 
children from one or another kind of 
inner-city family. Experience in this pro- 
gram and in some others suggests rather 
that socioeconomic segregation may be 
as undesirable as segregation on the 
basis of color or creed." 

The implications of SES differences 
for programs lie rather in recognition 
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that we still have not learned to do as 
much for the “Lo-SES” as for those 
more like the middle class, and that we 
must redouble our efforts to learn. If 
we could learn to do better for the Lo- 
SES children we might also be able to 
do better for the Hi-SES. 

The preschool program and the three 
years of effort following it did not pre- 
vent the decline in IQ scores that has be- 
come proverbial for inner-city children 
of poverty. If the net loss in mean scores 
for both EG and CG between 1966 and 
1969 were more unusual, its program 
implications would be more restricted. 
However, the finding has a familiar ring. 
Despite exceptions,” there are recurrent 
reports that the advantage in IQ scores 
associated with preschool enrichment 
programs tends to diminish over 
time; 61219 and that in general the 
amount by which test performance of 
children in poverty falls short of na- 
tional norms tends to increase over 
time.5 10, 16,17 Whether the reasons Te- 
side in the preschool programs, ОГ in 
the school situations the children enter, 
or in the society beyond the classroom, 
or in all, has yet to be determined. 

Few serious students of child develop- 
ment or education would claim that we 
now know the best ways to make large 
scale preschool enrichment programs 
successful. The frequent finding of gain 
during a preschool program and loss dur- 
ing the school years remains a challenge 
to make our public education what pov- 
erty children (and many not in poverty) 
need as a necessary though not sufficient 
prerequisite to achieving a satisfactory 
level of living in our society. Yet few 
would accept a counsel of despair. In 
fact, Weikart’s 19 comment about the 
Perry Preschool Project might be gen- 
eralized to many: “The results are not 
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as encouraging as some might have 
hoped nor as bleak as some might have 
predicted.” 

At this phase, when we are still 
frankly groping, we need many pilot pro- 
grams to try out different methods. This 
need is relevant to program evaluation 
but it is also relevant to the way pro- 
grams are set up and funded, to what is 
expected from them, and to the condi- 
tions for their continuance. 

It should be, but is not, unnecessary 
to add that we do know well some neces- 
sary though not sufficient prerequisites to 
success, and that preschool enrichment 
programs are likely to succeed only if 
these known requirements are met: re- 
quirements of space, equipment, and 
reasonable teacher-pupil ratios for pre- 
school and school; requirements of ade- 
quate food, shelter, clothing, and health 
care for the children expected to benefit 
by such programs, It amounts to national 
idiocy for a wealthy country to finance 
elaborate experimental programs while 
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failing to assure to each school and each 
child the minimum physical requirements 
for good school performance. This is like 
trying to build a house from the second 
story up, without concern for such lowly 
items as first story or foundation. 

It was clear from the outset of the 
nursery school program that hungry 
children are unlikely to be responsive to 
congnitive enrichment, that children who 
lack shoes or coats are not likely to 
attend school regularly, that those who 
need sleep are not likely to be alert and 
responsive to new stimuli. Breakfast was 
soon added to hot lunch and mid-morn- 
ing snack; a “clothing exchange” was de- 
veloped, and the rest hour took on major 
proportions. It was also clear that chil- 
dren whose families are in need of basic 
social services are likely to bring the ef- 
fects of home crisis into a well-equipped 
and protected nursery environment, so 
that a social worker was considered an 
indispensable member of the project 
staff, 


IMPLICATIONS FOR PROGRAM EVALUATION 


The implications for program evalua- 
tion are more direct. They are also less 
discouraging, because they point to a 
need for what we already know how to 
do: namely, to control factors demon- 
strated to have an effect on children’s 
response to intervention programs. These 
include the three prime factors, SES, sex, 
and—to a lesser degree—IIO. 

An obvious implication is that ade- 
quate evaluation of preschool interven- 
tion programs must go beyond an over- 
all success-failure quotient and point the 
way to improved effectiveness. The need 
is especially urgent with regard to pre- 
school enrichment programs, since we 
still do not know the best ways to help 


children in poverty toward more satis- 
factory and satisfying school achieve- 
ment. Accordingly, it is necessary to dis- 
cover which children are or are not 
helped by different kinds of programs, 
and to derive clues toward helping all of 
them more. One example of this type of 
analysis is Weikart’s separation of the 
experimental group children into “high 
achievers” and “low achievers.” It will 
be interesting to learn how these classi- 
fications relate to the “cultural depriva- 
tion rating” used in the Perry Preschool 
Project.!9 

The Westinghouse ?? evaluation of the 
Head Start program was directed pri- 
marily at producing one over-all mean of 
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accomplishment, to guide decisions 
about continued support. Quite aside 
from consideration of the method em- 
ployed, it is difficult to accept so limited 
a purpose when the need is for diagnostic 
rather than actuarial evaluation. As the 
authors of the report observe, “the field 
of child development has not reached a 
sufficient level of sophistication to formu- 
late a completely satisfying program at 
present.” Given this country’s avowed 
commitment to improving the educa- 
tional opportunities of children, and the 
current state of the art, the actuarial 
focus seems premature. 

The distinctive patterns of change in 
IO score among the subgroups in one 
small program, coupled with the limita- 
tions in our present knowledge about 
how to promote improved school 
achievement, suggest that we shall be 
better served by evaluations that focus 
on relating program components and 
children’s characteristics to later school 
achievement, rather than using the char- 
acteristics of programs and children 
chiefly as a means to obtaining a blanket 
assessment. Such a focus would require 
that, before attempting a single effective- 
ness quotient, evaluative efforts should 
be devoted to detailed analysis of pilot 
projects, with emphasis on the patterns 
and responses of subgroups, and on re- 
lating these patterns to program types 
and components, 


SES CONTROL 

More specifically, the difference in 
score patterns for higher and lower SES 
points up the need for SES control even 
within a very low-income group. The 
need is underlined by the disparate pro- 
portions of higher and lower SES chil- 
dren in the experimental and comparison 
groups randomly selected from demo- 


PRESCHOOL SES DIFFERENCES 


graphically similar census tracts. It 
would be difficult to match adequately 
for SES before recruiting the two groups, 
but it is entirely feasible to control for 
SES in analyzing results. 

The method of controlling for SES 
would need to depend on the subjects 
and the circumstances of the study. Peo- 
ple-to-room ratio, for example, may 
prove an insensitive indicator if many 
of the families live in public housing. In- 
come per child is difficult to use reliably, 
since to people whose income is not only 
inadequate but also erratic, the magic 
fiscal unit “per annum” may be irrele- 
vant. They may not know, or may not 
care to tell, the amount of their annual 
income. Whatever measure is used, how- 
ever, it is not safe to assume that two 
groups are adequately matched for SES, 
even if both are largely below the pov- 
erty line. And, without extraordinary 
luck or detective work, it is not safe to 
assume that all families living in a pov- 
erty area are in fact below that line. 

It is especially necessary to control 
sensitively for SES if any generalizations 
are to be made about differences between 
Negro and white children. When poor 
children are also black, differences as- 
sociated with socioeconomic status are 
often attributed to ethnic background. 
Many studies that control roughly for 
SES ignore the tendency of Negro fam- 


` ilies to fall near the low edge of a broad 


division by income, making no allow- 
ance for the fact that Negro families 
within one broad income level may have 
an average annual income substantially 
below the average of white families in 
that level.*7 


ПО AND LATER IQ 
Systematic variation in the reliability 
of initial test scores for different sub- 
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groups raises question about depending RE Whole. le i 
on single before-and-after tests to eval- sugges е relatively high mean 


uate preschool enrichment programs, 
and also about using the mean number 
of IQ points gained as a criterion of ef- 
fectiveness, It raises even more question 
about using one overall mean score to 
evaluate a program, If any reliance is to 
be placed on mean number of IQ points 
gained, it is especially important to take 
account of the relative size, in experi- 
mental and comparison groups, of the 
subgroups whose initial scores are likely 
to be spuriously low. 

More solid findings can be obtained 
by testing over a series of years, and by 
comparing the score levels attained by 
subgroups within the experimental and 
comparison groups. It is relevant also to 
consider what proportion of children 
from a relatively low-scoring population 
were lifted—or kept—within the “nor- 
mal” or “average” range. For the find- 
ings of this and many other studies sug- 
gest that to prevent score loss for a 
Ні-ПО is in itself a gain. 

The ultimate relevance, of course, lies 
in the school achievement of the children 
as the years go on—a subject of utmost 
importance, but one beyond the scope of 
the present discussion. 

That Lo-IIQ children are likely to 
gain more than Hi-IIOs is a fairly fa- 
miliar finding. Less taken for granted is 
the finding that some Hi-IIOs and some 
Lo-IIOs are likely to gain more than 
others—and that which ones are likely 
to gain most is related to SES level 
within a poverty group. 


SEX DIFFERENCES 

Less taken for granted also is the tend- 
ency of boys to show more change than 
do girls from the initial IQ score. That 
this is not necessarily because girls are 


scores of the Hi-SES and Ні-ПО girls іп 
EG. The greater gains of the boys ap- 
pear to relate rather to the greater repre- 
sentativeness of girls’ scores in early IQ 
testing. 

The puzzling and non-typical tend- 
ency of the girls as a group to score lower 
than the boys suggests chiefly that it is 
necessary to study them separately. It 
is tempting to speculate about the social 
sex role differences reflected in the 
greater stability and, over-all, the lower 
scores of the girls. At this point, how- 
ever, it must suffice to remark that we 
have a great deal to unlearn about what 
we have taught ourselves to believe con- 
cerning masculine and feminine social 
roles, in general, among the poor, and 
especially among poor Negroes.* 9% 18 


SUMMARY COMMENT 

Three variables—SES, sex and initial 
IQ score—show important relations to 
patterns of IQ change in preschool chil- 
dren of very low-income families. The 
children who experienced a preschool 
enrichment program followed by three 
years in an especially favored school 
situation show change patterns that in 
some ways resemble and in some ways 
differ from those of a demographically 
comparable group not exposed to such a 
program. 

Two of the three variables (sex and 
initial IQ score) are often, though not 
always, taken into account in evaluating 
preschool enrichment programs. Evalua- 
tors have given less attention to SES 
variations within a poverty population. 
The findings reviewed suggest that 
greater attention to such variations, as 
they relate to change patterns over à 
period of years, would promote more 
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adequate evaluation of intervention pro- 
grams and would also provide clues to 
ways of making those programs more 
effective. 
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A RATING SYSTEM FOR THE 
ASSESSMENT OF HYPERACTIVE AND WITHDRAWN 
CHILDREN IN PRESCHOOL SAMPLES 


Richard 0. Bell, Mary Р. Waldrop, and George М. Weller 


Child Research Branch, National Institute of Mental Health, Bethesda, Md. 


Six aspects of hyperactivity and three of withdrawal can be rated by preschool 
teachers on a weekly basis and quickly converted into two factor scores to 
keep a running account of the status of children in a group. Applications 
of the system could include clinical studies of response to treatment, and sep- 
arate identification of children unlikely to respond to group enrichment pro- 


grams. 


yperactive or withdrawn children 
H constitute a small part of the usual 
preschool and kindergarten class, but 
effects on peers and demands on teachers 
are far out of proportion to their num- 
bers, These behavioral extremes may 
also affect research studies adversely. 
When an entire class is being exposed 
to an experimental treatment, such as an 
enrichment program, effects on most of 
the children may be masked statistically 
by lack of response on the part of those 
who are extreme relative to these be- 
havior patterns, Also, it is common for 
an investigator conducting experiments 
with individual children to report that a 
certain number of children were “un- 
testable,” usually meaning that they were 
uncontrollably active or too shy to par- 


ticipate. This sampling problem would 
be less disturbing if all such children 
were uniformly excluded in all such 
studies. 

Both child care workers and scientists 
would benefit from a behavior assess- 
ment system that could measure varia- 
tions in these extremes, Unfortunately, 
many clinical studies 11 have reported 
impressions of the characteristics of hy- 
peractive or withdrawn children but have 
given no data on whether these facets are 
in fact interrelated. Short attention span 
(also described as restlessness and dis- 
tractibility), mood fluctuations, and ag- 
gressive behavior have been listed most 
frequently relative to hyperactivity. 
Cromwell? in particular has focused at- 
tention on the central importance of 
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short attention span and frequent 
changes in goal direction. Absence of 
fear or hesitation has also been cited 
as a defining characteristic. * On the 
other hand, fearfulness, vacant staring, 
and remaining close to adults * seem to 
be used most often to characterize with- 
drawal. 

The purposes of the present study 
were 1) to develop a rating system for the 
various facets of hyperactivity and with- 
drawal; 2) to test the ratings for interre- 
lations and determine whether factors 
corresponding to hyperactivity and with- 
drawal emerge; and 3) assuming the ex- 
pected factors emerge, to develop a 
factor scoring system that would be suf- 
ficiently simple that it could be used by 
both practitioners and investigators. 


SETTING 

All subjects attended morning ses- 
sions of a five-week research nursery 
School in groups of five to six. After 
familiarization visits, the children were 
transported to and from the nursery 
school each day accompanied by two 
teachers, so that reactions to separation 
and other behavior could be observed. 
At the nursery school, two hours of 
behavior were observed daily in the 
following situations, in order: free play 
indoors; quiet room for rest; refresh- 
ments and story reading; and then a free 
play period outdoors. A male and female 
teacher were with the children in all 
settings and rated some behavior on a 
day-to-day basis, while other behaviors 
were rated only once at the end of each 
one-month school period. In addition to 
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the ratings made in the preschool setting, 
à social worker visited each home one to 
two weeks following the child's atten- 
dance and obtained maternal reports 
from which ratings were made of the 
child's behavior in the home and neigh- 
borhood. Data on reliability for meas- 
ures used in this report are provided and 
explained in tables to follow. 


SAMPLES 

To develop and test the ratings, this 
study took advantage of the availability 
of four non-clinical samples of children 
in the age range 27 to 30 months being 
studied for other purposes. They were 
from lower-middle to upper-middle class 
white families in the northwest suburbs 
of Washington, D.C., that volunteered 
when contacted after it was ascertained 
from school or hospital nursery records 
that they had a child meeting require- 
ments. These samples provided quite 
adequate range, even though none was 
selected in such a way as to maximize 
the occurrence of hyperactivity (н) ог 
withdrawal (w). In fact, the selection 
procedures for the fourth sample should 
have reduced the occurrence of these 
syndromes.* Thus, users of the ratings 
on unselected or clinical populations 
should find at least as much range in 
the measures as we have reported, and 
possibly a great deal more. 


DEVELOPMENT OF MEASURES 

On the first sample, six 11-point rat- 
ings were made by the teachers at the 
end of each group's one month of at- 
tendance. Three were intended to index 
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* A previous герогі,12 describes a retrospective questionnaire on isti infanc 

used to select the three samples on which the ratings were phe, cogendi xmi 
did not correlate with hyperactivity or withdrawal, and thus the sampling selection is not 
relevant here. One other report ? describes the selection of a sample studied originally as new- 
borns, from which cases with complications of pregnancy and delivery were excluded. This 


sample was used to test the ratings. 


BELL, WALDROP AND WELLER 


- H and covered the areas of spilling and 
throwing, inability to delay, and chronic 
aggression directed toward other chil- 
dren, These were all found to be strongly 
intercorrelated, as were three scales in- 
tended to index aspects of withdrawal— 
chronic fearfulness, vacant staring, and 
clinging to the teacher without exploring 
the environment visually or physically. 
Definitions of end and intermediate 
points for these six scales were im- 
proved, three new scales were added to 
still further differentiate H, and these 
nine scales were tested on the second 
sample, consisting of females. The three 
new scales covered distractibility, no- 
madic play, and play that induced in- 
tervention by teachers. 

One further change was made on the 
second sample, reflecting a shift from 
an objective of differentiating extreme 
children to differentiating periods in 
which behavior was extreme, Our im- 
pressions were consistent with those of 
Slater!? that children seem to change 
considerably even during a one-month 
period. Some very deviant children 
calmed down or became activated and 
entered into play for periods of a week 
or more. Thus, we changed from char- 
acterizing children at the end of each 
month to keeping a running record of 
each child's status. The ratings were 
made each week, and, at the same time, 
two separate composite scores were com- 
puted for each child, one summarizing 
the six H scales, and one summarizing 
the three w scales. We will not describe 
the method of computing these com- 
posite scores in this second sample since 
2 revised and improved method is pre- 
sented later in the paper. 

In rating the third pilot sample, 
teachers were satisfied with the ratings 
of w, but efforts were continued to de- 
velop new scales which would capture 


25 


additional aspects of н. While the rating 
of nomadic play tested in the second 
pilot sample had proved useful, it re- 
flected only the rapid movement between 
play activities of hyperactive children, 
while neglecting what some staff mem- 
bers felt to be equally characteristic— 
an intense and frequently disorganized 
application to some play activity. Thus, 
a new scale termed Frenetic Play was 
used, measuring the latter feature. A 
rating scale for perseveration was also 
tested on the third pilot sample, but it 
proved difficult to rate without accumu- 
lation of incidents over a period of two 
or three weeks. The running account 
system required content areas that would 
be sufficiently rich in behavior to make 
rating possible each week. 

TABLE 1 provides definitions of scale 
points for the six ratings of H and three 
ratings of w that evolved from the three 
samples and were then applied to the 
male and female test samples. When- 
ever possible the definitions went beyond 
general trait names to specific behaviors 
that were to serve as the basis of judg- 
ment, Intermediate points were defined, 
as well as the end points of 1 and 11. 
The steps had been adjusted and rede- 
fined between pilot samples so as to 
provide maximal differentiation of de- 
viant behaviors. The skewed distribu- 
tions that can be seen in the percentage 
distributions of TABLE 1 are a necessary 
consequence of this objective. 

Other clinical measures, Several other 
measures of clinical interest were avail- 
able on the test samples and were in- 
cluded in studies of interrelations, along 
with the H and w scales. Two were 
change scores based on the four weekly 
composite H and w scores. The change 
score for each subject was the regression 
coefficient denoting the slope of the best 
fitting line through the original sequence 
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Table | 


DEFINITIONS OF RATING SCALES USED IN PRESCHOOL HYPERACTIVITY AND 
WITHDRAWAL FACTOR SCORES 


SCALE 

POINTS DEFINITIONS 
HYPERACTIVITY 

FRENETIC PLAY 


11. Much more than others, shows impulsive, fast moving, ineffective, incomplete play. 
9. During play and transitions shows behavior with only two or three of the components listed in 11, 
or play showing all components but with less intensity. 
6. Only during transitions or in vehicle shows frenetic behavior. 
4. During transistions shows mild frenetic behavior. 
1. Never shows any frenetic behavior. 


Scale n 10 9 8 7 6 
Percentage distribution ® 0 52. 2 I | 2 


Mo 
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INDUCTION OF INTERVENTION 


Il. Very frequently plays in such a way as to make it highly likely teacher in area would feel com- 
pelled to intervene either to prevent injury to the child or others, or to prevent damage to 
physical objects. 

6. Three to four interventions per day required. 

1. Never plays in such a way that requires intervention. 


Scale n 10 9 8 7 6 5 4 3 2 І 
Percentage distribution 0 0 di 1 1 2 2 4 8 16 6 
INABILITY TO DELAY. 


11. When waiting turn for food, toy or any other object which is of interest, or when waiting to take 
part in some activity, seems unusually unable to wait for gratification. 
9. Same as 11, except behavior is shown only during certain situations, such as transitions, or in the саг. 
6. In only a few instances seemed unable to wait for gratification. 
1. Under above circumstances seems definitely able to contain self and wait for gratification. 


Scale IPCC MES timo by 4 3.2 d 
Percentage distribution 0 2 1 | 2 7 10 13 17 20 30 


EMOTIONAL AGGRESSION 


11. Frequently throws toys, tears things down, breaks toys, pushes objects over, attacks, pushes or hits, 
takes things from others even though not needed to achieve an objective and even though may ог 
may not be upset. 

6. Usually interested in other activities but will occasionally throw toys, tear things down, break toys. 
etc., as a reaction to frustration, when just wandering, or during transitions. 

1. Never takes from others. 


Scale О о ЛА US 6 4з 2 1 
Percentage distribution bi БАДА АДЕЛ П 2 1 2 & 10.289 
NOMADIC PLAY 


11. Shifts rapidly from one setting or toy to another, ty; 


pically trying out an item for only an instant 
and then moving on, 


с showing no sustained play or engagement of interest unless assisted. 

6. Shifts between toys or settings but finds two or three activities during the session which engage 
interest for approximately five minutes. 

3. Goes straight to a single setting or toy on arrival and remains engaged for most of session. 

1. Very hesitant to engage in any play. Stands and watches or leans on mother or teacher. 


Scale п 10 9 8 7 6 5 


Honey ы 2 2 
Percentage distribution dl 2 2 6 13 


28 22 18 10 2 
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Table | (Continued) 


DEFINITIONS OF RATING SCALES USED IN PRESCHOOL HYPERACTIVITY AND 
WITHDRAWAL FACTOR SCORES 


SCALE 
POINTS DEFINITIONS 


HYPERACTIVITY— (Continued) 


SPILLING, THROWING 
11. Spills water, containers, salt or other substances and/or throws food or other objects much more 
often than others (playful throwing of a ball should not be considered under this heading]. 
9. In certain situations, such as in the car or in transitions, shows frequent spilling and throwing. 
6. Usually interested in other activities, but will occasionally spill and/or throw either as a reaction 
to frustration or when just wandering. 
1. Never spills water or throws objects. 


Scale Ш 10 9 8 7 6 5 4 3 2 I 
Percentage distribution 0 1 2 3 6 14 18 21 18 12 5 
WITHDRAWAL 


VACANT STARING 

11. Is immobile and staring without apparent focus much more than others. 

9. Spends а large amount of time staring in a single direction, at a single object, setting or area, or 
occasionally shows staring without focus. (This can accompany relatively disorganized or aimless 
play.) 

3. Seldom shows fixed or vacant staring and then as a reaction to some specific strange or fearful 


incident, 
1. Never shows fixed or vacant staring. 
Scale Ш 10 9 8 СА 6 5 4 3 2 І 
Percentage distribution 0 Al 1 ! 2 6 10 14 20 24 24 


CLOSENESS TO ADULT BASE 
11. Spends an unusually large amount of time clinging tightly to mother or teacher, hiding eyes, not 
exploring the situation either visually or otherwise. 
9. Almost continuously follows or remains close to mother or teacher. 
6. Alternates staying close to mother or teacher with occasional efforts to play separately. 
4. Plays separately, except during transitions. 
2. Only comes to mother or teacher and stays close when there is something strange or novel in 


situation, 
1. Never spends time in activities listed. 
Scale Ш 10 9 8 7 6 5 4 3 2 І 
Percentage distribution 0 0 1 1 2 3 6 15 19 28 28 


CHRONIC FEARFULNESS 
11. Characteristically appears to be guarded, wary, defensive, apprehensive, frightened, or panicky. 
6. Neither characteristically bold or guarded; shows some of each. 


I. Seems to be bold rather than fearful; seldom, if ever, shows fearfulness, even in situations which 
might ordinarily be expected to produce this effect. 


Scale и 10 9 8 7 6 5 4 3 2 1 
Percentage distribution 0 2 І I 2 8 12 18 23 20 14 


a Smoothed percentages for scale points 11 through |, based on combined data for 43 males and 31 
females (test samples). 
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of the four computations of the com- 
posite. Positive change scores indicated 
a positive slope, negative scores a nega- 
tive slope; the term “increase” or “de- 
crease” precedes the scale title to in- 
dicate the sign of the slope for most 
of the subjects. 

A variety of oral and anal behaviors 
were also studied as possible clinical 
correlates of H and w, using as a guide 
Beller’s 1 review of psychoanalytic and 
behavior theory formulations. Beller’s 
oral category was represented by a home 

_ visitor’s rating from maternal reports 
of the child’s biting objects and biting 
persons (a four-point rating from “Very 
Frequently” through “Frequently” and 
“Occasionally” to “Never”). Under the 
category of anal behavior, four mea- 
sures of retentiveness were developed. 
These were home visitor's four-point 
rátings of maternal reports on possessive 
behavior with toys, hiding objects, and 
persistent carrying of security and other 
non-play objects, 

An eleven-point summary rating of 
separation reaction showed rater agree- 
ment reliability only for males; it was 
included for the main sample as a mea- 
sure of clinical interest because it maxi- 
mally differentiated a small number of 
children. One clinical measure showed 
test-retest reliability for boys only, a 
count of the number of times a child was 
restrained by teachers during the rest 
period. Two eleven-point summary rat- 
ings by teachers, indexing compulsion 
(only showing observer agreement re- 
liability for males) and fearful reactions 
to novel occurrences, completed the set 
of measures of clinical interest that 
seemed applicable to preschool children 
and that were to be interrelated with 
measures of H and w. 


INTERRELATIONS OF MEASURES 
ON THE TEST SAMPLES 

We had already found on the previous 
samples that the nine measures of H 
were strongly intercorrelated, as were 
the three measures of w. The purpose 
of the analysis on the test samples was 
to recheck these findings with a factor 
analysis and ascertain whether the com- 
position of the н and w factors would be 
altered if the various aspects were an- 
alyzed in a broader matrix of measures 
of clinically deviant behavior. 

There were 22 measures for males, 19 
for females, since the ratings of compul- 
sion and separation reaction, and the ob- 
servation count of restraint, were reli- 
able only for males. In addition, of 
course, there were the H and w com- 
posite scores, computed four times dur- 
ing the one-month period and averaged 
across the four computations to produce 
two overall summary composite mea- 
sures, 

The н and w summary composite 
scores were significantly and substan- 
tially correlated within the main male 
test sample (r = —.55, p<.001), and 
correlated in the same direction, but 
not significantly, within the female 
sample (r— —.21). Generally, this 
means that a child who was hyperactive 
was unlikely to be withdrawn, as would 
be expected. The scatter-diagram for 
females differed from that for males im 
that several cases that were rated as 
considerably above average in hyperac- 
tivity were rated average in withdrawal 
because they tended initially to be in- 
hibited and fearful, then became hyper- 
active. 

Analysis of the male test sample. 
Since the correlation between H and W 
differed for males and females, the data 
reduction process also differed. In the 
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male sample of 43 cases, all measures 
that showed higher significant correla- 
tions with either of the two average com- 
posites already computed (H and w) 
than with other measures not in those 
composites, were placed in a single 
matrix that also included the measures 
originally placed in the composites. This 
matrix consisted of 14 measures out of 
the original 22 available for males, and 
thus satisfied the conservative rule of 
thumb for factor analysis that the num- 
ber of measures not exceed one-third the 
sample size, Two principal components 
with eigenvalues2-1.00 were extracted, 
but only one factor showed correlations 
between measures consistent with the 
sign of the loadings. In the case of the 
factor that was rejected, many measures 
that were positively loaded failed to 
intercorrelate positively. 

The factor that was retained for con- 
sideration is shown in TABLE 2. It is 
bipolar, withdrawal and inhibition being 
at one end of the array of measures, 
hyperactivity at the other. The position 
of Separation Reaction in the order of 
measures clearly indicates that it can be 
added to the three ratings of withdrawal 
to help define one pole, while Frenetic 
Play can be added to ratings at the other 
pole, though this scale did not show the 
prominent loadings expected. The values 
under “Weights” are factor loadings or, 
in the case of measures that were clus- 
tered, as described below, the weights 
are used to indicate whether the mea- 
sures should be added or subtracted to 
form a composite. 

For males, there were eight measures 
that failed to correlate significantly with 
either the H or W composites, or that 
correlated more highly with one another 
than with either of the two composites, 
thus forming a residual set of measures. 
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Table 2 
FACTORS OF PRESCHOOL DEVIANCE 
BEHAVIOR IN MALES 
PRESCHOOL MEASURES 
TITLE 
HYPERACTIVITY- RELIA- 
WITHDRAWAL WEIGHT® BILITYb 
Nomadic play 89 94 
Induction of intervention 88 94 
Inability to delay 83 84 
Spilling & throwing 78 90 
Frenetic play 77 77 
Emotional aggression 73 75 
Perseveration 57 59 
Restrained by teachers 46 63 
Increase in hyperactivity 
during attendance 45 84 
Reactive fearfulness —14 73 
Vacant staring -ы 88 
Separation reaction —62 94 
Chronic fearfulness —73 80 
Closeness to adult base —77 9з 
COMPULSION AND OBJECT 
ATTACHMENT 
Compulsion 100 65 
Carrying nonplay object 100 89 
Use of security object 100 90 
OBJECT ATTACHMENT 
Hiding objects, nongame 100 100 
Biting objects 100 86 
UNASSIGNED ITEMS 
Decrease in withdrawal during 
attendance 82 
Possessiveness with toys 85 
Biting humans 87 


э All weights with decimals removed and positive 
unless indicated; 100 is weight for items in sets 
which were clustered rather than factored; unas- 
signed items failed to correlate with factors or 
clusters, or with other unassigned items. 

b inter-rater r for ratings of home visitors; ad- 
justed interrater r's for teachers' ratings; reliability 
for Restrained by Teachers is adjusted odd-even r. 


The magnitude of interrelations was of 
such low order that a factor analysis of 
this residual set was not carried out, and 
the measures were simply clustered. By 
combining five measures into a triplet 
and a pair, and leaving as separate mea- 
sures three that showed no relation to 
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each other or to the combinations, all 
significant interrelations of measures 
were eliminated within the residual ma- 
trix. Since it had already been ascer- 
tained that the residual measures did 
not correlate significantly with H and w, 
the results of this last step meant that 
the original matrix of 22 measures for 
males could be reduced to four indepen- 
dent sets—the н and w factor, the trip- 
let, a pair, and three separates. The 
triplet consisted of the teachers’ rating 
of compulsion and the home visitor's 
ratings of the extent to which the child 
used a security object and carried a non- 
play object. The correlation of Compul- 
sion with Use of a Security Object, 
and Carrying a Non-play Object, respec- 
tively, was .39 and .13, and between the 
last two measures .30, all but the lowest 
value being significant (p<.05). The 
home visitor’s ratings of the child’s hid- 
ing objects and biting objects correlated 
.35 (p<.02) and formed the pair. Three 
measures were left as separates, lacking 
significant correlations with factors, the 
triplet or the pair: Possessiveness with 
Toys, Biting Humans, and Withdrawal 
Decrease. 

Analysis of the female sample. In the 
smaller female sample of 31 cases, each 
measure was assigned to a matrix of H 
measures, to a matrix of w measures, 
or to a residual category, depending on 
highest correlations shown. This assign- 
ment resulted in 10, 6, and 3 measures 
in each, respectively. Only one principal 
component could be extracted from each 
of the larger matrices, and loadings for 
these are shown in TABLE 3 (under the 
Weights column). One is obviously an 
H factor, the other a w factor. Since the 
seven most highly loaded measures for 
the H factor, and the three most highly 


Table 3 


FACTORS OF PRESCHOOL DEVIANCE 
BEHAVIOR IN FEMALES 


PRESCHOOL MEASURES 


TITLE RELIA- 
HYPERACTIVITY WEIGHT? BILITYb 
Induction of intervention 90 97 
Emotional aggression 85 99 
Inability to delay 83 92 
Frenetic play 77 95 
Perseveration 75 73 
Nomadic play 66 92 
Spilling & throwing 60 9з 
Increase in hyperactivity 

during attendance 59 92 
Biting humans b 40 87 
Withdrawal decrease —35 88 
WITHDRAWAL 
Chronic fearfulness 94 84 
Closeness to adult base 89 86 
Vacant staring 88 86 
Hiding objects, nongame 50 100 
Carrying nonplay objects 44 89 
Reactive fearfulness 43 74 
UNASSIGNED ITEMS 
Use of security object 90 
Possessiveness with toys 85 
Biting objects 86 


Ег. 2. Ee 2 УГ S 


a All weights with decimals removed and positive 
unless indicated; unassigned items failed to cor- 
relate with factors or clusters, or with other un- 
assigned items. 

b Inter-rater r for ratings of home visitors; adjusted 
inter-rater r's for teachers’ ratings. 


loaded for the w factor include the scales 
already used in the H and w composites, 
it is apparent that the factor analysis 
simply confirmed the previous findings 
and did not alter the relation of H and W 
within females. 

Three measures were left as separates, 
since they lacked significant correlations 
with either of the two factors or with 
each other: Use of Security Object, Pos- 
sessiveness with Toys, and Biting Ob- 
jects. 


General results of the analyses. It is 
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evident that introduction of 43% to 
50% new measures of clinical deviancy 
to the matrices did not alter the essential 
nature of the н and w factors or the fact 
that they show an extensive network of 
relations to other measures. In fact, 
most other measures of clinical interest 
either showed significant loading on the 
factors, formed small clusters, or were 
isolates. At this age level it appears that 
the dominant factors of clinical interest, 
in terms of variance accounted for, are H 
and w. 

Arbitrary sign differences between 
loadings on the factors for the sexes 
may be ignored. Comparing the order of 
magnitude of the loadings for the female 
w factor with the negative loadings (in 
the order from high to low negative) for 
the male н and w factor reveals very 
little difference. Comparison of the fe- 
male н factor with the positive loadings 
for the male factor also reveals essential 
similarity, though there are some inter- 
esting differences, Nomadic play seems 
much more characteristic of male hyper- 
activity, emotional aggression more 
characteristic of female hyperactivity. 
There is a significant difference between 
the factor loadings for nomadic play in 
TABLES 2 and 3 (p<.02). In the case 
of emotional aggression, the sex differ- 
ence resides only in the relative position 
of the rating in the order of loadings; 
the difference in magnitude of loadings is 
not significant. With these exceptions, the 
factors appear similar in males and fe- 
males, There were no significant sex 
differences in means, and few differences 
in variance for the individual scales. 
The most important sex difference was 
in the way the factors were related to 
each other, and even in this case the 
signs of the correlations were similar. 

Change scores do not appear to be an 
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essential part of the H and w factors, 
Only in the case of Hyperactivity In- 
crease for females did a change score 
prove an integral part of a factor, and 
even in this case it was not in the group 
of measures showing highest loadings. 


FACTOR SCORING 

The score sheet provided in TABLE 4 
may be used by persons interested in 
applying the rating system and factor 
scores to keep a running account of a 
child’s status relative to н and w each 
week. Several scales showing significant 
loadings in TABLES 2 and 3 are omitted 
because 1) not enough relevant incidents 
would accumulate in a routine preschool 
week on which judgments could be 
based (e.g., Perseveration, Separation 
Reaction, H and w change scores); 2) 
correlations with other measures in the 
same factor are of low order (e.g., Re- 
active Fearfulness; Restrained by Teach- 
ers During Rest); or 3) the measures 
required maternal report (Biting Hu- 
mans; Hiding and Carrying Nonplay 
Objects). 

Definitions and percent distributions 
for scale points on each constituent 
rating have been given in TABLE 1, Al- 
though the correlation analysis of all 
measures revealed the two factors to 
be more clearly bipolar in males, the 
score sheet yields separate factor scores 
for hyperactivity (six scales, including 
Frenetic Play) and withdrawal (three 
scales) based on norms for the com- 
bined male and female test samples. 
Scoring the two factors separately makes 
it possible to apply the system to both 
males and females in the usual mixed- 
sex preschool group, and to detect any 
individual variations in the relation of 
Hand w. 
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Table 4 
FACTOR SCORE SHEET FOR COMPUTING PRESCHOOL HYPERACTIVITY AND WITHDRAW, 
FACTOR SCORES 
WEIGHTS а FOR EACH OF ELEVEN SCALE POSITIONS 
SCALES " 10 9 8 7 6 5 4 3 2 
HYPERACTIVITY 
Frenetic play 128 120 112 103 94 86 7 69 60 
Induction of intervention 153 142 130 120 108 98 85 76 64 54 
Nomadic play 3: 94 84 75 66 % 4 38 28 19 
Spilling and throwing 108 100 91 82 4 65 56 48 38 30 
Inability to delay 114 16 98 % 82 74 66 59 52 43 
Emotional aggression 14 8 154 148 134 118 104 88 74 58 
X—300; 060; cutting point2-480 
WITHDRAWAL 

Vacant staring 122 113 104 % 86 78 68 60 50 42 
Closeness to adult base 120 112 104 95 86 78 70 56 53 4 
Chronic fearfulness Oe 10 9s, 85. 789.70 à $^ т ы 


X=150; o=30; cutting point?-240 


® Рог each scale under Hyperactivity and Withdrawal users should circle the weight (10 to 194 
which appears under the rating given the child (11 to 1), then sum the circled entries to obtain 
factor score. Providing the ratings have approximated the percent distributions given for individua 


scales, the means, standard deviations, and cutting points will be as indicated. 


Differential weights for males and fe- 
males are not used in TABLE 4. This re- 
sults in little loss of accuracy, since the 
range of factor loadings which would be 
used for weights is not large. The scoring 
System is simplified further by pro- 
viding z-score equivalents (Mean—50, 
SD—10) for the 11 points on each 
rating scale. The factor score for a child 
is simply the sum of the z-equivalents 
for the N scales under each composite. 
Although this procedure equated the 
contribution of all measures to the fac- 
tor score, overall differences in variances 
existed only for the H factor (F, 3.05, 
р<.05 for males; 3.97, p<.01 for fe- 
males). Induction of Intervention and 
Emotional Aggression had lower vari- 
ances than the other scales. 

The cutting points given in TABLE 4 
Should not be taken too literally, but 
rather considered as delineating a zone 
beyond which scores are likely to indi- 


cate the presence of definite adjustmen 
problems during the period concerned. 
Whether the score limits are similarly 
meaningful in other preschool 
with more children in a class, lowe 
staff-pupil ratios, and different kinds 0 
teachers remains to be seen. The ex 
treme scores may also indicate some un 
derlying problems of neurophysiology O! 
home experience, according to stud 
of individual cases in the present study 
It was found that most, though not à 
of the children considered by the st 
to have definite adjustment problem: 
were delineated by these cutting points. 
The cutting points were also used, іп 1 
positive sense, to determine p 
within which children were in an optimal 
condition for application of a time-con: 
suming system of observation, involving 
detailed and mechanical recording of 
behavior, described elsewhere.® In this 
way the counts and times recorded fo! 


ettin 


od 
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a child were kept from being unduly af- 
fected by a disturbed and fearful state. 


DISCUSSION 

There was sufficient range to make 
possible strong H and w factors in the 
present samples, even though selection 
for one of these samples should have re- 
duced the frequency of deviant children. 
Thus, it appears that there should have 
been sufficient range for H and w to 
appear in other correlation studies using 
non-clinical samples of preschool chil- 
dren. Apparently, the reason these fac- 
tors have not appeared in such studies is 
that the observation or rating systems 
did not include measures specifically de- 
signed for the very deviant behaviors. 
This is clearly evident in studies by 
Heathers? Williams? and Maurer." 
Koch 5 included some measures such 
as “Vacant Stare,” “Attacks,” and “Flit- 
ting About,” but these were over- 
shadowed in number by measures of 
health and nervous habits, 

The measures of compulsion, object 
attachment, and biting proved to have 
little summarizing power. This does not 
mean they lack theoretical signficance, 
but their relative isolation makes it diffi- 
cult to draw them together conceptu- 
ally. If there is an oral or anal character 
at this age, it cannot be inferred from the 
way the measures used in the present 
study relate to one another. Koch 5 also 
failed to uncover an oral or anal factor 
in her analysis of a non-clinic popula- 
tion. Possibly, these concepts are pri- 
marily applicable to clinical populations. 
At the same time, the negative results 
from both studies set some limits on the 
applicability of the concepts of orality 
and anality to children of this age in 
non-clinical samples. 

The compulsion and object attach- 
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ment cluster in males showed low order 
interrelations between measures, but has 
relevance to Winnicotts?* thinking 
about the importance of transitional ob- 
jects in development. Presumably, com- 
pulsion indicates a mechanism to handle 
anxiety when secure object attachments 
are lacking. 


SUMMARY 

Six rating scales for hyperactivity 
and three for withdrawal were developed 
from a series of studies on 202 early 
preschool-age children, The scales were 
tested for factor composition, and it was 
found that they formed one bipolar hy- 
peractivity-withdrawal factor for males 
and separate hyperactivity and with- 
drawal factors for females. A. factor 
scoring system is presented that can be 
applied by teachers on a periodic basis 
to keep a running account of hyperactive 
and withdrawn behavior. Research ap- 
plications could include 1) explicit ac- 
counting for cases otherwise reported 
as "untestable" in experimental studies; 
2) separate identification of the few ex- 
treme cases that, even in non-clinical 
samples, are sufficient to create statisti- 
cal findings not applicable to the more 
modal portion of the sample; and 3) 
assessing the results of treatment pro- 
grams for hyperactive and withdrawn 
children. 
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INTELLECTUAL ABILITY AND PERFORMANCE 
OF HYPERACTIVE CHILDREN 


Helen Palkes, M.A. and Mark Stewart, M.D. 


Washington University School of Medicine and St. Louis Children's Hospital, St. Louis 


Intelligence, school achievement, and perceptual-motor performance were 
studied in 32 children with the hyperactive child syndrome, behaviorally de- 
fined, and 34 matched controls. Patients had significantly lower WISC IQs, 
but scores on school achievement and perceptual-motor tests did not differ 
from those of controls when adjusted for WISC Full-Scale IQ. Results indicate 
that hyperactive children have an intellectual as well as behavioral handicap, 
but that they do learn schoolwork at the rate normal for their level of in- 


telligence. 


here is not a clear answer to the 
question whether hyperactive chil- 
dren have cognitive problems in ad- 
dition to the personality traits that make 
up the core of their difficulties: over- 
activity, distractibility, excitability, and 
impulsiveness, This issue remains open 
in spite of much work that has been 
done in the last twenty years to estab- 
lish that such children have perceptual, 
conceptual, and other learning handi- 
caps.* 
The main reasons why this question 
has not been resolved are confusion 


over the definition of the “hyperactive 
child syndrome," and the special nature 
of the populations that have been 
studied. Many investigators have as- 
sumed that the syndromes of hyperac- 
tivity and “minimal brain damage” are 
synonymous, in spite of research show- 
ing that hyperactivity is associated with 
obvious brain damage only in a small 
minority of cases,^ 9 and that chil- 
dren diagnosed as having brain damage 
do not form a homogeneous group.* 19 
Studies that have reported an associa- 
tion between cognitive handicaps and 
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the hyperactive child syndrome have 
concerned select populations—such as 
motor-handicapped children? brain- 
damaged children,’ and children seen in 
a neurologist’s private practice '—and 
have not usually included a control 
group of normal children drawn from 
similar socioeconomic and educational 
backgrounds. 

In this paper, we report the results 
of a pilot study on the intellectual func- 
tions of a group of children who had 
the “hyperactive child syndrome," de- 
fined on a purely behavioral basis. We 
have studied the level of intelligence, 
school achievement, and perceptual- 
motor performance in these children, 
and compared their performance with 
that of a group of matched normal chil- 
dren. 


METHODS 

The subjects were 32 consecutive 
new patients attending the St. Louis 
Children's Hospital Psychiatry Clinic 
who fitted the following criteria: The 
examining physician diagnosed them as 
having the hyperactive child syndrome, 
using the general description of Stewart 
et al.;® the subjects’ parents reported 
that they persistently suffered from 
overactivity, distractibility, impulsive- 
ness, and excitability, and similarly the 
teachers reported overactivity and dis- 
tractibility; they were attending regular 
public schools; and they were free from 
any continuing neurologic disorder, 
such as epilepsy, or special sensory 
handicap. 

Thirty-four control subjects were ob- 
tained from one of the St. Louis subur- 
ban public school districts. They were 
matched by the school secretary as 
closely as possible with the hyperactive 
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child group on the variables of sex, age, 
grade, race, and socioeconomic class. 
Children who were known to have be- 
havior problems in school, from records 
or current teacher reports, were not in- 
cluded in the control group, neither 
were children who had skipped or re- 
peated grades or been in special classes. 
All of the control children and three- 
quarters of the children in the hyperac- 
tive child group attended the same 
public school; since several of the re- 
maining eight hyperactive children also 
attended suburban schools, the two 
groups were quite well matched on edu- 
cational opportunity. 

Each subject was given the following 
battery of psychological tests: Wechsler 
Intelligence Scale for Children (WISC); 
Bender Gestalt Test for Young Chil- 
dren; Jastak Wide Range Achievement 
Test; Gray Oral Reading Test; Good- 
enough-Harris Drawing Test; Hidden 
Figures Test; and Peabody Picture Vo- 
cabulary Test. . 

The testing of the patients was done 
in the Psychology Laboratory of St. 
Louis Children's Hospital, and generally 
took four hours for each subject. The 
testing of control subjects was done in 
rooms of the school that the children 
attended. The senior author, or one of 
two psychometricians under her super- 
vision, gave the tests and followed the 
standard procedures described in the re- 
spective test manuals. At times when 
children were inattentive questions were 
repeated, so that they were not penal- 
ized for failing to respond. 

While the examiners were not “blind” 
to who was being tested, they had по 
advance hypothesis about differences 
between the groups. 
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Table | 
WISC SCORES 
MEAN SCORE STANDARD DEVIATION 
ICE ence 
Control Patient Control Patient Р 

WISC Verbal IQ 109.0 101.0 11.95 1449 «001 
WISC Performance IQ ШЕ 9948 8.40 13.82 <.001 
WISC Full-Scale IQ ШЕ] 100.3 9.91 1373 <.001 

RESULTS 


INTELLIGENCE TESTS 


For each of the WISC IQ scores 
(TABLE 1), the mean of the control 
group was significantly higher than that 
for the hyperactive group (p<.001). 
The t test modified for unequal vari- 
ances was used for these comparisions, 
since the hyperactive group, showed 
more variation than the control group 
on the WISC Performance IQ (p<.01) 
and on the WISC Full-Scale IQ 
(р<.05). 

The data for performance of the two 
groups on the WISC sub-tests are pre- 
sented in TABLE 2, The control group 
had higher scores on all of the sub- 
tests, but since the scores represent non- 
independent values the probability 
levels had to be adjusted by the use of 
Bonferoni's 1, Using this statistic for 
comparison, the control group's perfor- 
mance was significantly better than the 
hyperactive group's on the Similari- 
ties (p<.01), Picture Completion 
(p<.01), and Mazes (p<.05) sub- 
tests. The pattern of performance on 
the WISC sub-tests is shown graphically 
in FIGURE 1. 

The control group's performance on 
the Draw-a-Person Test was superior 
to that of the hyperactive group's when 


the group means were adjusted for full- 
scale scores on the WISC (con- 
trol mean=100.9, patient mean 90.7, 
p<.01). The adjusted means for the 
scores on the Peabody-Picture Vocabu- 
lary Test were not significantly different 
(control mean=80.0; patient=78.6). 


ACHIEVEMENT TESTS 

To compare the scores of 
groups on the Wide Range Achieve- 
ment and Gray Oral Reading Tests the 
group means were adjusted for WISC 
Full-Scale 1О and grade level, The ad- 
justed means were higher for the con- 
trol group (TABLE 3), but 
ences were not significant, 


g 


Gestalt Test, Developmental Score, and 
Hidden Figures Test were adjusted for 
WISC Full-Scale IQ, neither test dis- 


The major findings in this prelimi- 
nary study of cognitive functions in a 
group of behaviorally defined hyperac- 
tive children are as follows: 


* Developmental Score Scoring}—(D.S.=3.5 vs 3.1, F.=0.27, NS); Hidden Figures 


[Koppitz 
Test—(30.7 vs 26.1, F.=1.49, NS) 
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Figure | 
WISC SUB-TEST SCORES 
»—— CONTROL GROUP (MEAN SCORE) 
o----o HYPERACTIVE GROUP (MEAN SCORE) 
140 
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Abbreviations (from left): Information, Compre- 
hension, Arithmetic, Similarities, Vocabulary, Digit 
Span, Picture Completion, Picture Arrangement, 
Block Design, and Object Assembly. 


The hyperactive children performed 
significantly less well on tests of intelli- 
gence than did their controls and did 
less well on tests of school achievement 
and perceptual-motor performance. 
However, the latter two differences dis- 
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appeared when the variable of intelli- 
gence was controlled. Our study sug- 
gests, then, that hyperactive children are 
at a disadvantage in school and at home 
not simply because of their behavior, 
but also because of ап intellectual 
handicap. Generalizations about these 
findings are not warranted until the re- 
sults are confirmed in a larger study, 
and, more importantly, should be with- 
held until hyperactive children in school 
populations at large have been studied. 
Our subjects were drawn from a patient 
population, and it is possible that in- 
tellectual handicap was one of the fac- 
tors that determined their being re- 
ferred to the clinic. 

Because of the heterogeneity of popu- 
lation samples studied, and the mea- 
sures employed by different investiga- 
tors, it is difficult to compare our 
results directly with those in the litera- 
ture. In general, however, our findings 
are in agreement with those of others 
who have reported lower IOs in chil- 
dren with behavior problems.  Wikler, 
Dixon, and Parker 11 report significantly 
lower scores for their hyperactive group 
than they do for their controls on the 


Table 2 
WISC SUB.TEST SCORES 
STANDARD 
MEAN SCORE DEVIATION 
Significance p 

Control Patient Control ^ Patient Non-Adj. Adi. 
Information 11.79 10.96 3.49 3.25 N.S. N.S. 
Comprehension 10.23 9.46 3.34 3.52 N.S. N.S. 
Arithmetic 11.58 10.56 2.98 3.33 NS. N.S. 
Similarities 1341 10.71 2.95 320 p<.001 «o 
Vocabulary 11.67 10.93 2.49 3.00 N.S. N.S. 
Digit Span 9.82 8.53 2.56 2.65 p<.05 N.S. 
Picture Comp. 12.14 9.34 3.11 3.16 p<.005 <01 
Picture Arrang. 11.61 10.09 2.37 2.97 p<.05 N.S. 
Block Design 12.35 10.46 271 3.12 p<.05 N.S. 
Obj. Assembly 12.44 10.96 2.61 2.95 p<.05 N.S. 
Coding 10.91 10.21 2.73 2.74 NS. N.S. 
Mazes 10.08 8.56 1.83 2.21 p<.005 <.05 
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Table 3 
SCHOOL ACHIEVEMENT SCORES ADJUSTED FOR WISC 19 


————= 
ADJUSTED MEANS 


Significance. 


DEPENDENT VARIABLE INDEPENDENT VARIABLE Control Patient P 

JASTAK Reading EQ WISC Full-Scale IQ 109.4 102.5 N.S. 
JASTAK Reading EQ WISC Full-Scale IQ, Grade 109.4 102.5 N.S. 
JASTAK Spelling EQ WISC Full-Scale IQ 98.7 96.4 N.S. 
JASTAK Spelling EQ WISC Full-Scale IQ, Grade 98.7 96.1 N.S. 
JASTAK Arith. EQ 96.3 95.6 N.S. 
JASTAK Arith. EQ WISC Full-Scale IQ, Grade 96.7 95.1 N.S, 
GRAY Reading Gr. PL WISC Full-Scale IQ 4,19 322 N.S. 
GRAY Reading Gr, PL WISC Full-Scale IQ, Grade 3.99 3.43 N.S. 


WISC Full-Scale and Performance IQs, 
In his study of minimal brain damage 
in children, Myklebust 9 does not iden- 
tify his patients as hyperactive but the 
term “brain damaged” has been applied 
to such children; he reported average 
mental abilities for his experimental 
group compared to a high average level 
for his normal controls. 

Our findings suggest that hyperac- 
tive children do in fact learn in school 
at the rate normal for their measured 
intellectual performance. Presumably 
the widespread idea that they are 
“underachievers” is related to the real 
gap between their potential and that of 
their peers, and to their difficulties in 
concentrating and finishing school as- 
signments. The findings also throw 
doubt on the idea that many hyperac- 
tive children with specific learning dis- 
abilities have perceptual-motor handi- 
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VIDEO TAPE DOCUMENTATION OF BEHAVIORAL 
CHANGE IN CHILDREN 


David W. Cline, M.D. 


University of Minnesota Medical School, Minneapolis, Minnesota 


тей К Ku) шы ыы cc 
Video tape was used to document behavior before therapy and at four-month 
intervals during one year of psychotherapy in one pair of identical seven-year- 
old twin boys with childhood schizophrenia. A normal male peer was used 


for comparison. Two judges rated the tapes independently using a special 
behavioral coding system. Results show that behavioral change can be reliably 
documented both qualitively and quantitively using this technique. 
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Vi tape and sound film have 
brought to psychiatry what 300 
years ago the microscope brought to 
biology: an instrument to examine at 
close range the structural components 
of an object of scientific interest. Medi- 
cal schools, private practitioners, hospi- 
“tals, and researchers have used these 
cinematographic techniques to see and 
hear human behavior in unprecedented 
detail. Teachers and therapists have em- 
ployed these techniques in the psycho- 
therapeutic setting as a catalyst for ther- 
apy,* 4 as a supervisory aid, © and for 
teaching purposes.® 12 16 


Charles Darwin * first used film as а 
research tool to study the expression of 
emotions in children, the deranged, and 
even “smiling chimpanzees.” René 
Spitz was one of the first psychiatrists 
to use motion pictures as a research tool 
when he filmed the developing child in 
his studies on deprivation. More re- 
cently, McQuown 19 and Scheflen 12 and 
Stern 15 have filmed and studied verbal 
and nonverbal communication in ther- 
apy and between family members. 

The use of video tape and sound film 
to document behavorial change over the 
course of time is relatively undeveloped, 
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although they have been used to docu- 
ment physical development,* compari- 
sons between human and chimpanzee 
infants? group personality traits in 
cross-cultural studies,! communicational 
patterns, 1815 and psychopharmaco- 
therapy changes.? This presentation de- 
Scribes video tape documentation of be- 
havorial change over the course of one 
year of psychotherapy. 


METHOD 

One pair of identical seven-year-old 
twin boys with childhood schizophrenia 
was treated over the course of one year. 
One twin (hereafter referred to as Twin 
1) received residential treatment at the 
Wisconsin Children's Treatment Cen- 
ter, which consisted of individual play 
therapy three times per week, family 
therapy with his father and mother, spe- 
cial education, and an enriched residen- 
tial milieu program including occupa- 
tional and recreational therapy. The 
other (Twin 2) was cared for in his 
home and in community programs 
available for emotionally disturbed chil- 
dren, which included special education 
classes and a group play therapy pro- 
gram twice each week. To promote in- 
dividuation and to limit their symbiotic 
attachment to each other, the twins were 
kept apart during the year, except for 
the video tape interviews. 

At the beginning of therapy and at 
four-month intervals thereafter, a stan- 
dardized sixty-minute interview of the 
family was video-taped at a TV studio 
using three cameras and split-screen 
techniques. (Total, four one-hour 
tapes). For the first thirty minutes, a 
child psychiatrist consultant interviewed 
the whole family (mother, father, 
twins). The last thirty minutes were di- 
vided into four equal portions: 1) the 
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twins were recorded alone together; 2) 
one twin and a normal, seven-year-old 
male peer were recorded; 3) the other 
twin and the same normal peer were re- 
corded; and 4) the twin boys together 
were recorded while in play therapy 
with the child psychiatrist consultant. 
A clock reporting time to the minute 
and second was dubbed into the lower 
corner of the tape so that, when the 
tapes were replayed, each item of be- 
havior could be documented by the time 
it occurred. For example, at 15'34" of 
the first hour, one twin threw a crayon 
at his brother. 

Two independent judges, a chief psy- 
chiatric social worker and a fellow in 
child psychiatry training, rated the tapes 
according to the behavioral coding sys- 
tem described in TABLE 1. 

To gain experience in the coding 
system, they first together viewed a 
separate video tape (і.е., not one of 
those part of this study) of the family 
and discussed the nature of any given be- 
havior of the twins, classifying it accord- 
ingly. When reasonable interjudge re- 
liability had been obtained, they 
independently scored the documentary 
video tapes. These four tapes (total 
time, 240 minutes) were divided into 
twenty-four ten-minute sections and 
presented to the judges in random 
order. Each judge independently rated 
each ten-minute section by scoring the 
behaviors occurring at the 1st, 15th 
30th, and 45th seconds of each minute. 
Thus, four seconds out of each sixty 
seconds of behavior were scored for 
each twin, totaling 1920 scored ob- 
servations for both twins during the 
four hours (960 observations of each). 
Overall agreement between the two 
judges was 67.8% when comparing 
one-sixth of the total sample. The Spear- 
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Table | 
MANUAL FOR VIDEO TAPE BEHAVIOR CODING a 


1. Assertive: Scored when the subject (S) takes 
some positive action to enhance his own position or 
status, or attains a desired goal for himself, but not 
primarily by depriving another of the goal (see 
category 2). For example, he makes his feelings 
known, stands up for his rights, seeks a role for 
himself in some group situation, or makes essen- 
tially friendly challenges to others ("I bet | can 
beat you in basketball!"). 


2. Intrusive: Scored when S seeks to attain a 
goal by directly depriving another. He belittles 
another's performance, blames, finds fault with 
another, intrudes upon a situation in an essentially 
annoying or destructive manner, calls attention to 
himself by bragging or boasting, is excessively 
loud or boisterous, or interrupts other persons. 


3. Dependent: Scored when S is clearly making 
himself dependent upon another by asking for 
such things as information, opinions, help, permis- 
sion, or instructions. 


4. Affectionate: Scored when S hugs, kisses, 
puts his arms around another in an affectionate 
manner, or makes statements expressing affection 
("I like you"). (Distinguish from praise that is 
conditional on a particular behavior of the other 
person, e.g. "I like what you did.") 


5. Dominating: Scored when $ bosses, orders, 
demands, or interrogates (demands answer to, а 
question). 


b. Informative: Scored when S gives informa- 
fion or opinion, teaches, advises, or sets a limit 
in an essentially informative manner. ("lt is 
against the rules to..." or “if you do that you 
will be sent out of the room.") 


8. Rebellious: Scored when S responds negatively 
fo the requests, suggestions, demands, or orders 
of another; refuses, deliberately ignores (making 
intention to ignore obvious), disagrees, sulks, 
pouts, or dawdles. 


9. Compliant: $ complies with the request, sug- 
gestion, demand, or order of another. 


10. Directly physically aggressive: S hiis, 
kicks, bites, pinches, grabs or throws object at 
another person. 


11. Indirectly aggressive: S attacks verbally, 
teases cruelly, is angry and cross, uses abusive 


language as an attack on another, shouts at an- 
other, smashes objects, throws things at wall, 
slams doors, gives dirty looks, etc. 

12. Withdrawn: S takes the tive in moving 
away from a social situation. He is uncommunica- 
five, isolated, self-preoccupied and ignores others. 
13. Helpful: S offers help, support, sympathy, 
comfort, objects, or is in other ways considerate 
of another person. 


14. Cooperatively affiliative: a) Sfructured 
role—S plays his role in structural activity with 
others (e.g., the therapist says "Let's play check- 
ers" and they play); b) Nonsfructured role—S 
shares conversationally, generally being polite and 
friendly, or plays with another in a nonstructural 
setting. 


15. Giving recognition: 5 attends, listens or 
watches another person. Parallel play could be 
scored here or under categories 9 and 13, de- 
pending on judgment of situation. 


16. Praising or approving: S makes а direct 
statment of approval of another's behavior (con- 
ditional approval). (Unconditional approval is 
scored under category 4, Affectionate.) 


17. Disapproving: S gives direct conditional dis- 
approval clearly related to а particular act of 
the other. (Unconditional disapproval is scored 
under category 10, Directly Physically Aggressive, 
or under category |, Assertive.) 


18. Attending to task: S is primarily attending 
to some objective task such as writing, reading, 
sewing, sandbox play, etc. but staying within the 
social situation. (Not scored if directly subsumed 
in some other category. For example, if children 
are performing a puppet play and S is manipu- 
lating his puppet in the play, score only under 
category 14a, Cooperatively Affiliative.) 


19. Attending to observer: Scored when sig- 
nificant portion of 5% attention is directly focused 
оп observer. 


20. No score: a) Above categories do not ade- 
quately describe behavior (Specify); b) No ob- 
servation possible; c) Not a social situation (0.9 
child in room during rest period). (Specify). 

21. Bizarre: Scored when behavior is psychotic. 
inapppropriate, or nonsensical. 
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а Manual under development by Don Stover, Ph.D., Children Treatment Center, Madison, Wisc. 
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man rank-order correlation coefficient, 
comparing the frequency with which 
each judge used the scoring categories, 
was 0.936. A chi square test for in- 
dependency of eleven categories and for 
those categories collectively is presented 
in TABLE 2. (These eleven categories 
were those most frequently scored; the 
remaining twelve categories were used 
not at all or at frequencies so low that 
interjudge reliability could not mean- 
ingfully be obtained.) Since the null 
hypothesis that there was a significant 
difference between ratings by two judges 
was rejected, we assume that the judges 
used similar orientation (ie., the de- 
scriptive definitions in the behavior 
code) to make their judgments and are 
thus reliable. To check the sampling 
technique and further check interjudge 
reliability, a different sample was rated 
(the 5th, 20th, 35th, and 50th seconds) 
and the Spearman rank-order correla- 
tion coefficient was found to correlate 
0.860 with the original sample. As a 
further check on intrajudge reliability, 
the same behavior was rated again three 
months later, and agreement was 73%. 


Table 2 
INTERJUDGE RELIABILITY 
CHI-SQUARE FOR 
CODE CATEGORY INDEPENDENCE ^ 
2 4 
8 45 
9 22 
12 6.75 
14 5 
Mb 782 
15 862 
18 862 
19 332 
20Ь 076 
2! 032 
11366 


^ With 10 degrees of freedom. 
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RESULTS 


The ten categories of behavior most 
commonly noted and the percentage of 
time that particular behaviors were 
manifested during each of the four 
hours for the schizophrenic twins and 
the normal peer are given in TABLE 3. 
Intrusiveness (code no. 2), rebellious- 
ness (no. 8) and compliant behavior 
(no. 9) changed little over the four 
sampling periods. However, withdrawal 
(no. 12), cooperative affiliation (no. 
14), giving recognition (no. 15), at- 
tending to tasks (no. 18), and bizarre 
behavior (no. 21) changed significantly, 
Some examples follow: 

Withdrawn behavior (no, 12): Twin 1 
showed a significant reduction in with- 
drawal from Hour 1 to Hour 3 and 
Hour 2 to Hour 3, (chi square signifi- 
cant in both cases at less than the .01 
level of significance), but an increase 
between Hour 3 and Hour 4 (chi square 
significant at less than .02). Twin 2 
likewise showed significant reduction 
from Hour 1 to Hour 2 (chi square 
less than .01) and Hours 3 and 4 (chi 
square for both of the latter observation 
hours significant at less than .05). The 
normal peer showed a significant re- 
duction after the second hour. 

Cooperative affiliation, structured 
(14a): Twin 1 showed a highly signifi- 
cant increase from Hours 1 to 3 and 
Hours 1 to 4 (chi square significant at 
less than .001). 

Cooperative affiliation, nonstructured 
(14b): Twin 1 showed an increase be- 
tween Hours 1 and 2 (chi square less 
than .01) and Hours 1 and 3 (chi 
square less than .001), and a decrease 
between Hours 3 and 4 (chi square less 
than .01). The other twin showed а 
similar pattern, 

Bizarre behavior (21) Twin 1 
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Table 3 


TYPES AND AMOUNT OF BEHAVIOR OBSERVED DURING THE FOUR EVALUATION HOURS 
TWIN I TWIN 2 NORMAL PEER 
ahud —————— ЫЫ A 
PER CENT PER CENT PER CENT 
OF BEHAVIOR OF BEHAVIOR OF BEHAVIOR 
PER HOUR NO. PER HOUR NO. PER HOUR NO. 
CODING — > 
CATEGORY 1 2 3 4 1 2 3 4 1 2 3 4 
2 Intrusive 22 65 27 28 85 63 38 34 
8 Rebellious 22 18 14 24 44 30 60 37 
9 Compliant 40 12 35 23 18 22 37 18 
12 Withdrawn 285 26.7 139 27.5 379 180 239 241 60.7 768 48.6 2362 
14а Cooperatively 
affiliative 
(structu 
role) 00 47 145 11.8 9 4 15 #18 
14b Cooperatively 
трам 
role) 12.1 293 354 142 44 341 336 79 
15 Giving 
recognition 180 65 7.1 80 55 125 11.2 1.5 101 9.5 о 244 
18 Attending 
to task 238 94 119 218 132 30 112 145 280 21 50. 244 
19 Attending 
to observer 13 9 з 011 15 Ej] 9 д ui 0 425 
21 Bizarre 33 123 37 14 184 125 35 195 0 315 0 9 
showed a significant increase between DISCUSSION 


Hours 1 and 2 (chi square significant 
at less than .02), but a steady decrease 
in Hours 2, 3, and 4 (chi square signi- 
ficant at less than ,02). Іп Twin 2, bi- 
zarre behavior decreased from Hour 
1 to Hours 2 and 3, but was at its high- 
est level in Hour 4. 

Intra-hour comparisons were also 
made. For example, during the first 
hour, the behavior of Twin 2 was char- 
acterized by withdrawal (37.9%), bi- 
zarre behavior (18.4%) and attending 
to tasks (13.2%). During the third 
hour (about eight months later), he 
affiliated cooperatively in а nonstruc- 
tured way (33.6%), manifested with- 
drawal (23,9%), gave recognition and 
attended to tasks (total 22.4%), and 
was bizarre (3.6% ). 


The use of video tape by the be- 
haviorist, like the use of x-ray by the 
roentgenologist, facilitates observation 
of a dysfunctional process over time. 
In this study we were able to define 
certain parameters of behavior both 
qualitatively and quantitatively and 
follow them over the course of therapy- 
Ficure 1 presents in graphic form the 
changes that occurred in cooperative 
affiliation, attending to task, and bi” , 
zarre behavior over the course of à 
year. 

Video tape has the advantage of 
being a permanent record, so that it 
can be studied, restudied, and com- 
pared with video-taped behavior of the 
same individual at a later time or with 
the behavior of other individuals at 
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similar times. This permanent record 
of raw data of verbal and nonverbal 
behavior takes the investigator to the 
facts of the matter and thereby elimi- 
nates much of the censorship and value 
judgments implicit in other methods of 
recording behavior. From this hard 
data, one can hypothesize casual rela- 
tionships that can be tested by altering 
variables, and the results can again be 
documented by this technique. Although 
the procedure is presented as a research 
tool, video taping of behavior has po- 
tential clinical application for following 
the course of psychiatric illness. The 
practicality of such use must then be 
considered. Video tape equipment costs 
about fifteen-hundred dollars, and one- 
hour tapes cost from thirty to fifty 
dollars. Our judges each spent a total 
of twenty hours learning to use the 
scoring system and then twenty more 
hours each in independently judging the 
four one-hour tapes. After they had 
been well trained, they were able to 
rate a one-hour tape in two hours. 
Video taping does involve some prob- 
lems. For example, the cameraman 
often has to decide whether to get a 
whole group interaction (with a cor- 
responding decrease in photographing 
fine behavior such as facial expres- 
sions) or close-up views that may elim- 
inate behavioral cues from other people 
in the setting. In this study, five per cent 
of behavior could not be categorized be- 
cause the subject was not on the screen. 
* This problem can be remedied by a close 
working relationship between camera- 
men and researchers. The split-screen 
technique, which gets both large group 
interaction and close-ups, is a possible 
solution, but it requires multiple 
cameras and other expensive equip- 
ment, and еуеп then, some behavior 
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Figure | 


CHANGE IN THREE TYPES OF BEHAVIOR 
DURING ONE YEAR OF THERAPY 


Hour I Hour 2 Hour 3 Hour 4 


Twin / 


Per Cent of Behavior Coded 
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may be missed by the camera, as was 
our experience. 

Interpretation is also a problem. The 
solution involves clarification of dis- 
crete items of behavior so that judges 
have a distinct definition. The be- 
havioral coding system in TABLE 1 is an 
attempt to organize such a system. 
Video tape facilitates the development 
of such a scoring method since par- 
ticular items of behavior can be played 
back as often as necessary for examina- 
tion and analysis. 

A final problem is the effect rendered 
by the video tape setting. Bright lights 
and cameras peering through make- 
believe windows in a make-believe 
living room of a TV studio may alter 
patients’ behavior. Our experience, like 
that of others,’ impressed us with how 
quickly the family members acclimated 
to being taped. This is no more a 
problem than audio taping. Ideally, 
video tape cameras should be in view 
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in a natural setting where routine diag- 
nostic or therapeutic interviews are 
held. It is important at all times to have 
skilled technical, assistants to get good 
quality films. 

Are video tape observations really 
valid? It is difficult to get an indepen- 
dent measure that can be directly com- 
pared with the quality and quantity of 
the video tapes. However, clinical as- 
sessment by the child psychiatrist in- 
terviewer and psychological testing 
(Wechsler Intelligence Scale for Chil- 
dren, Draw-a-Person, the Bender Ge- 
stalt, and the Children’s Apperception 
Test) completed at the time of the first 
video taping suggested respectable cor- 
relations with the judgments made from 
the video tape date. For example, Twin 
1 was described as “withdrawn... . 
[and unable] to react with others . . . 
[He could] perform the task of drawing, 
but instead of drawing a person drew 
a map meticulously of the ‘unicorn 
states.” ” They reported “he was not re- 
bellious but intensively involved in a 
fantasy world . . . with some bizarre be- 
havior.” We did not attempt to rate 
behavior directly during the video tape 
interviews. Such data, when compared 
with a rating from video tape, would 
provide a further validity test but would 
Tequire different judging techniques 
since it is difficult for one judge to rate 
two individuals at. precisely the same 
second. Nevertheless, further reliability 
and validity studies are indicated. 


SUMMARY 

Video tape was used to document be- 
havioral change during a year of psy- 
chotherapy in a schizophrenic pair of 
identical seven-year-old twin boys and 
one normal boy peer. Standardized one- 
hour evaluation interviews were video- 
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taped at the beginning of therapy and 
at four-month intervals, for a total of 
four sessions over the course of one 
year. The tapes were rated indepen- 
dently by two judges using a standard- 
ized behavioral coding system; overall 
agreement was 67.8%. Video tape pro- 
vides a permanent, objective record of 
behavioral change, 
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THE PSYCHOLOGICAL REACTION OF PATIENTS 
TO LEGALIZED ABORTION 


Joy D. Osofsky, Ph.D. and Howard J. Osofsky, M.D. 


Available research concerning psychological effects of abortion is reviewed, 
and background and psychological data from patients attending a legalized 
abortion program in New York State are presented. Patients demographically 
reflected the community at large, and, consistent with the literature, experi- 
enced few psychological difficulties. Scientific and ethical implications are dis- 


cussed. 


ecent legislative changes have made 
R legal abortion an option for large 
numbers of women in several states. It 
is likely that future legislation and court 
rulings will lead to still further in- 
creases in the availability of the proce- 
dure. Because of the importance of the 
legalization of abortion, and because of 
the impact that has already resulted, it 
has seemed important to review some 
of the existent data concerning patients’ 
psychological reactions to abortion and 
to present early results from a legalized 
abortion program in New York State. 
It is recognized that many of the ex- 


istent scientific studies will not be to- 
tally relevant to the present topic, since 
the options to unwanted pregnancy were 
formerly therapeutic or illegal abortion 
in the United States or legal abortion 
in other countries, Both therapeutic 
abortion, requiring a diagnosis of illness 
substantiated by consultation with sev- 
eral doctors, and illegal abortion, per- 
formed under stigmatized and furtive 
conditions, might be expected to result 
in different psychological responses and 
sequelae than would legal abortion. 
Similarly, procedures performed іп 
other countries, with different cultural 
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traditions and patterns, might be antici- 
pated to have a somewhat different out- 
come than would those performed in 
this country. However, at least a portion 
of the data seems relevant, and will be 
included in this paper. For the sake of 
pertinence and brevity, an exhaustive 
review will not be attempted; the inter- 
ested reader is referred to several good 
compilations that have appeared in re- 
cent years." 18, 26, 37, 38, 39, 40, 41 In the 
presentation of early results from a legal 
abortion program, special emphasis will 
be placed upon the patients’ psycho- 
logical reactions to the procedure, and 
parameters that appear related to these 
reactions. 


PSYCHOLOGICAL IMPACT AS 
DETERMINED BY PRIOR STUDIES 

In reviewing the interpretive findings 
and conclusions of prior studies, onê 
can emerge with a variety of opinions 
ranging from frequent and severe 
sequelae,” ® 1% 48 to occasional direct 
or indirect problems, 27, 55 to no notice- 
able difficulty." 18, 25,26 However, al- 
most regardless of the source, the ob- 
jective data reveal a surprisingly low 
incidence of psychological complica- 
tions. 


STUDIES FROM THE UNITED STATES 

Gebhard et al.1* studied 442 Ameri- 
can women who had induced abortions; 
most of the procedures were performed 
illegally. Their results demonstrated 


“only rare significant physical or emo- 
‘tional sequelae. The study is perhaps of 


special note because of the commonly 
held assumptions concerning the dangers 
of criminal abortions. 

Niswander and Patterson * followed 
116 patients who underwent therapeutic 


' abortion in one of the affiliated hospi- 
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tals of the State University of New York 
at Buffalo from 1963—65. The abortions 
were performed under a strict law that 
had been interpreted somewhat liberally. 
The authors found few women who re- 
gretted having obtained an abortion. 
Further, among the small number of in- 
dividuals who had regrets, the regrets 
were usually noted shortly after the pro- 
cedure and tended to disappear by the 
time of an eight-month followup. 

Kummer 5 surveyed the experience 
of 32 psychiatrists in Los Angeles. He 
found that, during an average of twelve 
years experience in practice, 75% of 
the doctors had never seen a patient 
with any moderate or severe psychiatric 
sequelae from either illegal or legal in- 
duced abortions. The other 25% had 
encountered significant sequelae only 
rarely. 

Peck and Магсиѕ 82 studied 50 
women who had therapeutic abortions 
in New York, half of which were done 
for psychiatric reasons. Patients were 
interviewed prior to the surgical proce- 
dure and three to six months following 
the abortion. There was only one case 
of acute negative reaction to the proce- 
dure, which was quickly relieved. Mild 
guilt occurred in 20% of cases, but was 
short lived and disappeared by the time 
of followup. Ninety-eight per cent of 
the subjects stated that if they were to 
make the decision again, they would 
still prefer the abortion to continuation 
of the pregnancy. 

Kretzschmar and Norris?* reported 
on the psychiatric sequelae of 32 thera- 
peutic abortions carried out over a six 
year period in Iowa. In a one- to five- 
year followup study of 24 patients, they 
found no negative psychological effects 
or problems. 

Early reports from the Colorado ex- 
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perience with liberalized legislation 
have not stressed psychological infor- 
mation.®: 19 The one exception has been 
Whittington,*? who, on the basis of 31 
returned followup questionnaires, re- 
ported a high incidence of improved 
symptomatology and only one patient 
with even possibly worse mental health. 

Marder 28 summarized the early те- 
sults of experience with the 1967 Cali- 
fornia Therapeutic Abortion Act. This 
modification of existent legislation rep- 
resented a liberalization, but not a total 
legalization. As of September 1969, ap- 
proximately 600 applications had been 
received and 550 had been approved. 
Few serious emotional problems of guilt 
or remorse were found. It is of some 
interest, and perhaps related to the con- 
tinuation of restrictions and technical 
difficulties in obtaining an abortion, that 
no reduction in self-induced or crim- 
inally induced abortions was noted. 

To date, little information is available 
from Alaska, Hawaii, and New York, 
all of which have recently enacted new 
abortion laws. 


SCANDINAVIAN STUDIES 

Abortion is relatively more freely and 
legally available in the Scandinavian 
countries than in most states in this 
country. However, some restrictions still 
exist and considerable difficulty and de- 
lay can be encountered in attempting 
to obtain a legal abortion; this may 
explain the persistence of a high fre- 
quency of illegal abortions. * 15. 41 
Legal abortions in Scandinavia can be 
obtained if there exists a serious threat 
to the mother’s life, or to her physical 
or mental health. Disease, bodily defect, 
and exhaustion are acceptable condi- 
tions. Abortions are also granted for 
eugenic reasons, where severe birth de- 
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fects are a possibility, and for human- 
itarian reasons such as rape, incest, or 
pregnancy in a young female. In Sweden 
and Denmark, most abortions have 
been performed under medically ori- 
ented indications; in Norway, the law 
has been more liberal, and social indi- 
cations have been employed more fre- 
quently, including rape, incest, or preg- 
nancy in girls under fifteen or sixteen.?* 

Ekblad studied 479 patients in 
Sweden, who had undergone abortions 
on psychiatric grounds three to four 
years previously. He found that 65% 
were satisfied and showed no self-re- 
proach; 10% had no self-reproach but 
felt that the operation was unpleasant; 
14% felt mild self-reproach; only 11% 
felt serious self-reproach or regretted 
the operation. 

Kolstad,? in Norway, followed up 
135 individuals three to sixteen years 
after therapeutic abortion. He reported 
that 82.896 of the women were happy, 
and had no reservation; 9.896 were sat- 
isfied, and had some reservation; 
3.7% were not happy, but felt that the 
abortion was necessary; only 3.796 felt 
repentant. 

Brekke ? studied a group of 34 post- 
abortion patients in Norway and found 
only two who showed even a “slight 
reaction." The reaction noted was feel- 
ing of stress, which lasted only a few 
days and then disappeared. It is perhaps 
worthy of emphasis that the Kolstad 
and Brekke studies both took place in 
Norway. Their findings of an extremely 
low incidence of psychological compli- 
cations occurred in the Scandinavian 
country with most liberal social indica- 
tions for abortion. 

In a somewhat different type of re- 
port, Höök? studied 294 women 
whose applications for legal abortion 
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were refused by the National Board of 
Health in Sweden in 1948, The followup 
examination was carried out 7% years 
to 11-years-and-11-months after refusal 
of the application. It is of interest that 
of 45 women who were excluded from 
followup, 24 were excluded because 
their subsequent symptoms allowed 
them to gain a therapeutic abortion. 
Höök found that 23% of the women 
who were refused abortion accepted the 
pregnancy after the refusal and were 
able to handle the situation satisfactorily; 
53% of the women finally adjusted 
themselves after having had a variety of 
insufficiency reactions during an eigh- 
teen-month observation period; the re- 
maining 24% found the situation of 
refusal so unfavorable that the symp- 
toms of insufficiency, which had arisen 
within eighteen months of the applica- 
tion, were still present at the time of 
followup. A higher percentage of in- 
capacitating insufficiency was noted 
among the supposedly healthy women 
who did not qualify for abortion than 
among the emotionally and physically 
disturbed individuals who did qualify. 
Forssman and Thuwe,” in a still 
different type of investigation, studied 
120 children born after application for 
therapeutic abortion was refused. Their 
aim was to determine the mental health, 
social adjustment and educational level 
of such children. All of the subjects 
were followed until the age of 21. The 
group was compared with an appropri- 
ate control group. The authors found 
that many more of the unwanted than 
the control children had not had the 
advantage of a secure family life during 
childhood. They more frequently were 
registered in psychiatric services and 
more commonly participated in anti- 
social and criminal behavior. They re- 


quired public assistance more often than 
did the control subjects. A greater num- 
ber were educationally subnormal and 
far fewer pursued theoretical studies 
over and above what was obligatory. In 
general, the social prognosis for the un- 
wanted children was poorer than for 
the control children. 


BRITISH STUDIES 

In 1968 a liberalized abortion act 
was passed, which allows for abortion 
with indications similar to those already 
cited for Scandinavia. While not legaliz- 
ing abortion, in practice, perhaps related 
to the existent national mood," it has 
allowed for marked liberalization. Be- 
cause of its recency, little psychological 
data is available. One exception is Gil- 
11,16 who followed up 31 patients 
aborted during 1968 and found no sig- 
nificant psychiatric disturbances. In 
larger national reviews, Diggory et al." 
have reported data suggesting a decrease 
in illegal abortions, increased plans for 
effective contraception® and few ap- 
parent psychological problems.® The 
psychological data is not based upon 
in-depth determinations, however, but 
upon impressions obtained after 1000 
consecutive abortions. 


SOVIET UNION AND 
EASTERN EUROPEAN STUDIES 

In the Soviet Union and Eastern 
Europe, legal abortion has been an op- 
tion for many years; however, the extent 
of this option has been differently inter- 
preted in the different countries. 21 In 
Hungary and the Soviet Union, abortion 
is available on request (although the 
abortion law in the Soviet Union has 
changed several times depending upon 
differential governmental attitudes and 
pressures for population growth). 


52 


Czechoslovakia, Poland, Yugoslavia, 
and, to some extent, Bulgaria are per- 
missive in authorizing abortion if the 
pregnant woman persists in her request. 
Rumania has moved toward more re- 
strictive legislation, but is still more lib- 
eral than many Western European 
countries. The German Democratic Re- 
public has added more liberal instruc- 
tions to a restrictive law. Only Albania 
limits abortion to strictly medical indi- 
cations, 

Reasons for the relatively wide avail- 
ability of abortion in these countries 
include demographic considerations, in- 
adequate contraception programs, de- 
sire to protect women from medically 
unsafe illegal abortions, and a_ belief 
that women have the right to determine 
family size and pregnancy desirability. 
Demographically, the effects have been 
striking," and there is mounting evi- 
dence to suggest a diminution in the 
number of illegal abortions.9? 

From а psychological standpoint, 
little data is available. МеШап,29 in а 
followup study of 248 East German 
women, reported that 90 percent felt 
that abortion had represented the best 
solution to their problem. Otherwise, 
information is sparse. One may wonder 
whether the paucity of data is indicative 
of the acceptance of the procedure 
within the countries and the resultant 
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assumption of few specific psychological 
effects worthy of study. 


JAPANESE STUDIES 

In 1948, Japan enacted legislation to 
make abortions legal for social and eco- 
nomic reasons. In 1949, the law was 
further liberalized and revised. Perhaps 
the major concern related to rapid pop- 
ulation growth with possible threat to 
national survival, but considerations 
were also given to inadequacy of con- 
traceptive utilization and medical com- 
plications of illegal abortion. Abortion 
acceptance has been widespread both 
because of a desire to limit family size 
and because of an absence of religious 
and moral traditions that forbid contra- 
ception and abortion.?^ 32 As a result, 
abortion has served as a method of birth 
and population control, but, contrary to 
popular misconceptions, contraceptive 
use has been growing and may eventu- 
ally lead to a diminution in abortion 
frequency. 34 

As was true for the Soviet Union and 
Eastern European countries, little Japa- 
nese data is available concerning possi- 
ble psychological sequelae to abortion. 
Since the procedure is so widely and 
readily accepted on all levels, few nega- 
tive sequelae would be anticipated, and 
this may again account for the lack of 
studies in the area. 


A LEGALIZED ABORTION PROGRAM IN NEW YORK STATE 


DESCRIPTION OF PROGRAM 

As a response to the legalization of 
abortion in July 1970, the State Uni- 
versity Hospital in Syracuse, New York, 
through the Department of Obstetrics 
and Gynecology, organized a program 
of education, contraception, and abor- 
tion services. Its purpose was to provide 


individuals with full options and oppor- 
tunities for controlling their reproduc- 
tive capacity. The program was designed 
primarily for a low-income population 
because of the paucity of meaningful 
Services traditionally available to such 
individuals, and services were provided 
at the lowest possible cost to all wha 
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requested them. Because it was a medi- 
cal center program with realistic staff 
and space limitations, priorities were es- 
tablished, offering care to patients from 
the immediate geographic area, the sev- 
enteen county area served by the medi- 
cal center, from the state as a whole, 
and from out of state, in descending 
order. The program has been continu- 
ously evaluated in order both to improve 
care and to understand the implications 
of the offered services. 


OPERATION OF THE CLINIC 

Patients are admitted through the out- 
patient clinic at the State University 
Hospital in Syracuse, New York, On 
their first visit, they are seen by a physi- 
cian, nurse, and social worker. The med- 
ical examination and appropriate lab- 
oratory tests are performed at this time. 
No patient request for abortion is re- 
fused if the patient is within the limits 
proscribed for the procedure. Patients 
who are more than twelve weeks preg- 
nant are cleared through a departmental 
committee. The primary reason for this 
procedure relates to a limited number 
of gynecological beds at the State Uni- 
versity Hospital. Mid-trimester abortions 
are performed as in-patient procedures 
and the committee essentially functions 
to set priorities when necessary. To date, 
no patient has been refused by the com- 
mittee, At the initial visit, the patient is 
scheduled for the procedure, almost al- 
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ways within the same week. Contracep- 
tion is discussed both at the initial and 
at subsequent visits. 

Abortions are performed as an out- 
patient or in-and-out-patient procedure 
if the patient is no more than twelve 
weeks pregnant. Out-patient procedures 
are done in the ambulatory services op- 
erating room under local anesthesia and 
are reserved for uncomplicated cases; 
approximately 75% of the first trimester 
abortions are performed in this manner. 
In-and-out-patient procedures are done 
in the main operating room suite under 
general and local anesthesia, and are re- 
served for patients with medical prob- 
lems, marked anxiety, or extreme youth. 
Suction curettage is utilized for first 
trimester and saline induction for mid- 
trimester abortions. 

Shortly after the abortion, the patient 
is interviewed in order both to provide 
her with support and to determine her 
reactions to the procedure. Additional 
information is gathered concerning her 
perceptions of options other than le- 
galized abortion, and her attitudes and 
future plans related to contraception, 
marriage, children, and life style. 

Patients are seen in the clinic within 
one month after the abortion for a 
followup examination and optional con- 
traceptive prescription. At this time pa- 
tients are interviewed to evaluate 
changes in their attitudes from the time 
of the procedure. A longer term fol- 
lowup is currently being planned. 


EARLY PROGRAM FINDINGS 


BACKGROUND INFORMATION 

As of January 1, 1971, 380 abor- 
tions had been performed on patients 
ranging in age from 12 to 44 years, 
84.5% of whom have been from the 
Central New York area; 9.2% from 


the remainder of the state; and 6.3% 
out-of-state residents. The mean patient 
age has been 23.5 years, with highest 
concentrations in the 21-25 and 16-20- 
year-old groups. Slightly over 50% of 
the group have been single; the re- 
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mainder have been almost evenly split 
between presently married and living 
with spouse, and separated or divorced. 
Of the patients, 71.8% conceived with 
a boyfriend; 27.3% with their husbands; 
and only .9% with a stranger. Religious 
affiliations have been 43.9% Catholic; 
46% Protestant; 5.4% other religions; 
and 4.7% claimed no religion. The high 
Catholic percentage appears to reflect 
the religious composition of the com- 
munity at large. Some 15% of the pa- 
tients have been non-white, a percentage 
slightly higher than would be expected 
from figures for the community, but not 
unusually high when compared to other 
clinic figures. Educational and occupa- 
tional data are generally consistent with 
other clinic data. 


PSYCHOLOGICAL INFORMATION 

As mentioned previously, psychologi- 
cal interviews are carried out shortly 
after the abortion. This part of the evalu- 
ation was not initiated until after the 
program was underway, and, as a re- 
sult, 250 reports are currently available. 
TABLE 1 presents responses in several 
categories of over-all ratings. In all cate- 
gories, markedly negative findings are 
rare. Moderately or very happy reac- 
tions have been observed in 64.6% of 
patients; 10.5% have displayed a mod- 
erate amount of sadness; only 4.2% 
have been very sad. Overt, positive emo- 
tions, such as smiling after the abortion, 
were seen in 68.4% of patients; 7.6% 
cried a small amount and 8.2% a con- 
siderable amount. Some 76.2% of pa- 
tients have had no guilt regarding the 
abortion procedure; 15.6% have stated 
some guilt; 8.2% have claimed consid- 
erable guilt. Finally 78.7% of patients 
have been happy with their decision; 
7.2% have felt some self-anger; only 
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Table ! 
PSYCHOLOGICAL EVALUATION IN 
250 CASES 
AFFECT RATING® РЕК CENT 
PREDOMINANT MOOD 
Very Unhappy | 42% 
Moderately Unhappy 2 10.5 
Neutral 3 20.7 
Moderately Happy 4 20.0 
Very Happy 5 44.6 
PHYSICAL EMOTIONALITY 
Much Crying 1 8.2 
Moderate Crying 2 7.6 
Neutral 3 15.8 
Moderate Smiling 4 19.0 
Much Smiling 5 49.4 
FEELINGS ABOUT 
ABORTION 
Negative: Much Guilt 1 8.2 
Moderate Guilt 2 15.6 
Neutral 3 13.4 
Moderate Relief 4 14.8 
Positive: Much Relief 5 48.0 
ATTITUDES TOWARD SELF 
Negative: Angry 1 1.5 
Moderate Anger 2 72 
Neutral 3 12.6 
Moderate Happiness 4 17.6 
Positive: Happy 5 ым 
a Ratings from Negative = | to Positive = 5. 


1.5% have felt very angry with them- 
selves and negative about their decision. 

TABLE 2 presents information con- 
cerning the decision making process and 
the reasons for abortion. It shows that 
52.5% of the patients reported that the 
decision to obtain an abortion was not 
a difficult one; 19.5% reported mod- 
erate difficulty; and 28% considerable 
difficulty. Difficulty was reported by 
32.6% due to their desire for the child, 
20.1% due to psychological discomfort 
with the decision, and 3.3% due to fear 
of physical discomfort. As is apparent 
from the data, reasons for obtaining an 
abortion have most often centered 
around finances and unmarried status. 
Approximately one-third of the patients 
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Table 2 
DECISION MAKING REGARDING ABORTION 


DIFFICULTY OF DECISION PER CENT 
Not difficult 52.5 
Mildly difficult 19.5 
Considerably difficult 28.0 
REASON FOR DIFFICULTY 
OF DECISION 
Desire for the child 32.6 
Psychological discomfort 20.1 
Physical discomfort 3.3 
REASONS FOR ABORTION 
Single 43.9 
Financial 32.2 
Wanted child but could not have it 13.4 
Wanted to finish school 10.9 
No positive feelings for the father 9.2 
Medical reasons 8.8 
Too many children 6.7 
Does not want child 5.9 
Too many children close in age 3.3 
' Parental advice ' 3.3 
Husband not father of child 2.1 
Unwilling intercourse 8 


Some subjects are represented more than once 
in both the Reasons for Difficulty and Reasons for 
Abortion categories. 


have been very fearful of the abortion 
procedure, one-third moderately fearful, 
and one-third not at all fearful. If abor- 
tion were still illegal, 58.1% of the pa- 
tients stated that they would have had 
the child; 28.5% that they would have 
had an illegal abortion; and 13.4% that 
they do not know what they would have 
done. 

Due to the potential importance of 
contraception in relationship to abor- 
tion, information has been obtained con- 
cerning both the patients’ past experi- 
ence with contraception and their plans 
for contraceptive utilization in the fu- 
ture. It shows that 59.8% of patients 
reported some knowledge concerning 
contraception but admitted to not using 
contraception at the time of conception; 
24.7% claimed contraceptive failure; 
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and 15.526 claimed to have little or no 
contraceptive knowledge. Some 91.796 
of patients.plan to use contraception in 
the future; 54.6% feel even more 
strongly about using an effective contra- 
ceptive after undergoing an abortion. 
Among unmarried patients, 91.6% hope 
to be married in the future, and 77.7% 
of all of patients expressed a desire for 
children in the future. 

Relationships between demographic 
and psychological variables are pre- 
sented in TABLE 3. With the scaling sys- 
tem employed, older patients have had 
more prior use of contraception, less 
fear of the abortion procedure, greater 
conviction about the future use of con- 
traception, and less desire for future 
children than have younger women, 
Married patients have had more prior 
use of contraception, less fear of the 
procedure, and less desire for future 
children than have unmarried individu- 
als. Married women would have been 
less likely to obtain an abortion if the 
procedure were still illegal. Although 
negative feelings have been uncommon 
among any group, Catholic patients have 
felt somewhat more guilt over the abor- 
tion, and have had somewhat more dif- 
ficulty both in making the decision and 
undergoing the procedure than have 
non-Catholics; in addition, Catholics 
have had less prior use of contraception 
and would have been less likely to ob- 
tain an illegal abortion. More highly 
educated individuals have had greater 
prior use of contraception and have had 
less desire for future children; they 
would have been more likely to obtain 
an abortion if it were still illegal. Race 
of the patient has not related signifi- 
cantly to the psychological variables. 

Intercorrelations among the psycho- 
logical variables are reported in TABLE 
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4, With the scaling system employed, 
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d z ч 68 у been available only to those individuals 
<58 581% with significant physical and psycho- 


OSOFSKY AND OSOFSKY 


57 


Table 4 
INTERCORRELATIONS AMONG PSYCHOLOGICAL VARIABLES 
CONVICTION 
DIFFI- ABOUT DESIRE 
PRIOR — CULTY DIFFI- FEAR FUTURE FOR ABOR- 
USEOF OF CULTYOF OFTHE  USEOF FUTURE TION 
CONTRA- DECI- PROCE- PROCE- CONTRA- CHIL-  IFSTILL 
1 CEPTION SION DURE DURE CEPTION DREN ILLEGAL 

GUILT OVER 

ABORTION 05 —47b —50b  —.49 09 47b 47b 
PRIOR USE OF 

CONTRACEPTION °з 04 °з —16b --00 9 
DIFFICULTY OF 

DECISION .69 b 418» 05 —19b  —J7b 
DIFFICULTY OF 

PROCEDURE 20» 04 320 —,17ь 
FEAR OF 

PROCEDURE -.4в8 —18b --17Ь 
CONVICTION ABOUT 

FUTURE USE OF 

CONTRACEPTION —.09 -10 
DESIRE FOR FUTURE 

CHILDREN —.00 


өр < .05 level of significance; b P < .01 level of significance. 


logical problems; in addition, it has pri- 
marily existed as a service for the 
affluent. Illegal abortion has been com- 
pounded by the problems of societal 
stigmata, criminality, and questionable 
medical safety; it also has been more 
available, especially as a safe procedure, 
for the affluent. Abortion in other coun- 
tries raises issues related to cultural, 
political, and religious differences. How- 
ever, it has seemed likely that informa- 
tion could be obtained from these 
sources which would be of use to the 
present problem. 

Information that has emerged has 
been of considerable interest. Wherever 
objective studies have been performed, 
there has been a low incidence of psy- 
chological sequelae. Incidences have 
varied with samples studied, existence 
of prior difficulties, relative ease of 


abortion attainment, and attitudes of the 
professional staff. However, in no case 
has the incidence of problems been high, 
and in most cases, it is questionable 
whether the abortion or pre-existent dif- 
ficulties provoked the sequelae. The pre- 
dominant reaction has appeared to be 
relief. 

When one examines the data some- 
what indirectly, one finds many inter- 
esting points. In the United States, both 
illegal and therapeutic abortion have 
been compounded by few psychological 
sequelae. Psychiatrists have seen almost 
none of the large numbers of women 
who have obtained an illegal procedure; 
when interviewed, the women have re- 
ported few problems. Even among indi- 
viduals obtaining a therapeutic proced- 
ure who have had to prove themselves 
ill to the medical community, significant 
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psychological sequelae have been rare. 
In this light, it is of interest to note that, 
in Sweden, women too healthy to receive 
an abortion have had a higher incidence 
of subsequent emotional incapacitation 
than have those who were disturbed 
enough to obtain an abortion. It is also 
worthwhile to observe that the babies 
born to mothers who have been denied a 
therapeutic abortion have a worsened 
developmental and social prognosis than 
do children in the population at large. 

The present study, performed after 
enactment of liberalized legislation, has 
revealed some interesting findings. Al- 
though there has been slight bias, related 
to non-rigid priorities, the program has 
primarily served the area normally en- 
compassed by the Medical Center. Pa- 
tients have relatively closely reflected 
the community's religious and racial 
structure. Catholic women have ob- 
tained abortions in spite of church edicts. 
Contrary to a great many expectations, 
non-whites have availed themselves, in 
increasing numbers, of the procedure. 
A higher proportion of young and un- 
married patients have received care 
than usually reported. However, prior 
figures in the United States may have 
been influenced by the more mobile 
and affluent married woman's greater 
ability to obtain an illegal or therapeutic 
abortion; similarly Eastern European 
and Soviet Union statutes have preferen- 
tially encouraged abortion among older, 
married women with children. British 
data, since the 1968 legislation, have 
revealed trends similar to those found 
in the present study. 

The contraceptive information would 
appear to be of interest. As expected, 
many women have neglected or improp- 
erly used contraception. For consider- 
able numbers, however, knowledge has 
been absent or contraception has failed. 


REACTION TO LEGALIZED ABORTION 


It must be remembered that contracep- 
tion is not foolproof. It must also be 
remembered that more sex education 
and contraceptive availability is needed. 
Again contrary to many expectations, 
abortion has not been seen by the pa- 
tients as a preferred, or desired, form 
of contraception. It has increased their 
desire for effective contraception. Such 
experience is similar to that reported 
from other countries. 

The psychological data is somewhat 
similar to that reported under other rel- 
atively favorable circumstances. Some 
minor negative feelings have been pres- 
ent, but few women have felt strong 
guilt, unhappiness, or self-anger; and 
few have been objectively distressed. 
Although many have physically feared 
the procedure, and although a consider- 
able number would have, preferred to 
bear the child if possible, given the exist- 
ent social and economic circumstances, 
the predominant moods have been relief 
and happiness. Physical relief has also 
been apparent to the staff. It may be an- 
ticipated that, if trends from other stu- 
dies are mirrored here, the few negative 
feelings noted will diminish as distance 
from the procedure increases. It may 
also be anticipated that, as time passes, 
with greater community and profes- 
sional acceptance of the procedure, the 
incidence of negative patient feelings 
will become even lower. 

The correlational data is also con- 
sistent with logical expectations and 
seems worthy of note, Catholic patients 
have felt somewhat more guilty and 
have had somewhat more difficulty both 
in making the decision and in experienc- 
ing the procedure; however, even among 
this group, for whom the social taboo 
has been strongest, negative feelings have 
been minimal, Non-Catholic, older, bet- 
ter educated, and married women have 
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utilized more contraception in the past. 
Single, young, and less educated wo- 
men have greater desire for children in 
the future. Catholic and married women 
would have been less likely to obtain an 
abortion if the procedure were still il- 
legal. As might be anticipated, among 
the small number of patients who have 
experienced such reactions, guilt over 
abortion, difficulty in decision making, 
difficulty with the procedure, fear of the 
procedure, desire for future children, 
and diminished likelihood of obtaining 
an abortion if the procedure were illegal, 
have all been related. The data would 
appear to be of potential importance in 
thinking through and planning the types 
and quality of services needed for opti- 
mal patient care. However, for perspec- 
tive, it should again be emphasized that 
all of the strong negative feelings have 
occurred relatively infrequently among 
all groups of patients. 


CONCLUSION 

Literature from diverse sources in this 
country and abroad has indicated that 
abortion is accompanied by few objec- 
tive psychological sequelae. The present 
study is consistent with this overall find- 
ing. Relevant patients, regardless of re- 
ligion or race, have availed themselves 
of meaningful services. Relief and hap- 
piness have been the predominant 
moods. Convictions about the need for 
future contraception have been great. 
Among Catholics, guilt and difficulty 
with the decision and the procedure 
have occurred somewhat more fre- 
quently; and in general, when present, 
guilt, fear, and difficulty with the deci- 
sion and the procedure have been inter- 
related. However, it is emphasized that 
negative feelings have been uncommon, 
occurring in a small percentage of the 
patients served. 
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Perhaps one further point should be 
noted. More studies are needed in this 
important area, and they should be as 
objective as possible. But studies should 
avoid the pitfall that has been all too 
common in the past—that of applying 
data to situations for which it is not 
totally appropriate, Earlier studies, in 
particular, claimed grave psychological 
sequelae, and although there was usu- 
ally little objective substantiation to the 
conclusions, the opinions were utilized 
in arguments related to legislative pol- 
icy. More objective studies, including 
the present one, have consistently found 
telatively few psychological sequelae to 
abortion. However, regardless of the 
outcome of present or future studies, 
the woman’s right to self-control should 
not be obscured. As is true in other 
areas, knowledge is desirable, and if 
there are related or unrelated psycho- 
logical symptoms, the data should be 
utilized in an attempt to offer additional, 
and better, preventative and therapeutic 
services. Increased information should 
be used to help the relevant individuals, 
and not to abridge their rights, 
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The literature on psychological aspects of induced abortions and repeated 
abortion-seeking behavior is surveyed, and ongoing field studies in the United 
States and other countries are summarized. The relationship of abortion and 
contraception is considered, and the implications of the prostaglandins as a 
means of “postconception family planning” are discussed. 


T5 professional literature is replete 
with clinical observations and as- 
sumptions about psychological aspects 
of abortion, but systematic studies are 
few and far between. It is the purpose 
of this paper to comment on what is 
known about psychological sequelae of 
abortion performed and denied, and the 
dilemma of those faced daily with re- 
quests to terminate unwanted pregnan- 
cies. Also considered are the public 
health implications of repeated abor- 
tion-seeking behavior and the potential 
revolution in postconception planning 
promised by recent research with prosta- 
glandins. Throughout, emphasis will be 
on gaps in knowledge and the need for 
systematic, cooperative, transnational re- 
search on family planning behavior. 


PSYCHOLOGICAL SEQUELAE 
OF ABORTION 

At present, there is no systematic re- 
search evidence on psychological or psy- 
chiatric sequelae of abortion. While the 
literature on the subject is immense, 
there is undue reliance on personal im- 
pressions of professional workers and a 
near total lack of empirical studies. The 
situation is of course compounded by 
the aura of controversy and illegality that 
continues to shroud abortion in many 
parts of the world. It is, nevertheless, 
curious that so few of the published 
reports mention the emotional relief 
often seen after abortion. 

It may well be a truism that there is 
no psychologically painless way to cope 
with an unwanted pregnancy. While an 


Presented at the 1971 annual meeting of the American Orthopsychiatric Association, Wash- 
ington, D.C. Based in part on material gathered with the support of a Ford Foundation grant. 


61 


62 


abortion may elicit feelings of guilt, re- 
gret, or loss, an alternative solution, such 
as entering a forced marriage, bearing 
an out-of-wedlock child, giving a child 
up for adoption, or adding an unwanted 
child to an already strained marital situ- 
ation, is also likely to be accompanied 
by psychological problems for the 
woman, the child, the family, and so- 
ciety. 

Much of the extensive psychiatric 

material on alleged psychological trauma 
of abortion consists of impressionistic 
case reports. The 1934-1965 literature 
has been critically reviewed by Simon 
and Senturia 32 who provide individual 
comments on twenty-four American and 
European studies. They note how sober- 
ing itis 
to observe the ease with which reports can 
be embedded in the literature, quoted, and 
requoted many times without consideration 
for the data in the original paper. Deeply 
held personal convictions frequently seem to 
outweigh the importance of data, especially 
when conclusions are drawn. In the papers re- 
viewed the findings and conclusions range from 
the suggestion that psychiatric illness almost al- 
ways is the outcome of therapeutic abortion 
to its virtual absence as a postabortion com- 
plication. 
Simon and Senturia 22 also catalog the 
many deficiencies in sampling and in 
research design, including frequent fail- 
ure to study preabortion psychological 
status, lack of clear definitions of psy- 
chiatric terminology, and the inability 
to compare studies within the same 
country, much less transnational sam- 
ples. 

Callahan* voices his distress more 
strongly: 

In the light of contradictory professional 
judgments, the inadequacy of the data and 
a lack of anything approaching methodo- 
logical refinement, one might almost feel 
justified in concluding that the surveys and 
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the professional opinions are of little help. 
. .. One searches the literature in vain for 
the guiding hand of a sociologist in the prep- 
aration of the surveys or in interpreting their 
results, . . . Nor has anyone attempted to 
study the [poor] data in terms of a com- 
parison of different cultures and what effect 
that would have on the meaning of the evi- 
dence. . . . Studies based on whole popula- 
tions, those granted and those denied an 
abortion, are scanty; more are badly needed. 
Worst of all, there is hardly any attempt to 
clarify the meaning of the concepts em- 
ployed. . . . The psychiatric literature is a 
conceptual desert, employing all sorts of com- 
mon terms, but practically never telling us 
what they mean or ought to mean. Lacking 
such needed clarification, the survey results 
tell us too little of any value. No wonder, 
then, that the same data are read in con- 
tradictory ways and are easily used to justify 
the most divergent moral evaluations. 

It is seldom realized that postabortion 
psychosis is practically unknown.'^ Since 
there are some 4,000 documented post- 
partum psychoses requiring hospitaliza- 
tion in the United States per year, about 
one to two per 1,000 deliveries, there 
should be a sizable number of hospital- 
ized postabortion psychoses if abortion 
were as traumatic for some women as 
term delivery.!? It would appear unlikely 
that a significant number of hospitalized 
psychoses related to abortion could be 
*hidden" in the records. Again, whereas 
*postpartum blues" are well known as 
typical depressive stress reactions to the 
end of pregnancy, "postabortion blues" 
have been observed to be generally 
brief and mild unless there was serious 
mental disturbance before abortion. In- 
deed, Kummer 18 suggests that the whole 
concept of postabortion psychiatric ill- 
ness may be a myth. 

The liberalization of U.S. and British 
abortion statutes provides an oppor- 
tunity to develop systematic studies and 
comparisons of the immediate and 
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longer term effects of differing abortion 
procedures by differently trained opera- 
tors in diverse settings." 39 The role 
and training of abortion counselors 
need to be more fully considered. Very 
useful would be the development of an 
easily administered psychological device 
for predicting with reasonable validity 
which women are at particularly high 
risk for psychological sequelae. 


PSYCHOLOGICAL EFFECTS 
OF DENIED ABORTION 

The general hypothesis that “un- 
wanted” pregnancies and births often 
have multiple and damaging consequen- 
ces is hardly new. Reducing the num- 
ber of unwanted children was one of 
the objectives motivating Margaret San- 
ger and the planned parenthood move- 
ment.? However, there is no published 
evidence that the unexpected, un- 
planned, or even unwanted pregnancy 
is always “bad,” or that a planned preg- 
nancy more frequently produces a 
psychologically healthy child. The liter- 
ature is sparse on the relationship of 
"unwantedness" or “wantedness” to 
specific, objective criteria of physical, 
mental, or social health and/or malad- 
justment?' Even less is known about 
discernible differences between matched 
samples of “wanted” and “unwanted” 
children from birth through early child- 
hood. Little information has been com- 
piled on psychological motivations of 
women whose requests for abortion have 
been approved or denied. With the 
myriad of difficulties associated, until 
recently, with abortion in most American 
states, it was rarely possible to follow 
the natural history of pregnancies in 
women who sought but were denied 
abortion.?: 9. 37 

Reviews of the literature yield only 
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one attempted matched control study of 
children born to women denied abor- 
tion, but that study is seriously flawed 
by major differences between the exper- 
imental and control children and be- 
tween their mothers. Now in progress 
in Prague, Czechoslovakia, is a follow- 
up study of the first seven to nine years 
of life of approximately 200 children 
born during 1961-1963 to women de- 
nied abortion both on initial request 
and on subsequent appeal.?% 28 31 The 
control children were carried to term by 
mothers who knowingly stopped some 
form of contraceptive practice or else 
accepted an unplanned pregnancy and 
did not seek abortion. In comparing 
the pioneering Forssman and Thuwe 11 
study with the Czech project, it is worth 
noting that: 

1) The Swedish women applied for 
abortion on psychiatric grounds and were 
refused once, whereas the Czech women ` 
applied for interruption of pregnancy on 
social and general health grounds and 
were refused twice; 

2) In addition to sex and age, the 
Czech control children are matched with 
the experimental children for school 
class in the same school, age and martial 
status of mother, parity, education and 
occupation of father, number of siblings, 
and birth order; 

3) In addition to providing case rec- 
ords, the Czech children and their par- 
ents are participating in individual social, 
Psychological, psychiatric, and medical 
assessment procedures; 

4) Whereas the Swedish study focused 
primarily on later stages of social devel- 
opment, the Czech study will concentrate 
on earlier stages, particularly the pre- 
natal and natal periods, infancy, early 
childhood, and the first two years of 
school; 
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5) In addition to testing for statisti- 
cal differences between the two groups, 
subgroups will be considered in terms 
of reasons for denial of abortion and 
demographic variables. 

The Prague study holds the promise 
of providing, perhaps for the first time, 
objective data comparing the physical, 
mental, social, and educational develop- 
ment of a group of children meeting an 
operational definition of “unwanted” 
with a matched control group of chil- 
dren operationally defined as “wanted” 
or “accepted.” The results are likely 
to be of significance, regardless of out- 
come, with a bearing on the present state 
of knowledge in child development and 
the psychology of pregnancy, as well as 
providing some evidence of the conse- 
quences over time of denied abortion 
and forcing a woman to carry a preg- 
nancy to term, “compulsory pregnancy” 
as Hardin ® phrased it. 


THE DOCTOR’S DILEMMA 

Abortion represents a personal, ethi- 
cal, and moral dilemma not only for 
mental health consultants but for many 
other physicians and paramedical per- 
sonnel. It may well be, as White ** has 
suggested, that some male physicians 
fear giving a woman the freedom to 
decide about abortion: 
Pregnancy symbolizes proof of male potency. 
If men grant women the right to dispose of 
this proof whenever they want to, we men 
feel terribly threatened lest women rob us 
of our potency and our masculinity at will. 


Another obstacle is the abortion com- 
mittee, a time-consuming and expensive 
procedure, very vulnerable to individual 
prejudices. After abortion law reform 
in 1967, the Colorado Medical Society 
set “guidelines” for interpretation of the 
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statute. In many instances these guide- 
lines were more restrictive than the law 
implied." In the first year, five of the 
state’s fifty accredited hospitals per- 
formed 81% of the medical abortions, 
and four of these five were in Denver. 
Of the other forty-five hospitals, twenty- 
five did no abortions at all. 

Should abortion laws be declared un- 
constitutional, many physicians will be 
forced to develop and act on personal 
standards for performing or not per- 
forming an abortion. Medical training 
with its emphasis on life-giving and life- 
promoting functions may contribute to a 
disinclination to participate in life-ra- 
tioning activities.” There is considerable 
need to study in depth the attitudes of 
medical and paramedical personnel to 
sexuality, family planning, contracep- 
tion, and abortion. It is essential to de- 
termine not only expressed attitudes but 
also likely behavior in given circum- 
stances, Available evidence reflects the 
scant attention to human sexuality in 
traditional medical education and the 
inner conflicts and ambivalence of a con- 
siderable segment of the health profes- 
sions in diverse parts of the world.” !* 
20, 22, 24, 26, 30 Sensitive research is re- 
quired to help develop educational pro- 
grams designed to enhance awareness 
and skill for dealing adequately and ap- 
propriately with abortion and other fer- 
tility related problems. 


REPEATED 
ABORTION-SEEKING BEHAVIOR 

With the increasing liberalization or 
repeal of abortion statutes in the United 
States, and the rapid shift from self-in- 
duced or illegal abortion by untrained 
persons to legal abortion at reasonable 
cost in medical centers, American public 
health concerns are gradually shifting to 
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problems associated with repeated abor- 
tion-seeking behavior. Is there a likeli- 
hood that a significant number of wo- 
men will rely on abortion as a preferred 
method of family planning? Is it feasible 
‘to identify at first abortion those women 
who are at particularly high risk for re- 
peated abortions? If so, is it possible to 
provide intensive counseling and moti- 
vate such women to shift to effective 
contraceptive practice? There are no 
ready answers. 

The incidence of repeated abortion 
Seeking is increasing in Hungary, Japan, 
and the Soviet Union, the only countries 
Where safe abortions on request of the 
woman have been legally available for 
some years. In Hungary, the percentage 
of women having had three or more 
abortions rose from 12% to 17% among 
those requesting abortions between 1960 
and 1965.4 In а 1970 study of 279 
women interviewed by physicians in six 


` Budapest health centers, 66 women 


(24%) admitted having had three or 
more previous abortions, and 73% in- 
dicated that they might again resort to 
abortion to terminate a future preg- 
nancy.55 Callahan's* review of studies 
in Japan cites the trend toward an “abor- 
tion habit." In the Russian Socialist Fed- 
erated Soviet Republics, Sadvokasova 30 
noted that of those women who had an 
abortion during 1958-1959, about 15% 
had another abortion within the next 
twelve months. In a more recent study 
of 1,000 Armenian women coming for 
an abortion to a Yerevan hospital, a fre- 
quency of 4.6 previous abortions was 
noted per woman interviewed.1 

The Demographic Research Institute 
of the Hungarian Central Statistical Of- 
fice has initiated a study of demographic 
and psychosocial aspects of repeated 
abortion-seeking behavior in situations 
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where contraceptives are readily avail- 
able. Two matched groups of women 
will be studied. Women in the first 
group will have had an abortion, instruc- 
tion in contraception, another abortion, 
further instruction, and at least a third 
abortion. The second group will consist 
of women who, after their first abortion, 
successfully practiced oral contraception 
and had no further abortions during the 
subsequent two years. Psychological 
items have been included in the extensive 
questionnaire. Following the completion 
of pilot studies, it is anticipated that rep- 
resentative national samples of “repeat- 
ers” and “nonrepeaters” will be sur- 
veyed. 

One of the few American studies in- 
cluding information on repeated abor- 
tion-seeking behavior is Lee's 21 report 
of sixty-nine “well-educated, intelligent, 
and sophisticated women” who had ob- 
tained medical advice on contraception 
after their first abortion, which had been 
performed by a physician in illegal cir- 
cumstances more than a year before data 
collection. Of these sixty-nine women, 
twenty-eight, or 43%, had had a sec- 
ond abortion; and of these twenty-eight 
repeaters, nine, or 32%, had a third 
abortion. Lee indicates that the repeated 
abortions observed may be an artifact of 
the study design and indicative of the 
difficulties unmarried women had in ob- 
taining and using effective contraceptives 
in the United States during the late 1950s 
and early 1960s. She concludes that, 
It is contraceptive use or nonuse which is 
the best predictor of multiple abortions, 
along with the time of ехроѕиге.21 

An effort to develop better under- 
standing of the dynamics of repeated 
abortion-seeking behavior has been ini- 
tiated at the University of Сепеуа.16 
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Among a group of 3,000 women inter- 
viewed for a psychosocial research pro- 
ject on contraceptive behavior, about 
500 women admitted having had one 
legal abortion and 107 women (3.5%) 
indicated having had more than one pre- 
vious abortion. The women having had 
no abortion, one abortion, and two or 
more abortions are being compared in 
terms of social and psychological vari- 
ables, including social status and level, 
social norms of abortion, integration, 
degree of social disorganization, occupa- 
tional aims, and contraceptive behavior. 
The study will also endeavor to seek 
answers regarding psychological accept- 
ability of abortion versus contraception, 
degree of character stability, sado- 
masochistic tendencies, and other psy- 
chodynamic aspects, provided suitable 
assessment instruments can be devel- 
oped. The Swiss researchers are partic- 
ularly interested in testing the hypothesis 
that sadistic tendencies toward the fetus 
and masochistic tendencies toward the 
self are significant among women re- 
peatedly resorting to abortion. 


THE PROSTAGLANDINS 

In considering future psychological 
studies in abortion, note must be made 
of the prostaglandins, a group of fatty 
acid compounds. Known since the mid- 
1930s, research of their function as pos- 
sible fertility regulating agents dates 
from 1969 and represents the first funda- 
mental advance in family planning since 
the introduction of oral contraceptives.” 
Should their promise of delivering an 
effective method for “postconception 
planning” materialize, women will be 
able to control menses at will and thus 
greatly reduce recourse to more costly 
surgical procedures. 

Self-administration of prostaglandins 
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through the vaginal route is a giant step 
toward attaining an “ideal means of fer- 
tility control... а nontoxic and com- 
pletely effective substance which, when 
self-administered by women on a single 
occasion, would insure nonpregnancy at 
the completion of one monthly cycle.” 2 

While initial results with prostaglandins 
stirred excitement, large-scale ficld 
trials will be necessary before recom 

mendations can be made for routine 
clinical use. Prostaglandins have not 
yet been approved by any national drug 
regulating authority. Under the strict 
rules developed by the Food and Drug 
Administration (in part because of crit- 
icisms encountered after the relatively 
rapid approval of oral contraceptives) 
permission for marketing prostaglandins 
in the Ew States is probably some 
years away. But, it is not too carly to 
envisage the social impact of the avail 

ability of prostaglandins in the form of 
medicated tampons or vaginal supposi- 
tories, offering women, for the first time 
in history, the revolutionary freedom of 
inducing menses at will. 

Should the prostaglandins achieve 
their promise, a dramatic new approach 
to fertility control will become possible. 
As Potts 2? has noted, 


No human community has ever shown a 
marked fall in the birthrate without a signi- 
ficant recourse to induced abortion and it is 
unlikely that, in the foreseeable future, con- 
traceptive procedures alone will provide a 
sufficient measure of population control in 


MAE nations wishing to lower the birth- 


It is possible that prostaglandins may 
become a major resource for those 
women whose motivation for birth limi- 
tation becomes powerful only after they 
have missed a menstrual period and are 
faced with an unwanted pregnancy. 
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For one of the rare times in the 
development of contraceptive technol- 
ogy and reproductive physiology, be- 
havioral scientists have an opportu- 
nity to explore the social-psychologi- 
cal-motivational-cultural impact of a 
new birth prevention procedure on 
women of childbearing age before it be- 
comes widely available. 


EPILOGUE 

Reading of the rapidly accumulating 
professional and public literature on 
abortion, particularly its psychological 
aspects, is not conducive to maintaining 
scientific detachment. As Callahan 4 
has phrased it, “Abortion is a nasty 
problem, a source of social and legal 
discord, moral uncertainty, medical and 
psychiatric confusion, and personal an- 
guish.” How many colleagues in the 
mental health professions and in the 
behavioral and medical sciences think 
of abortion in one way, and speak and 
write of it in another? How closely does 
actual practice conform to personally 
expressed beliefs or to established social, 
legal, or ethical codes? Cushner 5 recalls 
that 8076 of Maryland gynecologists 
supported the drive for liberalization of 
the abortion statutes but that fewer than 
20% actually performed an abortion 
during the first year of practice under the 
reform law. 

There is little mention in the research 
literature of the right of women to deter- 
mine for themselves how many children 
they wish to have and when they want 
to have them. The right to self-determi- 
nation and civil liberty, so frequently 
espoused in our society, is sharply re- 
duced in abortion 
for reasons that are primarily referable to 


sociopolitical considerations, the economic 
and social status of the women requesting 
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the abortion, the personal and religious con- 
victions of physicians and abortion commit- 
tee members.? 

And yet, the evidence is persuasive that 
numerous abortions are being performed 
by licensed, competent, and often highly 
conscientious physicians practicing under 
illegal conditions infrequently challenged 
by law enforcement officials. 

Unwanted pregnancy is a social prob- 
lem of major urgency to society and of 
central import to individual women who 
must accept the consequences or seek 
alternative solutions. In concluding this 
paper, I wish to repeat my previously 
expressed support for the right to abor- 
tion as a fundamental human right, a 
moral choice a woman should be free 
to make without undue restrictions im- 
posed by a male dominated society.* 
Surgical abortion is not, however, the 
preferred method of birth limitation and 
every effort should be made to substitute 
self-administered procedures for pre- 
venting an unwanted pregnancy or for 
"post-conception planning" if prosta- 
glandins prove to be safe, effective, and 
low cost. 
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Western psychotherapists have been remarkably ethnocentric in their view of 
themselves. They have failed to learn from their counterparts in other cul- 
tures, the witchdoctors. This paper reviews some of the things they can learn, 
namely the importance of 1) the Principle of Rumpelstiltskin, 2) the personal 
qualities of the therapist, 3) the patients’ expectations, and 4) the techniques 


of therapy. It is concluded that we have much to learn from witchdoctors. 


woes are related to witch- 
craft in the same way as they are 
related to witch hazel. It is the same 
relationship that springtime has to 
Springfield, Massachusetts, or that a 
night club has to a nightingale. The re- 
lationship, in short, is not a relationship 
at all but only a semantic association. 

Furthermore this sematic association 
is our association, not theirs. If you go 
to another culture and ask to see their 
witchdoctor, they will not understand 
what you want unless they have been 
reading The New Yorker cartoons. 


Witchdoctor is a term that arose out 
of the eighteenth and nineteenth century 
exploration of Africa. The world was 
simpler then, and the newly discovered 
cultures were quickly assigned their 
proper status in The Order of Things. 
We were white, they were black. We 
were civilized, they were primitive. We 
were Christian, they were pagan, We 
used science, they used magic, We had 
doctors, they had witchdoctors. The 
term witchdoctor, then, is a vestige of 
imperialism and ethnocentrism—the re- 
flection seen by those who would look 


Presented at the 197] annual meeting of the American Orthopsychiatric Association, Wash- 
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Brief portions of this paper are adapted from The Mind Game: Witchdoctors and Psychiatrists 
by E. Fuller Torrey (Emerson Hall, New York). The opinions in this paper are the author's, 
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States Public Health Service. 

69 


70 PSYCHOTHERAPISTS AND WITCHDOCTORS 


out upon the world through their own 
umbilical cord. 

The term witchdoctor implies that 
a doctor is also a witch, a witch being 
a person who practices black magic. 
This combination simply does not exist 
anywhere except in our minds. All cul- 
tures have people who play the role of 
doctors or healers, and most cultures 
have people who play (or-at least are 
suspected of playing) the role of witch. 
But the two are never the same. Just 
as in our culture we distinguish doctor- 
healers (and such subtypes of doctors 
as psychiatrists) from witches, so in 
other cultures they make similar divis- 
ions. This is reflected, among other 
ways, in the names that are used. For 
instance in Mexico a doctor-healer is 
a curandero, whereas a witch is a bruja. 
And to reinforce the division, doctor- 
healers in many cultures take an oath 
that they will not use their knowledge 
or powers for evil purposes. In our cul- 
ture this is incorporated in the Hippo- 
cratic Oath. In some other cultures, 
such as Western Nigeria, it is similarly 
incorporated in an oath the doctor- 
healer must take before he becomes 
fully accredited. 

The term witchdoctor, then, covers 
the whole spectrum of doctor-healers in 
other cultures. It is a broad generic term 
incorporating regional names for doc- 
tor-healers (such as curandero, me- 
dium, medicine man, shaman, or mar- 
about) as well as the specific names 
used by a given subculture or tribe 
(such as babalawo, mganga, miko, or 
baroom хат-хат). 

Since there are functional equivalents 
in other cultures to our own doctor- 
healers, it is possible that we can learn 
something from studying them. It was 
with this in mind that I undertook a 


search of the anthropological and psy- 
chiatric literature on healers in other 
cultures. I supplemented this search 
by personal observations of healers in 
Ethiopia, Sarawak, Bali, Hong Kong, 
and within subcultures in our own coun- 
try. 

What I learned from these doctor- 
healers was that I, as a psychiatrist, was 
using the same mechanisms for curing 
my patients as they were. And, not sur- 
prisingly, I was getting about the same 
results. The mechanisms can be classi- 
fied under four categories that are, I 
submit, the common components of 
curing used by doctor-healers all over 
the world. Witchdoctors and psychia- 
trists are really one behind their exterior 
mask and pipe. 


THE PRINCIPLE 
OF RUMPELSTILTSKIN 


The first component used by healers 
everywhere is the Principle of Rumpel- 
stiltskin. Based upon personality studies 
of the Brothers Grimm in the early 
nineteenth century, the principle dem- 
onstrates the magic of the right word. 
Let me illustrate: 


The psychiatrist looked thoughtfully at his pa- 
tient. “You looked angry when you were just 
talking about your father. You often look 
angry when you talk about him. I wonder if 
something happened to you once that made 
you very angry at him." At this point the pa- 
tient broke down sobbing, blurting out a for- 
gotten history of neglect and deceit by a 
thoughless father toward a little girl. After- 
wards the patient felt better. After several 
more sessions in which she was able to ex- 


plore her feelings of anger she began to get 
better. 


The witchdoctor stared solemnly at the small 
shells. They had landed in a pattern resem- 
bling the shape of a large animal, He picked 
one shell up and examined it minutely. “You 
have broken a taboo of your family. It has 
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offended the sacred bear that protects your 
ancestors. That is why you are sick.” The 
patient and her family breathed a sigh of re- 
lief. It was as they had suspected. Now that 
they knew for certain what was wrong they 
could proceed with the necessary sacrifices. 
After these had been made the patient began 
to get better. 


Both of these therapists are able to 
name what is wrong with their patients. 
The very act of the naming is thera- 
peutic, The identification of the offend- 
ing agent (childhood experience, viola- 
tion of a taboo) may activate a series of 
associated ideas in the patient’s mind 
producing confession, abreaction, and 
general catharsis, It also conveys to the 
patient that someone understands. Since 
the doctor-healer is usually a man of 
considerable status, the patient’s anx- 
iety is allayed even further. And since 
his problem can be understood, then, 
implicitly, it can be cured. There is 
nothing more frightening to the human 
animal than the unknown; the worst of 
the monsters and goblins pale beside 
this terrifying specter. 

Psychotherapists in our culture use 
the naming process very effectively to 
get their patients well. The American 
Psychiatric Association, for instance, 
provides psychiatrists with an official 
“diagnostic classification of mental dis- 
orders” that achieves lofty heights of 
empty verbiage. Although terms like 
“hypochondriacal neurosis” or “neuras- 
thenic neurosis” are almost meaning- 
less, if you attach them to a patient the 
patient may feel considerably better. 

It works exactly the same way іп 
other cultures. Psychiatrist G. Morris 
Carstairs’ has observed among the 
healers in rural India: 


What was expected from the healer was reas- 
surance. So long as the illness was nameless, 
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patients felt desperately afraid, but once its 
magic origin had been defined and the appro- 
priate measures taken, they could face the out- 
come calmly. The parallel with our own clin- 
ical experience is obvious. 


Underlying the principle of Rumpel- 
stiltskin is an important assumption— 
that the therapist knows the right name 
to put on the disease. And in order to 
know the right name the therapist must 
share some of the patient’s world-view, 
especially that part of the world-view 
concerning the disease itelf. A psychia- 
trist who tells an illiterate African that 
his phobia is related to a fear of failure, 
or a witchdoctor who tells an American 
tourist that his phobia is related to pos- 
session by an ancestral spirit will be met 
by equally blank stares. And as thera- 
pists they will be equally irrelevant and 
ineffective. This is one of the major rea- 
sons why most attempts to do cross-cul- 
tural psychotherapy fail. 


PERSONAL QUALITIES 
OF THE THERAPIST 

The second component used by heal- 
ers everywhere is the effect of their per- 
sonal qualities. Psychiatrists, witchdoc- | 
tors, and therapists of every other name 
use their qualities to help cure their pa- 
tients. 

In our own culture the best exposi- 
tions of this aspect of therapy are those 
by Rogers, Truax, Carkhuff et al. Stated 
briefly, the research shows that certain 
personal qualities of the therapist—ac- 
curate empathy, nonpossessive warmth, 
and genuineness—are of crucial impor- 
tance in producing effective psychother- 
apy. The therapists who possess these 
qualities consistently and convincingly 
get better results than those who do not 
possess them. 
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Now the optimal personal qualities 
for therapists in our culture would not 
necessarily be the same for therapists in 
other cultures. In keeping with the fact 
that different groups of people do think 
differently, it would be logical to expect 
that the optimal personal qualities for 
therapists might differ. We need much 
more data on this. 

One other aspect of personal quali- 
ties of healers should be mentioned 
here. This is the long-standing axiom 
among anthropologists that many, if not 
most, therapists in other cultures are at 
least deviant individuals if not outright 
schizophrenics. This axiom has been re- 
peated so often that it has become codi- 
fied in personality and culture literature 
as fact. It is, quite simply, false, It arose 
from the observations of a group of an- 
thropologists earlier in this century— 
men like А. L. Kroeber, George De- 
vereux and Ralph Linton—who were 
very strongly influenced by psychoan- 
alytic theories. Most of these men 
underwent analysis and, in the case of 
Devereux, even conducted analysis him- 
self. Because of their psychoanalytic ex- 
periences, they were completely unable 
to see therapists in other cultures with 
any objectivity. After all, if your an- 
alysis is successful how can you see a 
witchdoctor as doing the same thing as 
your analyst? 11 

The truth of the matter is that healers 
all over the world probably include a 
similar spectrum of deviant individuals, 
schizophrenics, and relatively normal 
people. The best study done on this to 
date is one by Dr. Yuji Sasaki, a J ap- 
anese psychiatrist who studied 56 Jap- 
anese shamans, He found 1° that 38 of 
the shamans were relatively normal, 10 
had some degree of neurosis, 6 were psy- 
chotic, and 2 had organic brain disease, 


Although there is no comparable study 
of Western therapists with which to 
compare it, this distribution among 
shamans corresponds with the distribu- 
tion of pathology among any 56 random 
psychiatrists whom I know. 


PATIENTS’ EXPECTATIONS 

The third component of the healing 
process that appears to be universal is 
the patients’ expectations. This aspect 
of therapy has been studied and re- 
corded most explicitly by Jerome 
Frank. The great importance of pa- 
tients’ expectations are clearly scen in 
studies of placebos as well as in studies 
of the self-fulfilling prophecy in social 
psychology. 

There are many different ways that 
healers all over the world raise the ex- 
pectations of their patients. The first 
way is the trip itself to the healer, Al- 
though never documented, it is a com- 
mon observation that the farther a per- 
son goes to be healed, the greater are 
the chances that he will be healed, This 
is called the pilgrimage. Thus sick peo- 
ple in Boston may go to the Menninger 
Clinic in Topeka while sick people in 
Topeka go to the Leahy Clinic in Bos- 
ton, The resulting therapeutic effects of 
the trip are exactly the same as have 
operated at Delphi or Lourdes for cen- 
turies, 

The next way to raise patients’ ex- 
pectations is the building used for the 
healing. The more impressive it is, the 
greater will be the patients’ expecta- 
tions, This has been called the edifice 
complex. The edifice complex is the 
light in the patient’s eyes when you tell 
him you are associated with The Medi- 
cal Center. It is the misty prestige of 
antibiotics and open-heart Surgery seep- 
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ing down the hall to the Department of 
Psychiatry. 

Therapists do other things as well to 
raise the expectations of their patients. 
In most cultures they stand out as dif- 
ferent, apart from the great mass of 
people. In Western culture, psycho- 
therapists even stand apart from their 
healing brethren in other medical speci- 
alties. They dress differently, have 
beards, and are rarely in danger of 
being confused with surgeons or pedia- 
tricians. American Indian medicine men 
had distinctive dwellings and diet as 
well as dress, and the colorful regalia 
of African witchdoctors is well-known. 
It is interesting to speculate whether 
there is any relationship between the 
face paint and mask commonly adopted 
by therapists in other cultures and the 
beard and pipe used by psychiatrists in 
our own culture. 

Individuality of theztherapist, though 
usually not consciously affected, tends 
to increase the patient's éxpectations of 
him, The therapist is different. He has 
high status in the society, and is ac- 
corded repect and sometimes reverence. 
Simultaneously he is held in awe and 
sometimes fear. Most members of the 
society have a lurking suspicion that he 
has a special relationship with occult 
or mystical power. The feelings of a 
Yoruba tribesman toward a babalawo 
(literally, *father of mysteries") has an 
exact counterpart in the feelings of a 
cocktail party guest toward the psychia- 
trist in the room—attraction, awe, avoid- 
ance, fear. In his study of Indian 
medicine men, Maddox 5 sums up this 
aspect of them; his description fits many 
cultures: 

He is readily distinguishable from the laity by 


his taciturnity, his grave and solemn counte- 
nance, his dignified step, and his circumspec- 
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tion. All of these peculiarities tend to heighten 
his influence, and, by rendering his appear- 
ance impressive and suggestive of superiority, 
serve to increase his control over the people. 


Certain paraphernalia are used by 
therapists in different cultures (о іп- 
crease patient expectations, In Western 
culture non-psychiatric healers have 
their stethoscope, and psychotherapists 
are supposed to have their couch, With 
the decline of classical psychoanalysis 
there has been an accompanying disap- 
pearance of the couch, and therapists 
frequently observe their patients look- 
ing furtively around for it on their first 
visit. Therapists in other cultures have 
their counterpart trademark, often a 
special drum, mask, or amulet. 

Therapists in some cultures use magi- 
cal techniques to increase their patients’ 
expectations. Before the patient tells 
what is wrong, the healer may give the 
patient a detailed description of his 
symptoms. This can be combined with 
various types of divination such as cast- 
ing nuts or shells, hand-trembling, water 
gazing, or feeling the patient’s pulse. 
Eskimo shamans were known to be es- 
pecially clever at such things as ven- 
triloquism, and could put on a show 
that would impress their patients pro- 
foundly. 

Finally there is the aspect of patients’ 
expectations that rests upon the thera- 
pist’s training. Some sort of training 
program is found for healers in almost 
all cultures. The Blackfoot Indians, for 
instance, had to complete a seven-year 
period of training in order to qualify 
as medicine men. Training courses may 
include the learning of a body of theory 
(for instance a body of literature or set 
of rituals), certain practicum (like 
water gazing or divining), and finally 
some self-knowledge and self-control. 
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To become a Ute Indian medicine man, 
for instance, an individual had to first 
have his dreams analyzed. 

I was pleased to learn that some of 
the training of witchdoctors is just as 
irrelevant as was some of mine. For in- 
stance, Eskimo shamans must learn and 
be able to name “. . . all the parts of 
his body, every single bone by name in 
the sacred shaman's language." ? Shades 
of anatomy in the sacred language of 
Latin! I felt a kinship with my Eskimo 
brother, and hoped that he was working 
toward curriculum reform. 

A few cultures other than Western 
cultures have a regular examination at 
the end of training. The Association of 
Nigerian Doctors, for example, both 
holds an examination and grants à certif- 
icate to be a witchdoctor.* The best de- 
scription of such a system is anthropolo- 
gist George Murdock's account? of 
Tenino Indian shamans: 


To practice, it was not sufficient merely to 
have accumulated the requisite number and 
variety of spirit helpers. The prospective 
shaman also had to pass the equivalent of a 
state medical board examination conducted 
by the shamans who had already been ad- 
mitted to practice. 


The purposes of this board examination, 
according to Murdock, were to dis- 
qualify false shamans who did not really 
believe in their own power and “. . . to 
review carefully the entire life of the 
candidate.” He concludes that 


. . . their decision as to whether or not to 
admit him to practice seems clearly to have 
rested on their collective estimate of his per- 
sonal characteristics, of his fitness to be en- 
trusted with the exercise of great power. 


TECHNIQUES OF THERAPY 


The final aspect of therapy used by 
healers all over the world is the tech- 


niques of therapy. And it is this aspect 
of therapy to which we are most wedded 
as “Western” or “scientific” and, there- 
fore, it is the most difficult to see in 
cross-cultural perspective. 

First a word about the term “scien- 
tific.” We would like to believe that the 
techniques used by Western therapists 
are “scientific” and those used by thera- 
pists elsewhere are “magical.” In fact 
this is erroneous. The techniques used 
by Western therapists (in the field of 
psychiatry) are on exactly the same sci- 
entific plane as those used by witch- 
doctors. If one is science, then so is the 
other. If one is magic, then so is the 
other. The reasons we have failed to see 
this in the past are that we have con- 
fused our technology with our techni- 
ques; in other words, whatever goes on 
in a modern office must be science, 
whereas what goes on in a grass hut 
must be magic. We have also confused 
education with techniques; we assume 
that a Ph.D. ог МӘ. only does scien- 
tific things whereas a person who is il- 
literate must do magical things. Finally, 
our insight into the problem is partially 
obtunded by the amount of magic in 
our own lives that we do not wish to see 
—our horoscopes and lucky numbers 
and superstitions and the charms we 
wear around our neck. We live in a cul- 
ture where organized religion changes 
wine into blood and advises us to pray 
for protection “from goblins and ghoulies 
and long-legged ghosties, and things that 
go bump in the night.” How can we 
really expect to be able to sort out 
magic from science? 

The same techniques of therapy are 
used by therapists all over the world. 
It is true, of course, that some cultures 
favor one technique, and other cultures 
favor another, But there is no technique 
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used by Western therapists that is not 
also found in other cultures. Let me 
provide a few examples. 

Drugs are one of the techniques of 
Western therapy of which we are most 
proud, Since the introduction of the 
major tranquilizers in the 1950s, they 
have become the mainstay in our thera- 
peutic armamentarium. However, drugs 
are used by healers in other cultures as 
well. 

Rauwolfia root is a good example. 
This drug was introduced into Western 
psychiatry as Reserpine in the 1950s as 
a major tranquilizer. It was pointed out 
at the time that it had been used in 
India for centuries as а tranquilizer. 
Later it was found that it was also in 
wide use in West Africa and had been 
for many years. In 1925, in fact, a 
famous Nigerian witchdoctor was sum- 
moned to England to treat an eminent 
Nigerian who had become psychotic 
there. Armed with his Rauwolfia root, 
the witchdoctor certainly had better 
medicine to offer the psychotic patient 
than did any English psychiatrist of that 
period. Rauwolfia remains a favorite 
among West African witchdoctors as an 
initial treatment for acutely disturbed 
patients, often to make them more 
amenable to the psycho-social therapies. 
This is the same way major tranquilizers 
are often used in the West. Rauwolfia 
has also been observed being used to 
produce prolonged sleep therapy in Ni- 
geria, a type of treatment popular in 
French psychiatry.? 

Another example is shock therapy. 
When electric shock was introduced by 
Cerletti in the 1930s, he was not aware 
that it had been in use in some cultures 
up to 4,000 years before. The tech- 
nique, applying electric eels to the head 
of the patient, is referred to in the writ- 
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ings of Aristotle, Pliny, and Plutarch, 
and is suspected of being used by the 
ancient Egyptians.? 

Still another example is the use of 
dream analysis in psychoanalytic tech- 
nique. Probably the best study of dream 
interpretation in another culture was 
done by Anthony F. C. Wallace, a 
highly respected anthropologist who 
studied the seventeenth century Iro- 
quois Indians. He observed: 


The Iroquois looked upon dreams as the win- 
dows of the soul, and their theory of dreams 
was remarkably similar to the psychoanalytic 
theory of dreams developed by Freud and his 
associates. In brief, the Iroquois believed that 
the soul had wishes of which the conscious 
intelligence was unaware, but which ex- 
pressed themselves in dreams.!? 


And in another passage: 


. . . Intuitively, the Iroquois had achieved а 
great deal of psychological sophistication. 
They recognized conscious and unconscious 
parts of the mind. They knew the great force 
of unconscious desires, and were aware that 
the frustration of these desires could cause 
mental and physical (“psychosomatic”) ill- 
ness. They understood that these desires were 
expressed in symbolic form by dreams, but 
that the individual could not always properly 
interpret these dreams himself. They had 
noted the distinction between the manifest and 
latent content of dreams, and employed what 
sounds like the technique of free association 
to uncover the latent meaning. And they con- 
sidered that the best method for the relief of 
psychic and psychosomatic distress was to give 
the frustrated desire satisfaction, either di- 
rectly or symbolically.12 


Wallace concluded that Iroquoian and 
Freudian dream theory are not exactly 
the same, but that the differences are 
not more marked than the differences 
between, for instance, Jungian and 
Freudian theories of dream interpreta- 
tion. 

Finally, let me cite an example of a 
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conditioning technique found in another 
culture. In Western Nigeria a toad is 
tied by string to the penis of male chil- 
dren who are wetting their beds. When 
the child wets, the toad croaks and the 
child wakes up.* This is almost ex- 
actly analogous to a conditioning tech- 
nique recently introduced in England, 
in which a bell rings each time the child 
starts to urinate. 

These, then, are some of the things 
that we as Western psychotherapists 
can learn from witchdoctors. We can 
see the components of our therapy sys- 
tem in relief. We can learn why we 
are effective—or not effective. And we 
can learn to be less ethnocentric and 
arrogant about our own therapy and 
more tolerant of others. If we can 
learn all this from witchdoctors, then 
we will have learned much. 
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THE CORRUPT CONTRACT: PROBLEMS 
IN CONJOINT THERAPY WITH PARENTS AND CHILDREN 


Lynnette Beall, Ph.D. 
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Problems in setting up appropriate contracts are encountered in both indi- 
vidual and conjoint therapy. In conjoint therapy, where parents and children 
are seen, problems in contract setting are complicated by an additional fac- 
tor—which combination to see. There is a danger that the initial contract 
can be a corrupt one, facilitating neurotic patterns of relating instead of in- 
terrupting them and encouraging therapeutic change. Case examples are pre- 
sented, and suggestions offered to help avoid unwitting participation in such 


contracts. 


puse in setting up a therapeutic 
contract are legion. Therapists are 
well acquainted in treatment with those 
sluggish therapies that go on the rocks 
because of failure to establish a clear 
contract that is mutually agreeable to 
both patient and therapist. Some treat- 
ment efforts with adolescent patients 
grind to a halt because the youngster 
comes in only to “comply” with parental 
pressure and not because of any gen- 
uinely felt personal need. In all treat- 
ment, one encounters implicit goals hid- 
ing behind the patient's stated goals, 
which often result in opposing goals (if 
overlooked by the therapist). A clear 
contract allows the therapist to point 


out the neurotic aims that the patient is 
attempting to reach in spite of the 
mutually agreed upon therapeutic goals. 

A number of questions must be asked 
when formulating a contract. What is 
being contracted for (explicitly and im- 
plicitly)? Who is really the patient? What 
is the meaning (latent as well as mani- 
fest) of the therapist's activity once the 
treatment begins? In group treatment or 
conjoint therapy the therapist makes an 
explicit (and an implicit) contract in 
deciding who to see in treatment. The 
success of the treatment often hangs on 
the careful choice of the appropriate 
treatment combination—in deciding who 
is really the patient and what is really the 
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problem. Haley! and Satir* suggest 
family therapy to avoid picking the 
“wrong” patient and operating on the 
“wrong” problem. In clinics where treat- 
ment is initiated without extended intake, 
the decision about who to see (what 
combination of parents or parents and 
children) is often made too quickly, 
without adequate information about pos- 
sible problems. The danger of forming a 
"corrupt" contract that furthers some 
neurotic gain and represents some form 
of "acting out" is increased when work- 
ing contracts are decided prematurely. 
Several case examples will illustrate the 
kinds of problems encountered. 


THE CASE OF MRS. J AND HER SON 


Mrs. J was referred to our clinic by the school 
guidance counselor, who felt her seven-year- 
old son was doing poorly in school and could 
profit from psychological help. Since it was 
the policy of the clinic to see parents in con- 
junction with the treatment of their children, 
the student therapist indicated that he would 
like to see Mrs. J and that another therapist 
would work with her son, Mrs. J promptly 
agreed and exploration of the problem was 
begun, Only later did it become apparent that 
Mrs, J had been in therapy and had “given 
up" another therapist she had been seeing, 
sacrificing her own therapy for her son's treat- 
ment. Gradually a history of guilt-ridden self- 
sacrificing moves emerged. Mrs. J, who had 
been raised in a staunch religious regime, had 
lost her first husband when she was pregnant 
with her first son (the seven-year-old boy for 
whom she sought help). She had felt “trapped” 
with her pregnancy, unable to keep up with 
her husband's adventures, Motherhood thus 
meant sacrificing her husband, who left her 
for a freer life while she was trapped with her 
child. She later married again but that rela- 
tionship also ended in divorce due to her hus- 
band’s jealousy over the relationship with her 
therapist. She chose to stay in therapy and 
lose her husband. Although she had been too 
ready to end the therapy relationship with her 
previous therapist for a new one with our 
student therapist (because she was guilty 
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about sexual fantasies that were beginning to 
center on the pastoral counselor), she never- 
theless dropped numerous hints that she was re- 
sentful about having to sacrifice her own ther- 
apy (which had been relatively successful) for 
a conjoint treatment for her son’s benefit. She 
frequently remarked that she had a tendency 
to “quit relationships when she was unable to 
solve them.” She had managed once again to 
do just that and the therapist was stuck with 
a compliant, guilt-ridden sacrifice—having 
participated unwittingly in her facility to trap 
herself through self-sacrifice. She ended up 
feeling trapped again, indirectly blaming her 
son for her sacrifice, and thus sabotaging his 
treatment and her own out of resented duty. 


By the time this information was revealed, 
Mrs, J had already terminated treatment with 
the first therapist (who had been urging that 
she seek treatment for her son elsewhere) 
and in the new treatment, the therapist was 
saddled with her compliant sacrifice and her 
covert resentment, Attempts to discuss the 
meaning of her change were too late and ef- 
forts to сопселіга!6 оп her problems only led 
to more guilt, while focus on her son’s prob- 
lems and their relationship only aggravated 
her covert resentment at having to give up 
individual treatment. A more extended intake 
and consultation with the initial therapist be- 
fore treatment decisions might have prevented 
her unfortunate sacrifice and her eventual 
termination just when her son was settling 
into treatment. She could have continued to 
see the initial therapist or perhaps see both, 
meeting with the student therapist only once 
a month, while maintaining her own individual 
treatment. The consultation might have helped 
her and the pastoral counselor face and deal 
with the sexual anxiety that had precipitated 
the sacrificing exit. 


THE CASE OF 
MRS. S AND HER DAUGHTER 


Mrs. S and her daughter came for help be- 
cause they had difficulty in communicating 
with each other. One conjoint session with the 
mother and her fifteen-year-old daughter 
clearly established the truth of their perception. 
The two student therapists were so impressed 
with the stormy futility of the patients’ at- 
tempts to talk to each other (and their pres- 
sure for individual treatment) that they felt 
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it best to see them separately instead of to- 
gether to try to understand the nature of their 
problem, One therapist agreed to see the 
mother, and the other to see the daughter, 
Officially they were here to improve communi- 
cation (and implicitly "togetherness"); un- 
officially they longed for more separation and 
greater freedom. The mother wanted advice 
from her therapist as to how she could deal 
with her daughter so she could be free to 
pursue her own interests. Mrs. S felt that her 
own upbringing had been entirely too re- 
strictive and insisted on trying to raise her 
daughter with greater freedom. However, some 
of her efforts to allow greater freedom had 
clearly backfired; she had divorced her second 
husband shortly after a vaguely incestuous re- 
lationship between her husband and her other 
daughter (who was currently away at college). 
"Thus her wish for her younger daughter's free- 
dom was clearly ambivalent, involving abortive 
attempts to live out a vicarious freedom 
through her daughter. She would invite her to 
try something new (like marijuana) by openly 
discussing the pros and cons (concentrating 
on the pros), only to clamp down on any 
experimental efforts because she was not in- 
formed of the time and place or because plans 
were not shared with her. 


A problem that preoccupied both therapists 
was the secrecy that pervaded all communi- 
cations by both mother and daughter. The 
mother tried to keep herself separate by keep- 
ing exciting secrets about fictitious affairs 
(that she "might or might not be having"), 
but she used her mysterious secrets both to 
separate herself and to retain her daughter's 
curious interest in sharing such secrets, Drop- 
ping frequently teasing hints about her private 
life, she would invite her daughter's interest, 
only to accuse her of spying or prying into her 
affairs She was continually searching her 
daughter's room to find hidden LSD capsules 
or birth control pills that she might have 
stashed away. 


The mother insisted on her wish to be rid of 
her communications problem with her daugh- 
ter so she could be free, but she could not 
tolerate real freedom and thus continued to 
invite her daughter to experiment for her, or 
to invade her private world only to punish 
her attempts. Her favorite expression (quite 
consistent with her secretiveness) and used to 


79 


dismiss any issue that the therapist presented 
was her statement that it was “neither here 
nor there," The two therapists found them- 
selves "neither here nor there" with their initial 
contract to see the two separately in order to 
solve their particular communication problem, 


In retrospect (with the advantage of additional 
information) seeing them separately under the 
same roof only facilitated or played into the. 
neurotic secret communication, It only ag- 
gravated problems of confidentiality and fears 
of spying for the patients and kept the ther- 
apists running back and forth to ferret out 
new secrets and belated disclosures that might 
aid understanding of a current crisis, Had the 
problem been explored more fully by taking 
a systematic history earlier, before deciding 
on separate treatment, the bind might have 
been avoided either by seeing them both to- 
gether, emphasizing communication and dis- 
cussing the various family secrets—or by see- 
ing them separately at separate agencies, thus 
emphasizing the need for real separation and 
individuation rather than pseudo separation, 
Instead the therapy was “neither here nor 
there"—blocked in both attempts in a treat- 
ment that proposed to work individually on a 
communications problem but only facilitated 
the neurotic network of exciting secrets. 


THE CASE OF THE K FAMILY 


Mrs, K came to the clinic because she was 
concerned about her adolescent son's sudden 
rebellious streak (and the fact—revealed only 
later—that her daughter was about to have 
an "illegitimate" child), She was afraid her 
family was falling apart and was aware of a 
hopeless feeling that the family's problems 
were all her fault, Since it was Mrs. K who 
came for help (because her husband refused 
to seek help) she was "the patient" and the 
treatment was designed to help her cope with 
her feelings of guilt and responsibility. (The 
boy was seen by another therapist, very 
briefly). Mrs. K's therapist—with Mrs. K's 
insistence—bought her story that she was the 
guilty one, the unfortunate victim of her chil- 
dren's rebellious hatred. Gradually as the story 
unfolded and the family roles became clearer, 
it became apparent that Mrs. K was cast in 
the role of the guilty victim by her husband, 
who insisted on preserving the role of the 
innocent, self-righteous paragon of virtue. Her 
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husband and the rest of the family all col- 
laborated to avoid any friction with the ruling 
father by blaming the helpless, responsible 
mother. She came for help, hoping for reas- 
surance that the family problems were not all 
her fault but also hoping for an opportunity 
to point out the others’ flaws. 


With additional information, it became ap- 
parent that the “contract” implicitly partici- 
pated in the family scapegoating. Seeing Mrs. 
K in treatment, instead of the family (the 
husband, in particular) only reinforced her 
fear of failure and her negative role as the 
guilty, responsible one. The contract identified 
the “right” patient in the family’s eyes, but 
the “wrong” patient in our view. By the time 
the therapist pressed for family treatment, it 
was too late, since the premature contract had 
unwittingly reinforced the myth of the father’s 
blamelessness and the mother’s guilt. 


THE CASE OF MR. AND MRS. G 


Mr. and Mrs. G brought their five-year-old 
daughter to the clinic because they were con- 
cerned about her fear of people and her shy- 
ness. The parents reluctantly agreed to be 
seen in conjunction with their child's treat- 
ment, but the mother insisted that she would 
come only to provide information that would 
help the therapists “help her husband solve his 
problem.” “His” problem (revealed only later) 
was that he beat their two children. (This time 
it was the mother and the children who were 
innocent victims of the father’s seemingly in- 
explicable rages.) Later in the treatment it 
was discovered that Mrs. G’s first husband had 
beaten the children and that prior to her sec- 
ond marriage, before her present husband had 
arrived to fill his role, she had become so en- 
raged at the children’s demands that she had 
beaten them on several occasions. The ther- 
apist had difficulty shaking Mrs. G’s conviction 
that the problem was her husband’s.“alone. 
When money became short (and the treat- 
ment began to focus on the marital problems), 
the only compromise the parents would accept 
was individual treatment for the husband in 
addition to continued treatment for the five- 
year-old daughter. This “compromise” was 
hardly an adequate solution and only rein- 
forced the mother’s position as the innocent 
victim and the husband’s rage at the strength 
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she managed to display from her martyred 
position. 

When the therapist insisted that the problem 
was a marital one—and not the child’s prob- 
lem or the husband’s—once again it was too 
late and treatment was terminated when the 
mother refused to participate. Although treat- 
ment of the child ended abruptly, at least the 
confrontation labeled the problem correctly 
(for the husband, particularly, who was en- 
tirely too willing to accept his role). It was 
hoped that such a confrontation, however be- 
lated, might make it more difficult the next 
time around for the mother to insist that the 
problem was just his and nor theirs. 


DISCUSSION 

In all of these cases, the therapists 
found themselves operating with a “cor- 
rupt” contract—one that accidentally 
furthered neurotic aims rather than ther- 
apeutic change. Part of the problem 
stemmed from a premature decision as 
to how the various family members 
should be seen—in what combination, by 
whom, and towards what end. Crucial 
information emerged only gradually to 
illuminate the errors in the initial con- 
tract, which seemed quite benign at first. 
Mrs. J made another covertly resented 
self-sacrifice, giving up her own thera- 
pist for her son and our student. With 
more information earlier, it might have 
been possible either to confront her with 
her attempt or to make a contract that al- 
lowed her to work with both therapists. 
Mrs. $ and her daughter convinced the 
therapists that they needed to be seen 
separately in order to learn to relate 
better and separate effectively, but their 
neurotic pattern of exciting but fearful 
secrets was only aggravated by such a 
pseudo separation under the same roof. 
Had the therapists known more about 
the secretive patterns of communication, 
they could have implemented a treatment 
contract that would have confronted 
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them with the secrets in conjoint ses- 
sions or allowed genuine separation by 
suggesting two different agencies. In Mrs. 
K’s case, more information earlier about 
the family roles would have made it clear 
that seeing Mrs. K alone was going along 
with the family myth and identifying the 
wrong patient. With Mr. and Mrs. G, had 
the therapists been aware earlier of the 
pattern and history of the child-beating 
and the mother’s subtle encouragement 
of the father’s rage through her enact- 
ment of the innocent martyred role, they 
could have insisted earlier on marital 
treatment and avoided the money issue 
by seeing the parents instead of the chil- 
dren. But the contract—as it was—let 
the mother off the hook and focused (as 
she had hoped) on her husband’s prob- 
lems and his rage instead of hers. 

The danger of accidentally participat- 
ing in a corrupt contract that only facili- 
tates neurotic entanglements (like resent- 
ful self-sacrifice, fearful secretiveness, or 
deliberate scapegoating) is a problem in 
individual as well as conjoint therapy. 
Satir * and others have suggested family 
therapy as a solution to similar problems, 
particularly when the wrong patient is 
identified. Family therapy, however, is 
not always possible or necessarily desir- 
able. Extended intake interviews and a 
lengthy collection of historical informa- 
tion have also been suggested as anti- 
dotes. The trend toward limited intake 
and immediate therapy that avoids ex- 
tended information gathering and long 
waiting periods is a necessary change in 
treatment modes, but such a change need 
not preclude any systematic collection of 


81 


information. Since awareness of repeti- 
tive patterns can often help to prevent 
another repetition, it is important to 
gather some historical information, par- 
ticularly when working with beginning 
students who do not yet have the skill to 
pick up the subtle clues defensively 
avoided by the patient. It would also be 
helpful to make the contract as explicit 
as possible and to make it clear from the 
beginning that the contract is tentative 
and flexible, subject to renegotiation. 
We often act as if there is a taboo against 
asking for on-going feedback from the 
patient about his reactions to therapy. 
Either we feel we have to guess or that 
his feedback would not be valid. Some 
therapists, however, ask patients to write 
down their feelings after each session in 
order to be aware of transference reac- 
tions that might unwittingly interfere 
with treatment goals.? Gathering histori- 
cal material, making the contract ex- 
plicit and flexible, and requesting specific 
patient feedback can help to prevent 
contract problems, And (for those of us 
who still believe in the therapeutic value 
of “insight”) increased awareness of the 
problem should be a major tool in pre- 
venting accidental participation in “сог- 
rupt” contracts. 
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UNEXPECTED READING FAILURE 


Jean 5. Symmes, Ph.D. and Judith L. Rapoport, M.D. 


Eliminating children with any condition in medical history or present status 


learning problems, the remaining popu- 


that might indicate a predisposition to 


lation of 54 contained only one girl and was characterized by superiority in 
certain visual skills. A genetic linkage between spatial visualization and diffi- 
culty in acquiring reading skills is postulated. 


he importance of defining the popu- 

lation being studied and the universe 
being sampled in clinic research is be- 
ginning to receive more attention, as in 
the recent article by Chassan? in this 
journal. Because of its complicated 
etiology, there is no area to which this 
ің more crucial than research on read- 
ing; from biochemistry and genetics to 
psychiatry and educational methods, all 
major areas of scientific investigation 
have produced at least something with 
a low positive correlation with reading 
difficulty. In any research problem where 
there are many potentially relevant ante- 
cedent conditions, questions of how the 
sample is derived and what population 
is being inferred to must be dealt with 
explicitly, since composing a sample of 


children with condition X, some of 


whom have X because they have ante- : 


cedent A, some because they have had 
B, and some because they have had 
A and B and also C, makes it difficult to 
infer anything accurately about ante- 
cedent-consequent relationships. As Bel- 
mont and Birch 2 have pointed out, most 
of the samples cited in the literature on 
reading difficulty suffer from a lack of 
representativeness of any population 
and are at high risk for having other con- 
current pathology. They conclude that 
study samples used are in most cases 
“agglomerations of retarded readers for 
whom . . . test data were either available 
or readily obtainable." 

Two basic population sources seem to 
be used in most research on reading dif- 
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ficulty; we shall refer to these as the 
clinic model and the educational model. 
In the clinic model the sample used is 
of children who appear, in some manner, 
at the door of the clinic, and are asked 
to.enter in. It seems reasonable to as- 
sume that children who enter a neu- 
rology clinic will have a higher incidence 
of neurological problems than the popu- 
lation at large, and one can reason sim- 
ilarly with respect to psychiatrists’ doors. 
Yet the assumption seems frequently to 
be made that inferences from such clinic 
samples can apply in a general manner 
to reading difficulty in the population 
at large. It is common for the sample 
seen to be explicitly contaminated by the 
presence of more than one major prob- 
lem area; thus Silver and Hagin 1% point 
out that all children in their longitudinal 
study of reading disability were initially 
referred for behavior disturbances, and 
Rabinovitch arrived at his classifica- 
tion of “primary” and “secondary” re- 
tardation from within a population of 
children sufficiently disturbed to be in 
residential treatment. One must recog- 
nize that the subject population in such 
cases is the intersection of at least two 
classes, and that this limits the general- 
izability of the conclusions. 

A second problem in the use of clinic 
populations is the interlocking nature 
of symptomatology. Studies done within 
neurological clinics of children with 
reading difficulties have found as high 
as 50% of the subjects seen to have 
abnormal EEGs.* This would seem to 
be unrepresentative of any external pop- 
ulation, but the finding within such 
samples of a high incidence of behav- 
ior disturbance or "soft" neurological 
signs frequently seems to be used to 
strengthen both the population peculiar- 
ity and the related finding within the 
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population as important general ante- 
cedents of reading difficulty. 

When one turns from the Scylla of 
the clinic model to the Charybdis of the 
educational model, one encounters an 
entirely different, but equally biasing, 
set of perils to the population. The ed- 
ucation model opposes "poor readers" 
to "good readers," and attempts to as- 
sess differences on some dimension con- 
sidered relevant. The commonest crite- 
rion for *poor reader" is two or more 
years retardation below grade level. The 
resultant class of “poor readers" is, of 
course, of very mixed and frequently 
multiple etiology. In addition, it gener- 
ally tends to skew the sample in the di- 
rection of low intelligence; e.g., a fourth 
grader with an IQ of 120 who is strug- 
gling to read at the third-grade level 
would not be included in such a sample; 
a fourth grader with an IQ of 80 and a 
comparable discrepancy from his own 
expected level of functioning, would. 
Since the incidence of neurological, psy- 
chiatric and environmental disadvantage 
increases as one looks at lower IQ levels, 
sample selections made in this manner 
are probably more heavily weighted with 
such signs than the population of chil- 
dren with reading difficulty as a whole, 

In their excellent analysis of the diffi- 
culty of conceptualizing in this area, 
Wiener and Cromer 19 advance as most 
acceptable for explaining reading diffi- 
culty а multiple-antecedent multiple- 
consequent model. This assumes that 
different antecedents will have different 
consequents, at least theoretically spec- 
ifiable. Following this, one would 
attempt to control as many of the ante- 
cedents as possible and relate a (hope- 
fully unitary) antecedent to a specific 
consequent pattern of difficulty. As ex- 
amples of this model at work, they cite 


84 


De Hirsch’s® distinguishing between 
two groups of adolescents with language 
disorders by suggesting each type has 
a different etiology, and the work of 
Kinsbourne and Warrington 11 associat- 
ing two syndromes of developmental 
cerebral deficit to different forms of 
reading difficulty. 

In this study we attempted to control 
etiology by eliminating from the sample 
any children whose medical history or 
present medical status would place them 
in a high-risk position for reading, or 
indeed any learning disability. On the 
basis of pediatric history and exami- 
nation we excluded any children with 
uncorrected sensory impairment, any his- 
tory of chronic illness or serious acci- 
dent, seizures, or any of the prenatal 
or perinatal conditions relating to fetal 
anoxia and thus to neurological high 
risk, We excluded children with primary 
emotional disturbance, past or present. 
The sample is middle class or above by 
the usual criteria of socioeconomic 
status. 

It was our hypothesis that the children 
left would show 1) patterns of percep- 
tual functioning different from reading 
disability samples with mixed etiology, 
and 2) patterns different from most chil- 
dren who read easily. Since the sample is 
“medically normal,” it seems appro- 
priate to describe what we are looking 
for as patterns of normal perceptual var- 
iation. With the thought that discrep- 
ancies in test profiles would be better 
exposed in such a sample, we biased it 
slightly in the direction of looking at 
children of above average intelligence. 


POPULATION SOURCE 

The population was solicited by cir- 
culating a letter to public and private 
schools in the Washington area, asking 
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Table | 
SUBJECTS ELIMINATED IN INITIAL SCREENING 


REASONS BOYS GIRLS TOTAL 
Normal readers ! 2 3 
Neurological 

high risk 15 4 19 
Low intelligence 4 4 8 
Primary emotional 

disturbance 4 2 6 
Hearing loss 3 І 4 

27 ІЗ 40 


them to send us “children, ages 7-13, 
who have problems with reading for 
which there seems to be no obvious 
reason," mentioning as “obvious” se- 
vere emotional disturbance, minimal 
Cerebral dysfunction and generally low 
intelligence, Ninety percent of the chil- 
dren came in as a direct or indirect re- 
sult of this letter; ten percent came 
through word-of-mouth referrals from 
other parents. Of the 108 children who 
came to us, 40 were eliminated during an 
initial clinical screening, for the reasons 
indicated in TABLE 1. “Normal readers” 
includes several children, usually in an 
environment of high expectation, who 
are reading close to their own intellec- 
tual level but poorer than many of their 
peers, a situation not uncommon in a 
private school environment. *Neurologi- 
cal high-risk" includes children excluded 
by the pediatric criteria mentioned 
above, or diagnosis of “minimal cerebral 
dysfunction” past or present, abnormal 
EEGs past or present, or current neuro- 
logical diagnosis of any kind. “Low in- 
telligence" includes children with 95 IQ 
or less, in whom there were no unusual 
evidences of discrepant intellectual func- 
tioning to justify a guess that reading 
difficulty was primarily responsible for 
the low intelligence test score. “Primary 
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emotional disturbance” includes chil- 
dren for whom psychiatric referral was 
recommended on the basis of presenting 
history and intial interview. “Hearing 
loss” includes children excluded for 
significant loss within the speech range. 
(We had no exclusions for visual impair- 
ment). Twenty-three of the 40 children 
excluded from the study at this point 
were excluded for more than one reason, 
in which case a perhaps arbitrary judg- 
ment as to what was primary classifies 
the child; e.g. neurological signs were 
considered primary if both neurological 
and emotional disturbance were present. 

Within the remaining population of 
68, 14 more children were excluded af- 
ter the initial screening for the reasons 
given in TABLE 2. These children were 
all given the complete psychological test 
battery but are not included in the major 
statistical analysis, which includes all 
54 remaining children. Thus exactly half 
the clinic referrals are included in the 
study population, the other 54 being 
excluded as having, in our judgment, a 
primary neurological, psychiatric or 
other handicap that might in itself be 
sufficient to account for a retardation in 
the reading process. 


CLINIC PROCEDURE 
With the exception of a few cases 
where the father was overseas, all chil- 


Table 2 


SUBJECTS ELIMINATED FOLLOWING 
INITIAL SCREENING 


REASONS BOYS GIRLS TOTAL 
Abnormal EEG 4 0 7 
Hyperactivity 7 0 7 
Normal Reading ! 0 П 
Psychiatric Diagnosis 0 2 2 
12 2 14 


a_a 
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dren came to the clinic accompanied by 
both parents. Following the pediatric 
history and examination, audiological 
testing, EEG and a complete neurologi- 
cal examination were done, if the child 
seemed a likely subject. The child psy- 
chiatrist saw each child in a playroom 
situation and interviewed each set of 
parents. Children not continuing in the 
study were in some cases partially tested 
psychologically if it was considered nec- 
essary in order to make a Yelpful re- 
ferral to another agency or clinic. A 
case conference participated in by all 
staff and relevant school personnel, and 
a final conference with the parents, were 
held for each child. 

The 68 children surviving the initial 
screening were scheduled for psycholog- 
ical testing and for a complete speech 
and hearing evaluation. The latter in- 
cluded, in addition to the audiological 
testing for pure tones usually done dur- 
ing the initial screening, the administra- 
tion of the ITPA and a test of auditory 
discrimination in quiet and with a white 
noise background, all being adminis- 
tered in a soundproof room. 


PSYCHOLOGICAL TEST SELECTION 
The guiding principle behind the se- 
lection of tests to be included in the psy- 
chological test battery was a model of 
perceptual and cognitive processing 
based on information theory; the major 
theoretical indebtedness is to Haber.* 
An attempt was made to include mea- 
sures of auditory, visual, and tactile 
input, discrimination and memory, to in- 
clude measures of cross-modality trans- 
fer of information, and, on the output 
side, to include tests that would mea- 
sure the child’s facility with visual and 
auditory expression, based upon differ- 
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ent classes of input. With the thought 
that we might be able eventually to win- 
now the large research battery down to 
a practical clinical battery, an attempt 
was made to stay within tests that are 
widely available and have standardiza- 
tion information available in the ІНега- 
ture. A total of 76 test scores is avail- 
able for each child; a factor analysis of 
the test scores and an analysis of ap- 
parent subgroups of children within the 
population will be presented elsewhere. 


UNEXPECTED READING FAILURE 


What will be presented in this paper are 
those characteristics that seem to iden- 
tify the whole study population as a 
unique subclass of children with reading 
difficulty. 

At least one standard deviation be- 
tween WISC Full Scale IQ score and 
Wide Range Achievement Test Reading 
Score was necessary for the child to be 
included in the study; the mean differ- 
ence across the population is 28 points, 


about two standard deviations, 


CHARACTERISTICS OF THE STUDY POPULATION 


The 54 children in the study, then, 
have none of the medical characteristics 
that have been identified as having a 
low positive correlation with later read- 
ing problems. Developmental mile- 
stones, according to parental report, 
were average or above average with few 
isolated exceptions. In particular, speech 
and motor milestones are not noticeably 
deviant, Because of the frequency with 
which parents said something like, “We 
never thought he would have any trouble 
in school,” or “We never expected him 
to have a problem with reading,” we 


began to think of this as a group of 
“unexpected reading failures.” 


INTELLIGENCE TEST SCORES 

The mean intelligence test scores for 
the total population of 54 children, and 
subdivided by age groups 7-9, 9-11, 
11-13, are given in TABLE 3. 

Poorest scores within the subtests of 
the WISC at all age levels are Digit 
Span, Coding, and Arithmetic; the com- 
mon denominator to these three tasks 
seems to be the sequencing of symbols, 
whether input is auditory or visual. 


Table 3 
MEAN INTELLIGENCE TEST SCORES BY AGE GROUP 
жағын AGE 7-9 AGE 9-11 AGE 11-13 
= М= = = 
WISC FS IQ 113.84120 Nr гіш geri 
WISC VIO 110.1139 113.8 117.6 103.1 
WISC PIO 116.0-Е11.6 1173 120.6 127 
Information 1123.0 129 12.6 94 
Comprehension 12.83.4 13.1 134 124 
Arithmetic 10.42-2.8 114 11.5 92 
Similarities 133£3.0 133 149 124 
Vocabulary 1232.8 12.2 13.6 11.5 
Digit Span 8921.9 9.1 9.6 83 
Picture Completion 13.13.0 14.1 139 12.0 
Picture Arrangement 12.6£2.6 12.9 123 12.6 
Block Design 124-29 124 13.6 11.6 
OEE Assembly 1344311 14.0 "m 124 
Coding 992, 97 106 99 
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Highest scores are in Similarities and 
Comprehension among the Verbal sub- 
tests, Picture Completion and Object 
Assembly among the Performance sub- 
tests. 

Comparing “spatial” subtests (Pic- 
ture Completion, Block Design, Object 
Assembly) with "verbal" subtests 
(Comprehension, Similarities, Vocabu- 
lary) and “sequential” subtests (Digit 
Span, Picture Arrangement, Coding) 
one finds sequential tasks are done sig- 
nificantly poorer than either spatial or 
verbal tasks. It is no news that poor 
readers have problems with sequential 
processing; what comes out clearly in 
these profiles is a characteristic excel- 
lence in visual functioning and analytic 
processes, both visual and language 
based. Samples of poor readers that in- 
clude children of lower intelligence 
probably flatten mean scores for verbal 
analysis (Comprehension and Similari- 
ties); samples that include children with 
minimal cerebral dysfunction probably 
have more visual-motor difficulty and 
therefore would have lowered scores on 
Block Design and Object Assembly. 
However, it is apparently characteristic 
of many children who have great trouble 
with reading to have excellent visual and 
verbal skills. 

Constancy of the intellectual profile 
across age groups. When one compares 
the WISC scaled subtest scores across 
age groups, the shape of the profiles are 
remarkably similar. The oldest group 
is clearly losing ground with respect to 
factual information known, but the gen- 
eral shape of the curve, the general rela- 
tionship between what is done well and 
what is difficult for these children, seems 
to remain constant over age. On mea- 
sures other than the WISC, there like- 
wise seems to be no systematic early 
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deviation from age expectancy that 
would support an explanation in terms 
of “developmental lag” or immaturity. 
It is suggested that developmental lag 
may be a plausible explanation for an- 
other subclass of children with reading 
problems, namely those with neuro- 
physiological or neurochemical devia- 
tions great enough to be detectable by 
neurological examination, but there 
seems to be little evidence to justify in- 
voking it as an explanation for this class. 

The absence of visual-motor prob- 
lems. Difficulties in copying designs, 
either from memory or example, are not 
characteristic of this population, Mean 
Benton Visual Retention Test scores are 
above age expectancy, Benders (given 
only to the youngest group) are age ap- 
propriate, and the Slosson Drawing 
Completion Test mean score is 89% 
(with 85% the “pass” level at each 
age). It is suggested that the association 
of immaturity in visual-motor function 
that is frequently related to reading diffi- 
culty appears only in populations һеау- 
ily biased in the direction of attendant 
neurological signs. 

The superiority of three-dimensional 
spatial visualization, The anecdotal evi- 
dence that is common in the literature 
concerning these children’s skill at 
model building and visual classification 
was overwhelmingly present in our par- 
ents’ reports of their children’s activi- 
ties, also. Tests results support the gen- 
eralization that tasks involving visual 
recognition and three-dimensional spa- 
tial visualization are done at a superior 
level. A partial list of test scores sup- 
porting this generalization is given in 
TABLE 4. 

The absence of girls. As in all read- 
ing disability populations, more boys 
than girls were referred to the clinic 
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Table 4 

TESTS INVOLVING SPATIAL VISUALIZATION 

MEAN EXPECTED 
WISC Block Designs 12.4 10.0 
WISC Object Assembly 13.3 10.0 
Hiskey Spatial Relations 106.0 100.0 
Hiskey Visual Analogies 115.6 100.0 
ITPA Visual Reception 40.9 36.0 
ITPA Visual Closure 39.2 36.0 


(86 of the 108 referrals, or 80%, were 
male). We had no referrals at all of 
girls over eleven years of age. However, 
all girls except one Were eventually ex- 
cluded, usually for more than one dis- 
qualification. Socially, emotionally, and 
educationally, the family matrix from 
which the one surviving girl came Was 
quite deviant from our sample, in rule- 
breaking ways. For example, although 
her family was nominally middle class 
by father’s occupation and income, both 
family style and having 8 children pro- 
duced a near-poverty level of existence, 
with children attending large classes in 
city schools. Although this child could 
not be excluded as having primary emo- 
tional problems, father, mother, and 
other siblings had been receiving treat- 
ment in a psychiatric clinic periodically 
for several years. Our tentative conclu- 
sion is that when reading difficulty occurs 
in girls it is not usually perceptual in ori- 
gin, commonly has multiple causes, and 
tends to be resolved or no longer seen as 
a problem for various social reasons by 
adolescence. 

The absence of behavior problems. 
It is not surprising that this sample of 
children, prescreened for serious psy- 
chiatric pathology, should show such a 
low incidence of behavior problems. 
What we feel should be noted, however, 
is not only the absence of pathology but 
the presence of positive mental health 
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and effective coping on the part of both 
parents and children. The children en- 
joyed verbal communication; prelimi- 
nary hypotheses about social distance 
secondary to the isolation of reading 
difficulty were quickly dispelled. With 
almost no exceptions, these children 
were considered easy, pleasant children 
to raise; often they were considered 
more relaxed than other siblings free of 
learning problems. The bulk of the 
sample impressed the clinicians who saw 
them with their maintenance of stability 
and smooth social functioning. They en- 
joyed going to school and never “faked” 
illness or other excuses not to attend. 
They had friends in the classroom and 
participated іп what activities they 
could. Among the 68 children who sur- 
vived the initial screening, the only in- 
stances of unusual anxiety noted by the 
psychiatrist occurred in children who 
also turned out to have some disquali- 
fying condition, such as an abnormal 
EEG or a history and present problem 
of hyperactivity. (A selected group of 
15 parents was asked to formally com- 
plete the Werry activity rating scale; 
the average score was 8, which is ex- 
tremely low. A concurrent study at this 
clinic of hyperactivity in grade school 
children had a score of 30 on this scale 
as the minimum for inclusion in the hy- 
peractive sample.) 

Parents seem to have a solid basis of 
other satisfactions from these children, 
and it was impressive how staunchly 
the parents had defended their children 
from the teachers frequent complaint 
that “he doesn't apply himself," and how 
supportive some of the families had been 
in the face of critical appraisal from the 
school system. 

There was a high incidence of reading 
and learning disabilities in the immedi- 
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ate families of the children seen, as has 
been noted in other studies. Although 
we have only parents’ report on this, and 
the quality of memory for this class of 
information varied widely, when pa- 
rental report was detailed it was most 
convincing. We also found a number of 
families in which there seemed to be un- 
usual evidence of something one might 
call “visual  excellence"—architects, 
weavers who could remember a pattern 
after seeing it once, for example. 


. DISCUSSION 


The high incidence of reading diffi- 
culties in the immediate families of the 
children in the study and the absence 
of females suggest the possibility of a 
genetic explanation being relevant to 
this group. Hallgren® has, of course, 
proposed a genetic explanation in his 
study of the incidence of dyslexia in 
Swedish school children, arriving at the 
notion that a single autosomal domi- 
nant'gene was implicated, Evidence from 
Hermann’s 19 twin studies supports the 
notion of genetic involvement, all 12 
monozygotic twins being concordant for 
dyslexia, and only 11 of 33 dizygotic 
pairs being so classified. However “dys- 
lexia,” as it is used in the neurological 
literature, is not exactly what we are 
studying here; Hallgren's sample in- 
cludes a high incidence of speech dis- 
orders and left-handed subjects, for 
example. A sample including neurologi- 
cally implicated children is subject to a 
number of genetic influences, parietal 
lobe dysfunction, developmental speech 
disorders,? and peripheral dominance * 
all showing some genetic influence.!5 
Since all of these occur in Hallgren and 
Hermann's samples, and none of them 
occur in ours, it seems likely that the 
genetic mechanism is not the same, In 
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addition, one would predict from Hall- 
gren's analysis a one-to-one sex ratio, 
which clearly will not fit our sample, 
nor most reading disability samples, in- 
cluding his own. 

It is suggested that the superior three- 
dimensional spatial visualization, which 
has been noted as a characteristic of 
some dyslexics frequently and seems to 
be an outstanding characteristic of the 
children in our sample, may be respon- 
sible for this possible genetic linkage. 
Studies of spatial visualization by Van- 
denberg?? and Stafford!" indicate that 
the aptitude for visualizing space has a 
hereditary component that is trans-: 
mitted by a sex-linked recessive gene. 
The location of such a trait on the X- 
chromosome results in unique family 
constellations, Such a mechanism would 
account for the absence of girls from 
our sample and perhaps go some dis- 
tance toward explaining the extremely 
high prevalence of reading problems in 
our culture, predominantly present in 
boys, rarely estimated as less than 10% 
and frequently as high as 30%, Al- 
though male children are at higher risk 
for much neurological and pediatric 
pathology known to be relevant to 
whether or not one learns to read well, 
this would not seem an adequate ex- 
planation for the high incidence in the 
population in general Only a minority 
of the children with any given neuro- 
logical-high-risk antecedent seems to 
have trouble learning to read, and there 
are clearly many children with no dis- 
cernible neurological abnormalities, how- 
ever tenuous, who have serious trouble 
doing so. While there may be something 
neurophysiologically or neurochemically 
different about the structure of such 
children's brains, it would perhaps be 
better to think of it in terms of normal 
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perceptual variation rather than to con- 
tinue to think that some underlying 
defect must logically be present. Syn- 
dromes such as Turner’s, where deficits 
in space-form perception and/or direc- 
tional orientation are present, do not 
produce deficient reading; it has been 
inferred from this that reading deficiency 
must be specific to language.’ We sug- 
gest the following as an alternative ex- 
planation. 

In what way could a facility for three- 
dimensional spatial visualization be im- 
plicated as an antecedent of reading 
difficulty? The constant confusion of b, 
р, q, d, for example, may give us a clue. 
These may be encoded by such children 
most easily as relating to one three- 
dimensional form, and the identification 
of the letters as four distinct two-dimen- 
sional forms may be a difficult and un- 
natural one. А recent article by 
Makita !? in this journal points out the 
absence of such “mutual-mirroring” in 
the Japanese Kana script (primarily 
used for beginning reading instruction) 
and relates this to the extremely low in- 
cidence (0.98%) of reading disability 
in Japan. If we think of the relationship 
between b-p-q-d as a possibility for 
“mutual cubing” rather than “mutual 
mirroring” it seems possible to assume 
that a dominant tendency to relate forms 
to other forms three-dimensionally may 
underlie that frequent question of the 
type “Is that a Ф or a ‘p’? I forget . . .” 
The same hypothesis may account for 
the poor scores in visual sequencing, 
since confusions in encoding incoming 
visual information could easily make this 
a more difficult type of task. 

If the recognition process in reading in- 
volves establishing an effortless isomor- 
phism between an auditory and visual 
pattern, such children, with even the 
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slightest difficulty in auditory processing, 
may have to cope with an extremely dif- 
ficult task; children without any auditory 
processing problems may be able to 
learn to distinguish commonly reversed 
symbols on the basis of a firm phonetic 
correspondence with greater difficulty 
than other children, perhaps, but ade- 
quate to learn to read. 

As soon as one begins to think that a 
definite subclass of children with reading 
difficulty may have it as a partial result 
of a facility, rather than as a result of a 
weakness or a disability, the educational 
implications would seem to change. Per- 
haps we should be teaching such chil- 
dren geometry before reading readiness; 
perhaps in this multimedia age we 
should be finding visual ways to present 
much that we lazily relay now by the 
printed word; perhaps we should make 
more of a point of razor-sharp phonetic 
discrimination in early reading to carry 
the process securely on onc side, at least. 

A reversal in reading made by a child 
who had trouble being born, has a mildly 
abnormal EEG, exhibits a few parictal 
lobe signs, and rotates Bender Gestalt 
figures in a way characteristic of organic 
deficit must have an entirely different 
etiological origin than a reversal made 
by the type of child seen in this study. 
Understanding this may have been ob- 
scured by our desire to account for 
reading difficulty in terms of unitary 
patterns of pathology that we could re- 
late to discernible neurological signs. As 
every psychologist knows, any given be- 
havior may be present for more than one 
reason, and apparently we have yet 
another instance of that here. 
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THE PROCESS OF INFANTILIZATION 


Shlomo A. Sharlin and Norman A. Polansky 


School of Social Work, The University of Georgia 


Infantilization was identified by David Levy as one form of maternal over- 
protection. Recent research on child neglect in rural Appalachia suggested 
an intergenerational “cycle of infantilization" among mothers, A study was 
made, linking 10 decrement among a group of mildly retarded children” to 
specific child-rearing practices of their mothers. The results clarify the de- 
velopment of the infantile personality, especially among handicapped children. 


T here is general agreement about dis- 
tinguishing marks of the grossly im- 
mature or infantile personality in adult 
patients. In cognitive-intellectual func- 
tioning, we note the absence of fine 
distinctions among ideas, concreteness, 
impaired reality-testing, and limited abil- 
ity to integrate or to solve problems. 
‘Emotionally, we remark inability to bind 
frustration, the raw quality of affect, the 
proclivity to an all-or-none response. 
Interpersonal relations are dominated by 
separation anxiety and lonely clinging 
rather than mature object relations. 
Jurgen Ruesch 14 pointed out that inept- 
ness in resolving tensions through taking 
action results in somatizations with con- 
sequent disturbances in the gastrointesti- 
nal and cardiovascular systems. 


Infantilism may be said, then, to per- 
vade the personality, finding representa- 
tion in each functional sphere. Our at- 
tention was drawn to this concept in 
the course of investigating marginal child 
care and child neglect in rural Appa- 
lachia.!? Markedly infantile features аге 
ubiquitous among mothers involved in 
neglect. Moreover, their own back- 
grounds often—though by no means 
always—contain deprivation at the 
hands of childish women. It is possible 
to identify an intergenerational cycle of 
infantilization as a prevalent phenome- 
non of child neglect. In this cycle, the 
woman's immaturity pervades her moth- 
ering, and her own children in turn are 
prone to emerge as childish people. 

This is an overall sequence, whose 
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details remain obscure. What do we 
really know about the specific transac- 
tions out of which infantilism emerges? 
We indict deprivation; we cite overindul- 
gence. But statements at too general a 
level cannot stimulate the advance of 
theory—and in counseling parents, such 
statements are disastrously smug and 
nonspecific. What advice ought be given 
the parent of a retarded child? To be 
permissive or to make demands? To 
spank or not to spank? In short, by what 
optimal balance can he best express 
love? 

We shall report research with 52 
mothers and their mildly retarded chil- 
dren. The aim of this exploratory study 
was to specify maternal attitudes and 
behaviors that deter a retarded child 
from attaining his potential. In addition 
to its immediate clinical usefulness it 
was hoped the information obtained 
would illuminate the general problem of 
infantilization.* 


INFANTILIZATION AND 
THE SELF-REGARDING ATTITUDES 
The concept of infantilization was first 
given comprehensive treatment by David 
Levy? in 1943. He listed it as one of 
four forms of maternal overprotection, 
the others being: excessive contact, pre- 
vention of independent behavior, and 
lack or excess of maternal control. Levy 
used: the term quite literally, referring 
to care given a very young child. 


Infantilization consists in the performance 
of activities in the care of the child beyond 
the time when such activities usually occur. 
Infantilization refers also to the continuity 
of the same type of care ordinarily modified 
in later years. (p. 53) 


Infantilization refers to actions and com- 
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munications by which we encourage an- 
other to remain, or to become, less com- 
petent and self-sufficient than he might 
otherwise be—to act as if he were a 
young child, e.g. helpless, fearful, selfish, 
at the mercy of his impulses. Nor is the 
conception limited to mother-child pairs. 
It seems to us quite appropriate to refer 
to “women who infantilize their hus- 
bands,” a pattern not uncommon in our 
mountain families. It is not necessary to 
be chronologically young in order to be 
infantilized. 

Following Levy, however, we should 
emphasize that the term is an interper- 
sonal one. Whereas fixation describes a 
vicissitude in the investment of libidinal 
energies, by infantilization we have in 
mind a relationship through which this 
inappropriate persistence is made more 
likely. Because the conception is inter- 
personal, motivations on both sides come 
under scrutiny. Infantile personalities 
succeed in inducing complementary in- 
dulgences from those who remain inti- 
mately involved with them. And, of 
course, those articulating with them are 
having their own needs met. Speaking 
conceptually, it is unwise to assume one 
is the victim of the other. 

Despite the significance infantilization 
has to clinicians, there have been prac- 
tically no empirical studies toward its 
explication since Levy's germinal writ- 
ing. Of course, there is an enormous 
literature dealing with effects of child 
rearing practices on limited dimensions 
of the child’s personality, such as de- 
pendency,® 15 self-reliance,’ and aggres- 
sion? Closest to our interest was the 
study by Baldwin et al.* in which they 
devised a Babying Scale. Mothers rated 
high on this were said to *. . . actually 


* We wish to thank Dr. B. H. Hartman and the staff of the Developmental Evaluation Clinic 


of Western North Carolina. 
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underestimate the child’s level of ability 
—or, they may find it more conyenient 
to control his behavior by keeping him in 
a relatively helpless state.” (р. 8) It is 
not surprising that these studies contain 
seeming contradictions; conflicting re- 
sults testify to the difficulty of finding 
an optimal balance to foster growth. In 
this study, we have organized our ap- 
proach to data-collection along another 
avenue. 

We noted that gross immaturity in 
the adult personality finds its reflections 
in cognitive, affective, interpersonal and 
even somatic spheres. There is another 
expression, and this is in the bizarre 
blend of arrogance and self-abasement 
that so often accompanies the syndrome. 
It has seemed worthwhile to us to attend 
seriously to malformations in self-regard- 
ing attitudes. In infantilization, the 
mother communicates to her child some- 
thing about her own perception of his 
worth and abilities. Rightly, and some- 
times wrongly, the youngster infers her 
perceptions from her actions as well as 
her words. What he thinks she wants of 
him invades how the child feels about 
himself. Therefore, beyond the tradi- 
tional lines of research, it occurred to us 
that the process by which patients be- 
come pervasively fixated might fruitfully 
be conceptualized in terms of the crucial 
intervening role of self-regarding atti- 
tudes. 

We began by reviewing treatment ex- 
periences we and our colleagues had had 
with immature adults, and especially 
with neglectful mothers. There are self- 
conceptions that seem common to many. 
Such attitudes come across primarily 
from the way the patient treats himself, 
and we have to infer them; but occa- 
sionally they are conscious, formulated, 
and openly expressed. Rather than ob- 
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scure the picture by referring to abstrac- 
tions such as omnipotence fantasies or 
oceanic feelings, we sought concreteness. 

Briefly, the patient acts as if he feels: 
“[ am helpless;" “I am weak;" “I must 
be careful;" but, at the same time, “I am 
too perfect to fail." Underlying such feel- 
ings is an insistent voice within him, ex- 
perienced as not quite his own, saying: 
*You are still a part of your mother;" 
*You are fragile and easily damaged;" 
but also, “You are—or should be— 
special." The cost of being special is to 
be defective and weak; and the price for 
an illusion of fusion * with one's mother 
is to be an indistinguishable personality. 

What are the consequences of these 
feelings in the evolving person? One ef- 
fect is bodily incoordination, common 
among infantile characters. The clumsi- 
ness may be attributed to generalized 
difficulty with integration, but a struc- 
tural explanation does not allow for the 
dtamatic improvements we see in re- 
sponse to shifts in dynamics. There is 
lack of confidence in using themselves 
(*I am weak"). Another effect is the 
failure to acquire skills, reminiscent of 
the boy who, asked if he could skate, 
replied, “I don't know, I’ve never tried.” 
Because failure is such an insult, the 
attitude is, “if at first you don’t succeed, 
the hell with it.” (“I must be perfect.”) 
So, they are unable to practice. 

Other clinicians will add their obser- 
vations and their own permutations to 
those we have sketched here. Nor do we 
urge that other explanations of develop- 
mental arrest are irrelevant. What we 
want to emphasize is: 1) that the self- 
image of the infantile person is distorted 
in predictable patterns; 2) that these 
self-regarding attitudes have been influ- 
enced by communications from the 
mother; and 3) that they articulate with 
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other inadequacies that are common, 
although not universal, in persons with 
such character structures. 

In our study of intellectually handi- 
capped children, empirical associations 
obtained would be of interest regardless 
of the theory being pursued. However, 
we have wanted to present the formula- 
tion that guided our work to show the 
degree to which our findings have proven 
consistent with it. Briefly, we postulated 
a deviant maternal role in which a 
mother infantilizes her child. The child 
plays into this role with pathological 
complementation: he obliges his mother 
by failing to develop to his fullest. 

The study was designed as a follow-up 
of children seen between 12 and 30 
months previously. Thus, while cooper- 
ating with the research, the patient was 
offered re-evaluation as a service. Sub- 
jects were borderline or mildly retarded 
children (IO range from 52 to 84) * 
between the ages of seven and twelve, 
neither malformed nor noticeably handi- 
capped physically. All were being cared 
for in their own homes. Of those ap- 
proached, 85% cooperated fully with the 
study, and most others had objective 
reasons for nonparticipation. A total of 
52 mother-child pairs was finally in- 
cluded. Socioeconomically, the sample 
was primarily working and/or lower 
class, with forty-four families in classes 
° IV and У on the Hollingshead scale." 

Information was obtained from both 
mother and child. We began with a so- 
cial work interview in the home, largely 
covering child care practices. Subse- 
quently, mother and child came to the 
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clinic, where the child received psycho- 
logical and other examinations, the 
mother was further interviewed, and 
both were then seen for a situational 
test. Germane to the present interest 
were data regarding: the criterion for 
having been infantilized; communications 
from mother to child; direct observation 
of mother-child interactions; and an 
estimate of the patient’s gross motor co- 
ordination. 


THE CRITERION FOR 
HAVING BEEN INFANTILIZED 

How shall we decide which parental 
behaviors are, in fact, infantilizing? Two 
routes are accessible. We may observe 
the child caring, and label what we see. 
It will be recalled that Levy ê proposed 
that infantilization is present when care 
is given the infant beyond when it is age- 
appropriate. An alternate route is to look 
for sequellae in the youngster as evidence 
that he has been infantilized. Those pat- 
terns of child rearing empirically asso- 
ciated with the criterion are inferred to 
be infantilizing. The latter is the logic 
followed here. 

To operationalize having been infan- 
tilized, a measure was needed that would 
be objective, and independent of data on 
the mother. Each subject had, of course, 
had previous psychological testing. Re- 
testing was done, using the WISC.** 
Test-retest correlation between our re- 
sults and those of several previous testers 
was --.72, serving to validate the whole 
testing program. 

The IQ reflects development of ca- 
pacity in proportion to chronological 


* These cases range one to three standard deviations below the mean. See Heber ê, Table II, 


p. 59. 


жж АП retesting was done by our colleague, Robert Borgman. Previous tests were based either 
on Stanford-Binet or the Wechsler Intelligence Scale for Children. 
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age. Therefore, a lowering of this quo- 
tient indicates failure to continue de- 
velopment at the expectable rate. Of the 
52, subjects, 15 gained, 4 remained the 
same, and 33 dropped. The average de- 
crease was 4.5 points (from 69.8 to 
65.3). Hence, we set as our criterion of 
having been infantilized a relative drop 
in IQ of five points or more. In other 
words, the criterion for having been in- 
fantilized in intellectual spheres was a 
decrement in IQ greater than average. 


MATERNAL COMMUNICATIONS 

The aim of this pilot study was to 
learn how the self-regarding attitudes 
that deter development are communi- 
cated. We undertook to see what could 
be discovered by interviewing the moth- 
ers. An outline for interview was de- 
signed to probe areas of child rearing— 
feeding policies, practices at bedtime, 
supervision—in. line with hypotheses 
about dimensions of maternal behavior 
that seemed relevant, and feasible to 
study through mothers’ reports. Ques- 
tions were open-ended, and the inter- 
views were coded subsequently without 
knowledge of the child's status on the 
criterion variable. 


MOTHER-CHILD INTERACTION 

To observe directly a current sample 
of interaction, we preferred a standard- 
ized situation that would be plausible to 
the participants as part of re-evaluation 
procedure, and also likely to induce rele- 
vant behaviors. A situational test was de- 
vised for the clinic visit, in which the 
child was given a series of four puzzles 
graded in difficulty to solve in the pres- 
ence of his mother. Instructions to the 
mother about whether or not to inter- 
vene to help her youngster were delib- 
erately ambiguous. A complete process 
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record was kept, using precategorized 
data sheets and narrative protocols. 

One dimension to observe was sug- 
gested, oddly enough, by the need of so 
many immature adult patients to watch 
the therapist's expression closely. In this 
situation, the child was at a small table. 
Nearly all mothers chose a seat behind 
the child, so it was easy to count the 
number of times a child “looked at" his 
mother while saying nothing. This visual 
clinging we termed Mother-Relatedness 
in the study. Children who silently 
looked at their mothers four times or 
more were above the median of this 
sample. 

The ‘situational tests were also scored 
for Maternal Zealousness. Sixteen moth- 
ers remained passive during their chil- 
dren's work on the puzzles, but the other 
36 intervened to help in varying degrees. 
Their actions ranged from offering sug- 
gestions verbally to showing the child 
the solution by doing the task for him. 
Levels of intrusiveness were subjected to 
scalogram analysis, yielding a 94% co- 
efficient of reproducibility. The proba- 
bility of chance-ordering (estimated by 
Polansky's 11 method) was .001. Hence, 
the mothers could be dichotomized be- 
tween those High and those Low on 
zealousness in this setting. " 
GROSS MOTOR COORDINATION 

We have mentioned our hypothesis 
that attitudes toward the self prevalent 
among infantile personalities compound 
their difficulties with physical coordina- 
tion. We composed a Gross Motor Co- 
ordination Test from a set of indicators 
that the clinic, following. Mark Олег, 
was already employing during neurologi- 
cal examination. The eight items in this 
scale range from “Throw a Ball" to 
“Skipping” and “Tandem Walking.” The 
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scale adopted proved easy for our 
youngsters: about 60% passed all items. 
Still, the scale was independent of sheer 
chronological age, and did prove to have 
interesting psychological correlates. 


MANIFESTATIONS OF INFANTILISM 

We postulated that infantilism is a 
single constellation with reflections in a 
variety of ego functions. Taking the in- 
telligence test score as a reasonable index 
of general intellectual intactness, we de- 
fined having been infantilized in terms of 
relative decrement in ТО. 

Several features of the operational 
definition should be kept in mind as we 
present our data. First, the relative drop 
in IQ is a difference-score, not an index 
of level of intellectual functioning. In 
this study, the size of the decrement was 
not correlated to absolute mental age. 
Second, all these youngsters were sub- 
stantially below average on their initial 
tests scores. Therefore, one must not 
confuse IO decrement with “regression 
toward the mean;” it signifies quite the 
opposite. Finally, experienced research- 
ers will be conscious of the constricted 
range among children in our sample. 
Typically, the more constricted the 
range, the harder it is to overcome mea- 

ement error and demonstrate substan- 
tive relationships. Let us begin by com- 
paring the IQ decrement with a couple of 
concurrent measures in quite disparate 
ego spheres. 


10 DROP AND 
PHYSICAL INCOORDINATION 

We postulated that one reflection. of 
infantilism would be poor physical co- 
ordination, because of sense of one’s own 
tenderness, and dread of failures. While 
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the idea seems reasonable, we do not 
know that it has ever been shown. Is 
it true among children all of whom are 
intellectually below average? 

Large muscle skills were assessed with 
the Gross Motor Coordination Test 
(GMCT). Of those youngsters who held 
their own in IQ, 70% passed the 
GMCT; of those whose IQs declined, 
46% passed. The difference is significant 
at .05 by chi square test.* These results 
support the conception of infantilism as 
pervasive. 


1Q DECREMENT AND 
VISUAL CLINGING 


One dimension selected for study out 
of the situational test of mother-child 
interaction was the form of visual cling- 
ing that we termed Mother-Relatedness. 
Some comments about children from dis- 
organized families by Eleanor Pavenstedt 
and her co-workers 19 are of interest: 


Auditory and particularly visual hyperalert- 
ness, with excessive focusing on the actions 
of adults, existed alongside their striking un- 
responsiveness to large segments of the ex- 
ternal world. ... We found that the children 
paid attention with high concentration to 
external cues of their own choosing. . . · 
With suspicious alertness the children were 
skillful in reading visual cues . . - (р. 624) 


We predicted infantilized children 
would show more Mother-Relatedness. 
Of the children whose IOs dropped, 
6596 were above the median; of the non- 
infantilized, 38% were above the me- 
dian. The difference was significant at 
beyond .03, confirming the hypothesis. 
This result further supports the concep- 
tion of infantilism as typically pervasive. 
And, just to complete the triangle, we 
should add that children high on visual 


* Unless otherwise specified, all associations in the predicted direction report one-tailed tests. 
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clinging were also likely to be poorly 
coordinated physically (P<.01). 

To our knowledge, the associations 
among these distal variables have not 
previously been reported. Taken to- 
gether, they encourage acceptance of the 
validity of measuring infantilism through 
IO decrement as we have done in ana- 
lyzing the data presented below. Let us 
шгп next to data regarding the com- 
munication of infantilizing self-regarding 
attitudes. 


AN INFANTILIZATION SCALE 

We begin with an overview of our 
data, The first question is whether, and 
to what degree, it was possible to pre- 
dict the IQ decrement from the totally 
independent interviews with the mothers. 

е dichotomized our group into the 26 
who showed a relative drop in IQ and 
contrasted them with the other half who 
—Trelatively speaking—held their own. 
After having been coded without knowl- 
edge of the youngster's IO scores, inter- 
views with the mothers were tabulated 
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in search of variables that associated to i 
infantilism. a 
Even within the constricted range of 
sample, it is clear that our success in | 
identifying releyant variables far ex- 
ceeded chance expectancy. Of 30 at- 
titudinal variables coded, nine showed 
differences in the direction predicted at 
beyond .05; another eight showed 
“trends” (i. e. significant at beyond .10). 
From these seventeen variables, we de- 
rived a composite scale made up of 42 
specific behavioral items. Each item was 
then assigned a simple plus or minus 
weight, depending on whether or not it 
was positively or negatively associated 

with infantilism in the child. 

Space does not permit presenting the 
full Infantilization Scale, but perhaps 
the few extracts shown in TABLE 1 will 
serve to make it tangible. A relatively 
high score would mean an infantilizing 
mother; women with many minuses are 
non-infantilizing. The scale gives us a 
composite view of the process, and per- | 
mits us to determine the extent to which ” 


Table | 
SAMPLE ITEMS ON THE INFANTILIZATION SCALE 


VARIABLE 1.а 


child a bath. 


2. Some. Father reported one of three above activities. 

3. Much. Father reported changing diapers, feeding, and giving child baths. 
VARIABLE Il.c MOTHER'S AWARENESS OF CHILD'S ACTIVITIES: 

18. Mother keeps track of exactly where child is and checks on him often. 

19. Mother reports not keeping track of where child is but checks occasionally. 

20. Mother never keeps track nor checks where child is. 


VARIABLE Ill. MOTHER'S RESPONSES TO CHILD'S DEMAND FOR ATTENTION 


WHEN SHE IS BUSY: 


28: Морад goes оп about her business. 
. Mother indicates that her reaction depends on what the chil 

d 3 
30. Mother responds promptly to child's demands or "gives in." Ns 


AMOUNT OF FATHER INTERVENTION WHEN CHILD WAS A BABY: 
l.None. Father reported never changing diapers, feeding, or giving 


VALUE 


The complete Infantilization Scale, as well as other scales and details of the data, may be obtained 


from the authors. 
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the IQ decrement was able to be pre- 
dicted from the maternal interviews. 

The Infantilization Scale correlates 
4-.59 to the size of the ІО decrement; 
this is significant at beyond .01. In other 
words, the greater the infantilization, the 
more the IO declined between initial 
testing and our follow-up study. As one 
would expect, the scale also associates 
significantly to Mother-Relatedness in 
the situational test (P<.05). And there 
is a negative relationship between large- 
muscle coordination and infantilization 
by the mother (P<.02). Obviously, we 
have had considerable success, in this 
exploratory study, in identifying relevant 
child care dimensions. 

But is the mother infantilizing, or is 
she responding to the youngster’s help- 
lessness? Here we must recall that the 


‚ correlation is not to the child’s actual 


"mental age, but to the relative change 
in ability, which we took as evidence of 
infantilism. Another conclusion we may 
draw from the statistics relates to the 
direction of the infantilization. The dan- 
ger of infantilization of the youngsters 
in this sample, at least, lies more in 
maternal overconcern then overdemand- 
ingness. 


` GOMMUNICATING A SELF-IMAGE 
Қ: propose that infantilization may 
be understood as a process in which the 
child’s self-regarding attitudes are shaped 
by his mother. From reviewing immature 
adult patients, we formulated four “mes- 
sages" from their mothers, which they 
seem to have partially incorporated into 
their self-concepts. These are: 1) You 
are part of your mother. 2) You are 
fragile. 3) You are special. 4) You are 
unlovable. 

While these attitudes are not seman- 
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tically consistent, one with another, they 
are not psychologically discordant. It 
is common to find them compresent in 
immature patients. We must go beyond 
the overall Infantilization Scale, there- 
fore, to examine how each of these mes- 
sages is communicated to the young 
child through his mother’s behavior and 
attitudes. 


YOU ARE PART OF YOUR MOTHER 

A number of responses in the inter- 
view may be taken as indicative of the 
mother’s own resistance to separating 
herself, One way in which this came 
through was in discussing the father’s 
role. More infantilizing mothers reported 
that their husbands took no part in car- 
ing for the infant; more also described 
the father as inconsistent in discipline. 
Of the 52 women, ten reported never 
having left their handicapped children 
with a babysitter or anyone else; eight 
of these paragons had youngsters whose 
IQs declined. 

We also inquired whether there was 
some adult, other than the child’s pa- 
rents, who was significant in the child’s 
life—a teacher, a neighbor, or a relative. 
According to their mothers, 58% of the 
non-infantilized children had such con- 
tacts in contrast to 19% of the infan- 
tilized (P<.01). We have the picture 
of a mother unable to share her child. 
The reasons for this must lie within her 
own personality, of course.?? It is con- 
sistent with an inference of separation 


anxiety that, whereas 77% of the non- =. 


infantilizing mothers have held employ- 
ment outside the-home for over a year 
at some point in their lives, this is so 
for less їһай half the infantilizing moth- 
ers. 
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YOU ARE FRAGILE 
There appeared to be three concerns 
among the infantilizing mothers that 
would communicate to the child a sense 
of his own vulnerability: closer super- 
vision (e.g., keeping the child always in 
the yard); the conviction that the child 
often hurts himself; and—oddly enough 
—a reluctance to spank that was oc- 
casionally attributed to fear of harming 
him further. Of eighteen sets of parents 
who do not spank the child now, thirteen 
had youngsters whose IQs declined; ten 
of the twelve who had never been 
spanked showed decrements, It seems to 
us doubtful that intelligence can be 
raised by repeated pressure on the bot- 
tom, so we believe that it is the attitude 
associated with non-spanking that war- 
rants scrutiny. 


YOU ARE SPECIAL 

The sense that he has been chosen is 
a mixed blessing to the infantile person. 
Does it mean he is atypically bad? Or 
uniquely good? This is an acute issue for 
the person with a defect. 

A very few in our sample were only 
children, so it was possible to ask most 
mothers to compare rearing their handi- 
capped children with caring for his sib- 
lings. An interesting pattern of response 
came through. The infantilizing mothers 
showed a mixture of indulgence, denial, 
and some complaining. 

Іп describing the children, it was the 
non-infantilizing mothers who made 
more openly unfavorable remarks about 
the handicapped youngster. They were 
also more openly critical—e.g., of the 
child’s annoying behavior at mealtimes. 
Infantilizing women, on the other hand, 
were more likely to give in to the child’s 
demandingness and were more permis- 

sive toward misbehavior. No wonder 
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significantly more of them report the 
damaged child harder to rear than his 
siblings. One might broadly characterize 
the non-infantilizing mother as both 
more realistic and more even-handed. 
Infantilizing women deny their irritation; 
they treat the retarded child as “special” 
—and burdensome. 


YOU ARE UNLOVABLE 

We found no clear evidence, however, 
of a blatant statement to the child that, 
“You are unlovable.” Nearly all these 
children are loved. For the moment, 
therefore, we assume that the sense of 
worthlessness that accompanies infan- 
tilism is based on the reintrojection of 
hostile impulses. 


STIMULATION 

Finally, we picked up some leads in 
this exploratory work that may involve 
maternal attitudes, but can be inter- 
preted more parsimoniously in terms of 
the theory of cognitive stimulation. One 
finding, for instance, confirmed other in- 
vestigators. Youngsters placed in regular 
classes in the schools were less likely to 
show an IQ decrement than were those 
in special classes. This difference was 
significant at beyond .05, using a two- 
tailed test since it was not predicted, 


It will be recalled that we позе 


Maternal Zealousness in the situational 
test. Contrary to expectation, the active, 
intrusive mothers in this sample did not 
have the infantilized children. We now 
believe the guidance and stimulation of 
these active women compensate the child 
for taking over of his problem-solving. 

We also queried the mothers regarding 
whether or not they had played much 
with their child when he was an infant. 
Half the infantilizing mothers report 
never playing with the infant, as com- 
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pared with less than a fifth of the non- 
infantilizing, Again, we see the pattern 
of an anxious, unstimulating relation- 
ship. 

The data regarding stimulation are 
fragmentary, since they were peripheral 
in the study. But, it was intriguing to dis- 
cover discernible effects of cognitive 
stimulation in a sample of children of 
whom all are borderline or mildly re- 
tarded and in their later childhoods. 


SUMMARY AND CONCLUSIONS 

Infantilization is defined as a process 
in which we encourage another to be- 
come, or to remain, less competent and 
self-sufficient than he might otherwise 
be, The resulting infantilism is, typically, 
pervasive of the personality; it has mani- 
festations in a variety of perceptual and 
executive ego spheres. We have explored 
some dynamics of the process from the 
point of view of how self-regarding at- 
titudes are shaped in the course of 
mother-child communications. These dy- 
namics were investigated within a group 
of borderline and mildly retarded chil- 
dren, However, the conception of infan- 
tilization is intended to be broadly ap- 
plicable. 

The operational definition of “having 
been infantilized” was a loss in the in- 
telligence quotient greater than average 
in the sample. Two concurrent measures 
were found significantly related to IQ 
decrement: poorer large muscle coordi- 
nation, and visual clinging to the mother 
in a task situation. These relationships 
among distal variables support the pos- 
tulate that infantilism is usually perva- 
sive. It is, of course, possible for an ex- 
tremely childish person to be highly 
gifted in one or more areas, but that 
is the exception. 

Through interviewing mothers about 
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their child rearing practices, the mech- 
anisms by which limiting self-attitudes 
are incorporated were studied. It was 
shown that the drop in IQ was predict- 
able from a composite scale of child 
rearing practices. More specifically, we 
posited several self-regarding attitudes 
fhat appear to be taken over from the 
mother. The children who were objec- 
tively identified as having been infan- 
tilized had mothers who more often 
transmitted three messages: "You are 
part of mother"; “You are fragile”; “You 
are special.” However, we did not find 
clear evidence, in this sample, of trans- 


- mission of the other attitude also com- 


mon among grossly immature patients, 
namely, the sense of being worthless and 
unlovable. 

We have long been aware clinically 
that environments that are under-nour- 
ishing as well as those that are over-in- 
dulgent both deter psychological growth. 
Among mothers with handicapped chil- 
dren, we found the tendency was to err 
toward solicitousness rather than de- 
mandingness, In counselling parents of 
the retarded, the mother unable to sep- 
arate herself from her child may well 
exacerbate the existing handicap. The 
study strongly suggests some concrete 
guidelines for work with such mothers. 
Those children did better whose mothers 
were even-handed and realistic in as- 
sessing their limitations, who shared the 
child with others, and who could be firm 
and even use spanking when indicated. 

Obviously, the infantilizing mother 
cannot change herself by a simple act of 
will, so we need to understand the dy- 
namics of her over-concern. Two opera- 
tive mechanisms present themselves. 
David Levy, of course, regarded mater- 
nal overprotection primarily as a reaction 
formation against rejection of the child. 
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In our work, we have been impressed 
with the role of separation anxiety. The 
mother clings to her child in a direct 
expression of her own horror of loneli- 
ness; this is an unresolved problem of 
her early development. The two mech- 
anisms are not mutually exclusive, and 
it would be simplistic to attribute the 
need to infantilize solely to one ego 
mechanism or the other. 

The conception of the infantile per- 
sonality acquired great meaning for us 
in the course of work on the general 
problem of child neglect. It led to our 
remarking a cycle of infantilization 
found in many disorganized families. 
The present study was motivated by our 
curiosity about the details of this cycle 
in the search for ways to interrupt it. 
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REPEAT EVALUATIONS OF RETARDED CHILDREN - 


Ann Murphy, MSW, and Lois Pounds, MD: 


The Children's Hospital Medical Center, Boston 


Six types of parental motivation for repeated evaluation of retarded children 
are identified. Two reflect parents’ use of evaluations to deny a defect in the 


child. The remainder represent inability of professionals to meet the needs 
of parent and child. Suggestions are given as to how services can be adapted 


to be more effective. 


t has often been observed that certain 
| persons go from physician to physi- 
cian, or clinic to clinic, with the same 
complaint. In the field of mental retar- 
dation, this phenomenon is not rare, 
and is usually attributed to parental de- 
nial of the child’s basic handicap or the 
search for a magic cure. In the past 
these parents have been mentioned re- 
currently in the literature," but their 
characteristics have not been clearly de- 
lineated, nor their motivation analyzed. 
From a purely economic point of view, 
these parents constitute ап over-con- 
sumption of resources in their repetitive 
use of professional time and the cost 
to themselves. The response of profes- 
sionals varies from dismay that the par- 
ents appear not to “accept” the diagno- 
sis, to a feeling of certainty that the 
current evaluation will be so superior 
as to end the traveling. This study eval- 
uates some of the family dynamics and 


situational pressures that produce mul- 
tiple evaluations, and suggests that de- 
nial is not the only mechanism. 


METHOD AND MATERIALS 

The material in the present report has 
been obtained from a review of records 
and interviews of the clinic population 
in a newly opened university-affiliated 
mental retardation unit within a large 
children’s hospital. The children were 
new patients seen from September 1967 
to September 1968. Each child was seen 
for three consecutive out-patient days 
with studies in approximately twelve 
professional disciplines. In order of fre- 
quency, referrals came from parents, 
other hospital clinics, private pediatri- 
cians, social agencies, and schools. Chil- 
dren are accepted in all age groups if 
the need for developmental evaluation 
exists. The parents complete a question- 
naire describing the child’s development, 
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medical history, their reason for secking 
an evaluation, and what expectations 
they have from the evaluation, Prior to 
their appointment every effort is made 
to obtain records of delivery, school 
work, and previous evaluations. During 
the year studied, no attempt was made 
to screen out children who had had 
competent evaluations elsewhere. The 
information below encompasses the ma- 
terial from 264 children, of whom 206 
had had no previous evaluation except 
by their personal pediatrician, Fifty- 
eight families, or 22%, constituted the 
repeat evaluation population, having 
been studied at competent facilities on 


Data were collected on patient age, 
socioeconomic status, reason for evalu- 
ation, and diagnosis, to determine 


quantitatively from those who did not. 
Although significant differences were 
found in age and socioeconomic status, 
and in some categories of diagnoses, 
these data were not able to separate 
the new from the repeat patients clearly 
to 
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lated to the time it takes to 
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first visit category may only indicate 
that this clinic was the first facility ap- 
proached. Higher socioeconomic status, 
based on income, was significantly more 
frequent among the repeat patients, but 
again this reflects the саяс with which 
the well-to-do can move about and af- 


ford repeated study. The reasons for 
requesting evaluation do not differ in 
the two groups, delayed development 


REPEAT EVALUATIONS 


the most common, followed 
behavioral disturbances, school pr 
lems, and physical or sensory handi 
The diagnoses in the two population: 
differed significantly in three areas; m 
normal and educable children in 
first admission group and more retar 
children with psychiatric — disordei 
among the patients for repeat study. 
Since quantitative data was not р 
ticularly helpful, a qualitative ass 
ment of the repeating families was une 
dertaken. It was found that these parents 
fell into six groups. Illustrative examples 
of each of these groups are given; these, 
while admittedly dramatic, authentically, 
represent the mechanisms involved. 
Twenty-six percent had realistic rea- 
sons for seeking re-evaluation, Geo- 
graphic moves, decisions regarding 
school placement, the onset of adoles- 
cence and the need for different plan- 
ning seemed appropriate bases for new 
study. In many of these instances the 
former facility was unavailable or по 
equipped to answer the current ques- 
tions. These parents demonstrated their 
acceptance of the diagnosis, and were 
asking for specific planning: 
D.A, age 8 years, is an example of a child 
with realistic reasons for re-evaluation. He was 
referred by his pediatrician and parents in 
order to “evaluate his potential to learn and 
the appropriateness of his present educational 
placement" in a special class for the retarded, 
where he was not progressing. At birth a diag- 
nosis of Apert's Syndrome was made and the 
mother was advised to place the child without 
seeing him, as his appearance would upset her 
and his life expectancy was limited. She was 
told that surgical correction of his deformities 
жаз not appropriate, and she had to take the 
initiative to obtain other opinions that were 
more hopeful and that proved correct. Family 
relationships were impaired as the mother was 
fearful of having other children, and the father 
withdrew from active participation in decisions 


problems, More individualized schooling com- 
bined with counseling for parents and child 
were recommended, and acted upon by the 
parents. 


In direct contrast was another 2696, 
classified as deniers—not of retardation, 
but of the extent of it, These were the 
parents of children with moderate to 


(finu 
ШШЕ 
ҮШ 
ШІНШІ 


| 

| 
| 
АТ 


The father spoke of hopes 
able to attend public school classes 
retarded, but it was evident this 
rather than a plan, The mother stated 
she would keep T. forever, even though 
ment was not suggested. A program of 
stimulation was offered, and consultation 
arranged with a plastic surgeon on the 
bility of cosmetic repair of his prominent 
Тһе parents conscientiously followed the 
gestions, and re-evaluation indicated slight 
celeration in the child's. development. 
family then requested referral to 
ter to see whether he might profit 
рейс care, such as bracing, to 
walking. The mother seemed hopeful 
walking could be accomplished the more 
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challenging results of individual exam- 
iners or trying to locate discrepancies 
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evaluated by several excellent resources, whose 
reports indicated consistent diagnoses of mild 
mental retardation, and noted the parents re- 
fusal to permit certain studies that would have 
allowed more definitive diagnosis of the extent 
of child’s handicap and its possible genetic 
origin. The parents’ school plan was for regu- 
lar class, although this had been ruled out by 
previous evaluators, The child was obese, pas- 
sive, with poor ability to tolerate frustration 
or failure, Her upbringing was characterized 
by a great deal of infantilization coupled with 
unrealistic expectations and challenges. The 
current evaluation confirmed the diagnosis of 
retardation, but the parents requested that the 
findings not be forwarded to the school. Spe- 
cial class placement was arranged indepen- 
dently by the school, primarily because there 
was no alternative. The family remained in 
contact with this clinic through our efforts, 
rather than because of any rapport established. 
They continued to describe their daughter as 
emotionally immature and believe her to be in 
the wrong class. 


Twelve percent of the repeating par- 
ents had emotionally disturbed children 
for whom they were seeking organic 
diagnoses, or for whom no program 
could be located: 


P.W., a 14-year-old emotionally disturbed boy 
of borderline intelligence, was brought to our 
center from another state in order to obtain 
an evaluation that would determine the 
“proper medication to enable the boy to fol- 
low a more normal course of development.” 
The chief complaint was inability to concen- 
trate. Since he had reached school age, the 
parents had repeatedly sought evaluation and 
treatment of the same problem, and the boy 
had been enrolled in a number of schools for 
able children. Psychotherapy had been at- 
tempted, but was interrupted by the parents, 
Early reports described the boy as anxious 
and clinging. The current evaluation indicated 
many obsessional traits, and a preoccupation 
with trivia designed to conceal his limitations 
from himself and others, The father particu- 
larly denied knowledge of, or active partici- 
pation in previous evaluations. However, when 
an attempt was made to discuss our findings 
with him, he pulled out a folder containing 
copies of previous reports, continually chal- 
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lenged and interrupted, and spoke of the boy 
in depreciatory terms. These people were un- 
able to relate to their child as a person, find- 
ing it intolerable that he did not achieve, 
Consequently, the child was unable to value 
himself and apply his potential to real learn- 
ing. The problems had been compounded by 
inappropriate school placements and the in- 
security of constantly seeking a right program, 


Nine percent of the repeat evalua- 
tions could be attributed to agency mis- 
direction, When a social agency is faced 
with decisions regarding a shift in place- 
ment, lack of an available resource, or 
no clear plan of action, the response 
frequently is to delay the decision by 
getting another evaluation: 


W.W., a 3-year-old boy was referred for evalu- 
ation of severe hearing loss, hyperactive be- 
havior, and failure to grow. A social agency 
was responsible for him, as his mother had 
voluntarily relinquished his care. He had lived 
in a succession of homes, with relatives and 
foster parents. He was enrolled in a pre-school 
nursery for the deaf and had been consistently 
found to һауе a profound hearing loss by 
several other reputable centers, His erratic 
response to auditory training was reportedly 
related to shifts and upsets in his environment. 
This study confirmed previous reports of nor- 
mal intelligence, profound hearing loss, and 
the need for a stable home situation. These 
recommendations were given to the referring 
agency, offering specific guidance on how they 
might be implemented. Follow-up contact re- 
vealed that no action had been taken, and the 
child had been shifted to a new foster parent 
who was totally unaware of the recommenda- 
tions for care. This agency was failing to 
recognize the real needs implied by the 
child's complicated problem, and attempted 
to resolve their concern about him by securing 
another evaluation. They had not defined for 
themselves in any way how new data might 
alter this situation. 


And finally, five percent were con- 
sidered to be the result of poor medical 
advice. Many physicians react to the 
mentally retarded in a stereotyped fash- 
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ion, and fear becoming involved with 
the family of a retarded child because 
of their own feelings of helplessness. 
Hence, quick referrals may be made 
without investigating previous workups: 


K.P., age 4 years, who provides an example of 
poor medical advice, was referred to the hos- 
pital’s medical clinic because of short stature. 
She had been identified by previous evalua- 
tions to be a retarded child and was attending 
a pre-school for the retarded. The specific ге- 
quest from the referring physician was for 
an endocrine workup. This was carried out 
and was normal, but the results were not pre- 
sented to the parents. The child was then re- 
ferred to this clinic for a retardation evalua- 
tion. This was clearly an unnecessary study 
for all concerned, but represented the auto- 
matic response of the clinic physician seeing 
a retarded child. The parents were obliged to 
come for the evaluation in order to get the 
results of the endocrine workup, 


DISCUSSION 

If the assumption is correct that con- 
tinuity of care is necessary in order to 
provide maximum support to the devel- 
opment of a retarded child, a significant 
number of families fail to develop rap- 
port with a single center to which they 
can turn for guidance over the years. 
However, initially it is not unreason- 
able, in the face of a devastating diag- 
nosis, to offer parents the option of a 
second opinion. If this is desired, help 
should be provided to locate a second 
competent facility, with encouragement 
for the parents to return to the original 
Clinic for follow-up if the diagnosis is 
confirmed. Professionals who react with 
anger to the suggestion that their find- 
ings are not the final answer, are not 
likely to establish a useful relationship 
with parents who are struggling with 
grief. 

Unnecessary repeated studies are an 
indication of the quality of services of- 
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fered to the parents of retarded chil- 
dren, as well as a reflection of the 
family’s conflict about the diagnosis. 
There was no indication that the fam- 
ilies in the realistic group would have 
searched for new facilities if their ques- 
tions had been answered, and guide- 
lines for constructive action offered. 
Those who came at the bidding of pro- 
fessional people had little opportunity 
to exercise their own judgment. 
Re-evaluation is frequently used by 
families as a mechanism for coping with 
their feelings about the diagnosis, rather 
than to obtain facts. Those who wish to 
use it to deny the existence of a defect 
in their child, or to explain a psycho- 
logical problem by the substitution of a 
treatable organic diagnosis rarely bene- 
fit from restudy, Recognition of the real 
nature of the problem apparently is an 
overwhelming threat to their self-esteem. 
Unfortunately, repeated evaluation com- 
pounds the child’s insecurity about him- 
self, and probably contributes to a high 
incidence of emotional disturbance in 
this group. It seems appropriate to ques- 
tion the role professional people play 
in this dilemma. In fact, they rarely 
challenge it, and often facilitate it by 
making the necessary arrangements. 
Some means should exist for providing 
a focus on the parents’ needs. One 
method would be to arrange for an 
interview with the parents in advance 
of the child's appointment, to attempt 
to define with them what their questions 
are, why previous resources failed to 
provide the answers, and in what way 
a new evaluation might contribute to 
their understanding. Even if the decision 
was to proceed with the evaluation, it 
is possible that a common understand- 
ing of the goals might be established. 
The parents of severely retarded chil- 
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dren are attempting intellectually and 
emotionally to make the transition from 
perceiving their child as normal to that 
of accepting him as severely impaired. 
It is not surprising that a frequent de- 
fense, utilized to handle their grief, is 
active mastery rather than passive ac- 
ceptance. Factors that support various 
parents in their denial are the normal 
appearance of the child, highly devel- 
oped social skills relative to cognitive 
ability, the lack of an apparent etiology, 
and the obvious progress of the retarded 
child with аре. Parents may equate men- 
tal retardation with failure to do any- 
thing, with Down’s Syndrome, or with 
primitive behavior; if their child does 
not fit these patterns, they cannot see 
him as retarded, They need the support 
of professional people to work gradually 
through a process of assessing the child’s 
potential to develop, and recognition of 
his deficits and assets. The professional 
person is fairly immediately aware of 
the child’s handicap, and feels his role 
is to impress upon the parents the de- 
gree and irreversible nature of the prob- 
lem. Parents find their reports of prog- 
ress, albeit limited, brushed aside and 
devalued, and they come up against the 
professional fear that recognition of for- 
ward motion will Support the parents 
in denial of the deficit. Each encounter 
is apt to be characterized by a conflict 
of values and aims, rather than an op- 
portunity for development of rapport 
and mutually established goals. It should 
be recognized with the parents that the 
child has a potential to develop, that 
there will be progress, but that the rate 
may not permit competitive adult func- 
tioning. If the parent focuses on specific 
aspects of the child's development, such 
as speech or motor function, consultants 
should be used to assess whether pro- 
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grams of stimulation in these areas would 
provide the parents with an active role 
in enhancing function. The family then 
would not have to fulfill its needs for 
activity by shifting to a new clinic, 
jeopardizing the opportunity for con- 
tinued relationships. 

Parental travel from clinic to clinic 
cannot be attributed only to the parents 
or to any one mechanism, but must be 
faced by those in the field of mental 
retardation as an individual matter de- 
serving of thoughtful handling. A knowl- 
edge of the psychological impact of 
bearing a retarded child, and the inter- 
action of social and emotional forces 
that drive these parents, will enable 
otherwise highly competent evaluation 
services to carry out their programs with 
less conflict, and more satisfaction to 
both parties. d 


SUMMARY 

A review of 264 new patients seen 
in a university affiliated mental retarda- 
tion unit located 58 families who had 
an average of 2.8 competent previous 
evaluations elsewhere. The repeat pa- 
tients did not differ from the total clinic 
population in terms of reason for re- 
ferral, but they were characterized by 
higher socioeconomic level and older 
age. Qualitative assessment of their fam- 
ilies suggested six categories: 

1. those seeking guidelines for plan- 
ning required at a new developmental 
stage; 

2. those complying with the recom- 
mendations of physicians who did not 
wish to deal with a retarded patient; 

3. social agencies who were using the 
evaluation as a way of postponing a 
difficult decision; 

4. those attempting to obtain profes- 
sional support that no defect existed; 
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5, those searching for a treatable or- 
ganic diagnosis rather than an emotional 
disorder as a basis for the child’s prob- 
lem; and 

6. parents of severely impaired chil- 
dren who were coping with their depres- 
sion by looking for a more positive 
response from professional people, раг- 
ticularly in the area of remedial mea- 
sures that might enhance the child's 
development. 

Some suggestions were made for han- 
dling of the various patient groups by 
identifying the real need being ex- 
pressed. The specialized facility can 
raise questions with referral sources as 
to what kind of additional data on the 
child's handicap will facilitate planning. 
Initial interviews can be arranged with 
parents who are suspected of denying 
the diagnosis to identify how a repeat 
evaluation will serve the child. A more 
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active and positive response from pro- 
fessional people would foster better 
clinic-family interaction with parents of 
the profoundly retarded. 
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WEIGHT REDUCTION 
THROUGH SUCCESSIVE CONTRACTS 


Michael Dinoff, Henry С. Rickard, and John Colwick 
University of Alabama 


ee ЧЁ 
Through ongoing improvement of contractual agreements, a 30-pound weight 
loss was obtained with a bright, emotionally disturbed 10-year-old boy. Соп- 
tracts, specifying goals and rewards, were rewritten after each loss of ten 
pounds. The weight loss, accomplished over seven weeks, suggests that the — 
contracts were able to reverse his increasing obesity. 
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actors related to obesity have been 
F described by other  investiga- 
tors? 15? Recently, interest has 
Shifted from description and explana- 
tion to the treatment of Obesity through 
procedures based upon behavorial prin- 
ciples.* 8 The use of contracts, as a be- 
havorial approach to the modification 
of unwanted responses, has been em- 
ployed in the control of a wide variety 
of behaviors. 9/13 The following case 
study describes the successful applica- 
tion of behavorial contracts in a weight 
reduction program 19 for an obese boy 
attending a therapeutic summer camp. 


SUBJECT 


Tom was a ten-year, four-month old 
White male, described by the referral 
Source as an extremely bright but im- 
mature youngster who attempted to 
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manipulate his parents through hypo- 
chondriasis and whining behavior. He 
was five-feet, two-inches in height and К 
weighed 194 pounds, Large rolls of fat 
hung from his waist and neck, and 
though he was strong, he found it ex- 
tremely difficult to keep up with his 
group in the many camp activities that 
demanded physical exertion. His gross 
obesity immediately was made a target 
for derision by some of his more ag- 
gressive cabin mates. 

Observation of the youngster’s man- 
ipulative behavior in the presence of his 
parents, and perusal of the available 
case history information, Suggested a 
number of hypotheses concerning the 
etiology of his excessive eating behavior 
and concurrent weight gains. However, 
the decision to implement a program of 
weight loss was based primarily upon 
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the assumption that weight reduction 
would result in immediate and favorable 
environmental feedback (e.g., greater 
ease and participation in activities, more 
acceptance from the cabin group, and 
the opportunity for self reinforcement). 


CONTRACT CRITERIA 


Dinoff2 has indicated that behavorial 
contracts must meet several criteria in 
order to be successful: 

1. The contract must actively involve 
both parties. A contract between an 
adult and a child, which specifies only 
what the child agrees to contribute, is 
no contract al all; 

2. Behavorial contracts should be 
written, at least in the early stages of 
negotiation. When criteria are vague, 
unstated, or poorly attended to, there 
is a distinct risk that an inappropriate 
behavior might be reinforced; 

3. The terms of the contract must 
be exactly specified and understood by 
the two participants. If either of the 
participants does not understand what 
is expected he cannot successfully com- 
plete the contract; 

4. The contract must be perceived as 
fair and honorable to both parties. As 
a result of changing situations the con- 
tract needs to be re-assessed from time 
to time to make sure that the parties 
still believe it to be fair and that their 
goals are still mutually agreed upon; 

5. The contract must be reasonable, 
i.e., it must be within the capabilities of 
both parties. 

As Sulzer 13 has pointed out, in making 
a contract, it is extremely important 
first to determine what objectives or ac- 
tivities are meaningful enough to the 
individual to act as reinforcing events. 
It is also important that these events 
be re-evaluated or re-chosen by the pa- 


tient as the treatment continues because 
of changes in what constitutes an effec- 
tive reinforcer.” 


PROCEDURE 


Weight reduction was approached by 
first introducing a written contractual 
agreement in which the subject and his 
counselor (who was also overweight) 
agreed to reduce their food intake to 
one normal serving per meal as opposed 
to the two or three servings that each 
normally ate at each meal. In return 
for this reduction in food intake it was 
contracted that the boy would be al- 
lowed to look through a one-way mirror 
in the research area (about which he 
was very curious) when he had reduced 
his weight by ten pounds. 

The subject’s weight was checked 
each morning before breakfast in a seri- 
ous manner, This weighing ritual served 
to reinforce the honoring of contracts, 
and served as well as a daily check on 
weight loss or gain. After about one 
week it became apparent that problems 
were arising concerning not only what 
constituted a normal serving, but also 
concerning the types of food eaten. It 
was observed, for example, that the 
boy would take larger servings of 
starchy foods, which he liked best, and 
pass over proteins and fresh fruits. How- 
ever, he reduced his weight by ten 
pounds and received permission to ex- 
amine the equipment and look through 
the one-way mirror, as per the contract. 

As a result of the problems encoun- 
tered in this first contract, a new contract 
was contructed in which he was required 
to show his serving to one of the two 
camp directors at each meal. A director 
would approve or disapprove the serv- 
ing, in terms of the conditions of the 
new contract, and in a matter-of-fact 
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way. In addition to the type and size of 
servings, desserts were restricted to one 
of his choosing per week. 

Additionally, one of the camp direc- 
tors offered to allow the boy to operate 
a video-tape machine that was being 
used in experimental work at the camp, 
after he had reduced his weight by an- 
other ten pounds. At the negotiation of 
this second contract a video-tape of the 
subject was made showing him in vari- 
ous poses. He was then allowed to see 
himself in a more life-like fashion than 
when simply posing before a mirror, 
This life-like confrontation seemed to 
surprise him and he exclaimed that he 
did not know he looked that fat. 

Weight loss after negotiation of the 
second contract was steady until about 
the fifth week, when he began to hover 
around the weight of 178 pounds for 
several days. When this static phase ap- 
peared, it was observed that he began 
to take added pains to reduce his caloric 
intake. Several times he purposely de- 
nied himself meals and requested to re- 
main in the cabin while the other 
campers were eating. To minimize the 
Possibility of his being perceived as a 
special or privileged member of the cabin 
group, he was told that he did not have 
to eat the meal if he so chose, but that 
he must sit at the table with the group. 
Interpersonal interaction seemed to de- 
teriorate somewhat during this static 
phase. After about three days he began 
again to lose weight at a steady rate, his 
temperament improved, and he began 
to exercise (on his own volition) to in- 
crease his weight loss, 

After the subject had fulfilled the 
terms of the second weight reduction 
contract, a third contract was negoti- 
ated. For the third loss of ten pounds 
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he was to be allowed to operate the 
camp dictaphone. This contract was ful- 
filled on the last day of the seven week 
camping session. Total weight loss 
at the termination of all contracts 
amounted to thirty pounds. 

Tom was treated in a manner that al- 
lowed an immediate reinforcing event 
to follow each weight loss (the weigh- 
ing-in sessions each morning) as well 
as a major reinforcing event that oc- 
curred after a ten-pound loss. The major 
reinforcing events were chosen by the 
subject when each contract was nego- 
tiated between himself and a camp di- 
rector. The use of a separate contract 
for each ten-pound loss allowed an op- 
portunity for the subject to make any 
revisions he felt fair or necessary as 
time progressed. He was free at all times 
to revise his contract and allow himsclf 
more food; however, he did not do so. 
Although he was somewhat unhappy at 
times during the diet weeks, he was 
never forced or verbally coerced into 
staying on his contracted diet. No at- 
tempt made to discover or point out 
any dynamic factors underlying the sub- 
ject’s obesity. His problem was attacked 
as a single maladaptive piece of behav- 
ior which could be approached by mod- 
ifying the behavior itself. It is difficult 
to give full credit to the contracts for 
controlling this youngster's obesity, 
Since he was in a total treatment pro- 
gram, but it is felt that these procedures 
need to be explored Systematically in 
future research. 
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CONFRONTATION COUNSELING: 
A NEW DIMENSION IN GROUP COUNSELING 


Sidney Kaplan, MD, FAAMD, and Mary Jane Williams, MSW 


In this preliminary report, Confrontation Counseling is offered as a unique 
learning experience for three groups participating equally in the discussion 

a deidentified case's problems. Professionals, parents of mental retardates, an 
graduate social work students share their experiences. This counseling 
proposed as a means of establishing rapport at local program level. 


basic ingredient in comprehensive 

programming for the retardate at 
the community level is the establishment 
of sound rapport between those who 
seek help and those who supply ser- 
vices. A factor that regional Mental 
Health/Mental Retardation offices will 
need to emphasize is parental counsel- 
ing. If it is delivered effectively it can 
create the ideal relationship between 
professional and parent that is needed 
to enhance program efforts; however, if 
efforts are focused on the child to the 
exclusion of parental counseling, less 
effective results may be realized, 

All publications to date agree that 
using group methods in counseling par- 
ents of the mentally retarded yield posi- 
tive results.” * Short sessions (10-12 in 


number) are either therapeutic,” 9, 11, 15 
educational-informational? 1? ог com- 
bine elements of both goals." 5 7, 8 9, 14 
These usually are conducted on а diy 
rective or non-directive basis. Psycho- 
analytic approach entails deeper prob- 
ing of the problems and is more often 
done on an individual basis over a 
longer interval. 

This report will present a unique 
experiment in group dynamics designed 
to build a closer working relationship 
between parent and professional. It is 
the authors' belief that a time is reached 
in group counseling when one must con- 
sider that the group has reached a 
saturation point with respect to what 
further gains in knowledge, understand- 
ing, and attitudinal changes can be 
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achieved. At this point it would be wise 
to test the relative strengths attained 
by each parent in his quest to stabilize 
his family milieu. With this purpose in 
mind this preliminary report is being pre- 
sented. Hopefully, others will consider 
trying this innovative approach as an- 
other practical means of judging the 
results of group therapy. 


RATIONALE 

Confrontation Counseling is an in- 
novative approach to group work with 
parents of the mentally retarded, de- 
signed to explore new dimensions in 
group counseling. It combines many 
features of the more traditional means 
of group counseling; but because of the 
composition of the participating groups 
and the way in which they participated 
on an equal plane, the method lent it- 
self to exploring new avenues of group 
dynamics, Nowhere in recent literature 
is there any description of this method 
of counseling. However, it is possible 
others are experimenting with this new 
technique. 

In this new approach to counseling, 
the authors involved three levels of par- 
ticipants: 1) mothers of non-institution- 
alized mentally retarded children; 2) 
graduate students of social work and 
their field instructor; and 3) the profes- 
sionals who serve as members of the 
Priority Review Committee of a State 
facility for the mentally retarded.* Its 
membership includes the senior author 
of this paper, medical director, directors 
of psychology and nursing departments, 
head teacher of educational department, 
and social worker assigned as the liaison 
between the state facility and agencies 


or parents requesting its services, This 
committee’s function is to evaluate each 
case presented to it as to whether an 
emergency status exists, and, after this ` 
decision is made, to recommend a course 
of action, Each participant party brought 
to the discussions a level of expertise 
that varied according to background, 
educational-training experiences, and 
biases. Thus, the first level, mothers 
from lower socio-economic stratum, both 
black and white, brought to the sessions 
a storehouse of mixed feelings, frustra- 
tions, and anxieties, as well as workable 
management vignettes evolved from 
years of trials and tribulations in rearing 
a mentally retarded individual. The sec- 
ond level, the graduate students in social 
work and their field instructor, contrib- 
uted fresh, innovative, and exciting 
thoughs and approaches to the discus- 
sions. The third level, the Priority Re- 
view Committee members, had become 
seasoned during the course of six years 
in the difficult art of evaluating a case's 
needs and recommending how the needs 
might be met. Their pragmatic approach 
had both an institutional and a com- 
munity orientation. 

The use of the term confrontation 
needs elaboration at this point. One of 
Webster's definitions is, *a face to face 
encounter." In this type of group session 
a face to face encounter is truly estab- 
lished at three levels: 

1. The mothers are given an oppor- 
tunity, as equal partners with graduate 
social students and professionals, to face 
the problems of a deidentified case, and 
to come face to face with those issues 
that govern admission of a case to a 
state facility. 


* Western State School and Hospital at Canonsburg, Pa., is a state facility serving six counties 


of western Pennsylvania. 
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2. Graduate students are confronted 
with the mothers and professionals of 
the state facility at one and the same 
session. This situation creates a remark- 
able learning experience for the students. 

3. Staff comes face to face with 
reality in a new way, as practical con- 
siderations in managing a retardate are 
exposed by the mother. 

The authors do not view this method 
as supplanting the other means of coun- 
seling with parental groups. Among 
other factors, the use of any method 
depends on the leaders’ abilities, the 
composition and number of group mem- 
bers, and the aims of the discussion. 

Graduate students from the University 
of Pittsburgh Graduate School of Social 
Work, under the direction of a field in- 
structor (the coauthor of this paper), 
were assigned cases to be prepared for 

diagnostic staff presentation. Also as- 
signed was prior counseling with the 
mothers in group sessions, with the 
graduate student acting as group leader. 
Mothers selected for the Confrontation 
Counseling program were chosen if they 
demonstrated an ability freely and com- 
fortably to express their ideas and emo- 
tions in a group setting. 


GOALS 

Before the inception of this form of 
counseling, it was clear that several goals 
were important. First, the group sessions 
should provide an interlocking educa- 
tional forum for all participating mem- 
bers, in which the contributions of one 
group would be considered no less im- 
portant than those of another group. 
Second, it was hoped that the animosity 
that parents have towards state facilities 
would be ameliorated once the parents 
became involved in the ongoing pro- 
cesses and decision-making of a complex 


CONFRONTATION COUNSELING 


state facility, Third, it was intended that 
the discussions should provide the 
proper climate for parents to develop 
insight into their personal problems, re- 
lease tension and guilt feelings, and set 
new directions in constructive planning. 
Fourth, the discussions would bring 
forth information concerning available 
services in the community and the rights 
of parents to obtain community services 
or have omitted services established. 
Fifth, the Confrontation Counseling ses- 
sions would bring together other staff 
members, from departments such as 
speech therapy and nursing, who usually 
don't meet with parents. This would 


develop a broadened base for the group | 
meetings and hopefully expand the level * 


of discussion, Sixth, it was hoped that 


using a deidentified case as the topic for | 


discussion would provide the means to 
stimulate greater parental discussion and 
involvement. Lastly, this type of counsel- 
ing session would provide the opportun- 
ity for social work students to moderate 


a multi-level educated and experienced ' 


group. 


METHODOLOGY 

The group leader's responsibilities 
were either assumed by the senior author 
or the graduate school student whose 
representative mothers were attending 


that particular meeting. The meetings | 
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were held іп a large classroom where cir- | 


Cular seating arrangement permitted 
randomization of the three participating 
groups. The group composition at each 
meeting was: eight to ten mothers, five 
to seven graduate students and the co- 
author, their field supervisor, and five 
to seven staff members. 

To facilitate communication a name 
card was placed on the desk before each 


participant, and the group leader was + 
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given a set of questions that both authors 
felt would encourage the participants to 
resolve the issues of the case. However, 
in no way was there an attempt to con- 
trol the direction of the discussion by 
adhering strictly to the use of the ques- 
tions; rather, free flowing discussion was 
encouraged, 


RESULTS 

Based on evaluative reports made by 
participants, it was found that Confron- 
tation Counseling constituted a uniquely 
rewarding experience in terms of its 
educational and integrative goals. The 
mothers not only gained insight into the 
method of operation of the state facility’s 
Priority Review Committee but also 
were permitted to express their opinions 
on cases and influence decisions in light 
of their own experiences. In addition, 
they were able to appreciate the com- 
plexities of administration decision-mak- 
ing and recognize the stifling effect that 
a long waiting list and an overcrowded 
facility have on this decision-making. 

An interesting revelation was that the 
mothers’ collective opinion concerning 
the handling of a case was usually in 
agreement with that of the professional 
staff; however, at times they were even 
more critical in terms of parental man- 
agement and necessity of admission of 
the retardate. They offered constructive 
criticism that, if accepted and effectively 
implemented, would avert or ameliorate 
the crisis. 

The reports from the graduate stu- 
dents and their field instructor were 
enthusiastic. This innovative group dy- 
namics permitted them to share experi- 
ences with parents and professionals 
during the same session and on an equal 
footing. It also provided them with an 
extremely beneficial learning experience 
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not obtainable elsewhere in their case 
work. Following each session, the par- 
ents of the deidentified case were in- 
formed by the graduate student handling 
the case of the results of the meeting. 
Counseling in addition was offered when 
necessary. 

The professionals, especially those 
departments not ordinarily involved in 
group counseling, such as speech therapy 
and nursing, were also pleased with the 
format and the outcome of the discus- 
sions. Such counseling provided a deeper 
insight into the problems parents face 
when living constantly with a retardate. 
In addition, Confrontation Counseling 
offered the professionals a unique op- 
portunity to serve as teachers to students 
as well as parents. 

Possibly the most important factor of 
all was that this method provided an 
actual demonstration of the fact that 
positive relationships can be established 
between a staff of a large state facility 
and mothers of the community in an in- 
formal setting that is productive for all 
participants. Future planning might in- 
clude having either fathers only or both 
parents present, or using cases taken 
from socio-economic levels that are dif- 
ferent than those of the participants. 


SUMMARY 

An innovative approach to group 
dynamics was used in an institutional 
setting that involved the facility’s profes- 
sionals, graduate students of social work 
in field training, and mothers of non- 
institutionalized retardates as group par- 
ticipants. A deidentified case was pre- 
sented during the session and free 
discussion centered ultimately on finding 
solutions to the problems of that case. 
This type of group dynamics clearly 
demonstrated the positive effects each 
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, group had upon the others. The report 
enumerates the benefits derived by each 
group. It is planned to set up this same 
Program at the community level in the 
newly established Base Service Units, 
The authors believe that this program 
provides the means to build sound rap- 
port between those who need help and 
those who supply services, 


REFERENCES 


1, ANDERSON, A. 1962, Orientating parents to a 
clinic for the retarded. Children 9:178-182. 

2. APPELL, M., WILLIAMS, C. AND FISHELL, K. 
1964. Changes in attitudes of parents of 
retarded children effected through group 
counseling, Amer. J. Ment. Defic. 68:807- 
812. 

3. BITTER, J. 1964. Attitude change by parents 
of trainable mentally retarded children as 
a result of group discussion, Except. Child. 
30:173-176, 

4. BLATT, А. 1957, Group therapy with parents 
of severely retarded children: a prelim- 
inary report. Group Psychotherapy 10: 
133-140. 

5. COLEMAN, J. 1953. Group therapy with 
parents of mentally deficient children. 
Amer. J. Ment. Defic, 57:700-726. 

6. CUMMINGS, 5, AND STOCK, p. 1962. Brief 
group therapy of mothers of retarded chil- 


For reprints: Dr, Sj 
burg, Pa. 15317 


idney Kaplan, Western State School and Hospital, 333 Curry Hill Road, Canons- 


CONFRONTATION COUNSEL 


dren outside of the specialty clinic sett 
Amer. J. Ment. Defic. 66:739-748, 

7. GOODMAN, L., AND ROTHMAN, R. 1961. 
development of a group counseling p 
gram in a clinic for retarded childre 
Amer, J. Ment. Defic. 65:789-795, 

8. NADAL, R. 1961. A counseling program 
parents of severely retarded pre-sch 
children. Soc. Casework 42:78-83, { 

9. POPP, C., INGRAM, V. AND JORDAN, P. 1954 
Helping parents understand their mentall 
handicapped child. Amer. J. Ment. 
58:530-534. 

10. RAMSEY, С. 1966-1967, Review of gro 
methods with parents of the mentally 1 
tarded. Amer. J. Ment. Defic, 71 (March): 
857-863. 


Small, 
short-term group meetings with parents of 
mongolism. Amer. J. Ment. 
Defic. 65:467-472. 


SPECIAL REPORT 


Amer. J. Orthopsychiat. 42(1), January 1972 


THE ORGANIZATION AND FINANCING OF HEALTH 
CARE: ISSUES AND DIRECTIONS FOR THE FUTURE 


Anne R. Somers and Herman M. Somers 


The various legislative proposals for national health insurance and for reform 
of the delivery system are discussed in relation to the goal of a workable, ra- 
tional health care system. The authors suggest the elements of a pluralistic 
planning and regulatory system, designed to assure comprehensive care to all 
Americans, as well as criteria for a viable national financing mechanism. 


hat would a rational health care’ 

system look like two or three 
decades from now? Dr. John Knowles, 
in his view of medical practice in the 
year 2000, has suggested some of the 
basic elements in such a system: 


In the year 2000, the individual patient will 
still be seeing the individual doctor in his time 
of greatest need. But before he sees him, he 
will have been screened by the use of an auto- 
mated history and laboratory examination and 
his physical status surveyed by a trained tech- 
nician, The results will be stored permanently 
in a computer, which will coordinate the find- 
ings for the instant retrieval by the physician. 
The physician, thus freed of the repetitive and 
mechanical aspects of medical practice will 
have the time, unavailable at present, to listen 
to the patient and to reestablish medicine as 
the humanistic pursuit it in fact is. Necessary 
consultation will be obtained through two-way 
television with urban medical centers where 


specialists will be available for instantaneous 
consultation, obviating the need for the delays 
and inconvenience necessitated by scheduling 
visits to a distant physician, Every home will 
be equipped with two-way television—easily at- 
tached to the telephone or the television set— 
which will allow consultation between personal 
physician and family. People will not be com- 
plaining about lack of house calls, and re- 
gional physicians will take their turn answer- 
ing teleconsultation requests. . . . 


Regional planning which will include altered 
transportation and communication (largely 
television) systems will avoid unnecessary 
duplication of expensive facilities, make op- 
timal use of scarce manpower, improve qual- 
ity, and make services easily available to 
ай, л 


Financial barriers to medical care will have 
disappeared and all Americans will have com- 
pulsory, prepaid insurance with comprehensive 
coverage. . . . The fear of financial disaster 
will no longer cloud our lives. Overutilization 
will not be a problem for utilization controls, 
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screening examinations, and the ease of tele- 
consultation and telediagnosis will rationalize 
the best use of the physicians’ time—and the 
behavior of the public will change accord- 
ingly. 


Dr. Knowles acknowledges that his 
view may be a bit utopian. Certainly it 
is incomplete. It finesses some of the 
most difficult problems, such as care of 
long-term illness, and probably under- 
estimates the difficulty of controlling 
overutilization in a system where finan- 
cial barriers are completely removed. 
His commitment to compulsory, compre- 
hensive, insurance coverage and to mean- 
ingful regional planning (with enough 
teeth to be effective) still represents a 
minority view among U. S. health pro- 
viders. 

Nevertheless, the essential elements of 
his system—with its balanced emphasis 
on systemization and humanization, on 
primary care and specialist care, on ad- 
vanced technology, regional coordina- 
tion, and personal attention, and with 
financial constraints minimized for both 
consumers and providers—seem to be 
those that the vast majority of Ameri- 
cans would be happy to adopt as our fu- 
ture goals. They are well-grounded in 
the historical development of our health 
care institutions. They coincide with the 
objectives of increasing numbers of 
knowledgeable leaders among both pro- 
viders and consumers. 

But goals alone are not enough. With- 
out implementation they remain mirages. 
And the grander the goal, the deeper the 
frustration and bitterness if implementa- 
tion cannot be achieved. The big issue 
before us today, providers and con- 
sumers alike, is how to get from here to 
there! 

First of all, it is essential to understand 
Where we are now and how we got here. 
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Without a sense of historical perspectivi 
we cannot move forward intelligently; 
The “crisis in health care," so widely 
noted and reported today, is no new or 
sudden development, It has been gather- 
ing momentum over several decades and 
was predicted by health care authorities 
as far back as the early 19305.?. 12 

Nor is it attributable to any one factor 
—physicians, hospitals, the pharmaceu- 
tical industry, third-party carriers, gov: 
ernment, unions, patients, or even Viet- 
nam. In the complex scientific and 
demographic calculus that led to the cur- 
rent crisis, all parties have played a role. 
All have contributed to the problem, But 
just as each participant has been part of 
the problem, so can he also be part of 
the solution. 

The term “crisis,” if it means any- 
thing, means a turning point, The crisis 
in health care involves elements of both 
opportunity and danger. The opportunity 
for new progress, for resuming our his- 
torical trend toward longer life and better 
health for all Americans, has never been 
greater. Our basic resources have never 
been more adequate. We are blessed with 
a firm scientific basis for continued 
progress. Our technology is unparalleled. 
So are our financial resources. With over 
$70 billions a year and 7% of gross na- 
tional product now going for health care, 
we are devoting a larger share of our na- 
tional income to this Purpose than any 
other nation. Our human resources—the 
manpower needed to operate such a vast 
health care economy—are growing by - 
leaps and bounds. The health care in- 
dustry is already one of the largest in the 
nation and probably the fastest growing. 
Even the long-standing bottleneck of 
Physician production seems to have 
finally been broken. The 278,535 doc- 
tors engaged in patient care in December 
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1970, represented a gain of 6.4% over 
December 1968. During the same 
period, U. S. population has been grow- 
ing at a rate of only 1% a year. 

These improvements in provider re- 
sources have been accompanied by sig- 
nificant changes in consumer resources 
and attitudes. The great majority of 
Americans are richer, better educated, 
better able to pay for health care—di- 
rectly or indirectly through third-party 
financing mechanisms—and more under- 
standing of the nature of health and ill- 
ness fhan they were even a decade ago. 
They are better able to play a responsible 
role in maintaining their own health. 

On both sides of the supply and de- 
mand equation, complacency and fatal- 
ism are on the decline. New leadership 
is emerging. And, despite the babel of 
controversy, a rapprochement between 
knowledgeable leaders of consumers and 
providers is now clearly possible and the 
outlines of a meaningful consensus— 
along the general lines suggested above 
—is beginning to emerge. 

But inevitably, along with the progress 
and the opportunities, the danger in the 
current crisis is also apparent. Many of 
the same factors that provide the basis 
for optimism—the millions of persons 
now employed in the health care indus- 
try, ie. dependent on the industry for 
their livelihood, the billions of dollars 
that now funnel through the industry 
every year, the growing sophistication 
and power of consumers, and above all 
the intensity of personal involvement on 
the part of the entire population—all 
make for a situation that is peculiarly 
vulnerable to demagogic exploitation and 
to simplistic reform programs that could 
end up doing more harm than good. 

Of all the dangers inherent in the pres- 
ent situation, the one most to be feared 
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is the “fallacy of the single apocalyptic 
reform”—the search for an instant politi- 
cal solution. Whether the proposed pana- 
cea calls for a single all-embracing pro- 
gram of national health insurance or the 
ill-conceived substitute known as “catas- 
trophic insurance," whether it looks to 
health maintenance organizations for sal- 
vation or to the restoration of uncon- 
trolled fee-for-service, to organic foods 
or some new wonder drug to cure cancer, 
to the three-year medical degree or to 
the physician’s assistant, to multispe- 
cialty groups or to resurrection of the 
family doctor, it is hard to name any pro- 
posal for which some support and some 
justification can not be found, It is im- 
possible to find any one which—if it 
were put into effect alone—could be ex- 
pected to have any appreciable positive 
influence on the state of the nation’s 
health. 

William Shannon? of the New York 

Times recently pointed out: 
The children of the television age see politics 
as a happening, a demonstration, a dramatic 
confrontation. They do not realize how much 
time and effort are needed to alter the charac- 
ter and direction of a large, mature, complex 
society like the U.S. . . . Their despair, like 
the apathy of the hippie and the alienation of 
many middle-aged people, is a response toa 
world of undirected technology and unneces- 
sary speed. 

What is needed at this juncture, if the 
crisis is to have a positive outcome, is a 
much greater sense of direction and less 
blind speed, better understanding of the 
broad multifaceted approach that will be 
needed to move in that direction, and a 
general atmosphere of debate that is less 
strident, less emotional, and less politi- 
cized, This is by no means a call for a 
return to do-nothing conservatism. 
Change is needed; change is inevitable; 
and change will come. But to make sure 
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that the result is progress, not retrogres- 
sion, it must be grounded in the complex 
realities of the U.S. health care situation. 
In a recent book,? we indicated the 
four general areas wherein reforms need 
to be undertaken almost simultaneously : 
consumer health education, redefinition 
of professional roles, rationalization of 
community health services, and financ- 
ing. It is no accident that consumer edu- 
cation comes first. Many, if not most, of 
the great killers and cripplers of our day 
—automobile accidents, alcoholism, drug 
addiction, venereal disease, lung cancer, 
Obesity, much heart disease, and others 
—tesult from conditions over which the 
patient has more control than the doctor. 
Since the subject of this paper is or- 
ganization and financing, further discus- 
sion will be confined to these two areas. 


RATIONALIZATION OF COMMUNITY HEALTH SERVICES AND 
THE CENTRAL ROLE OF THE HOSPITAL 


In a country of the size and diversity 
of the United States, it is not surprising 
that no single method for the delivery 
of health services has won universal ap- 
probation. The particular form that is 
dominant in any community depends on 
many local factors, including the socio- 
economic status of the patient popula- 
tion; the number, quality, and organiza- 
tion of physicians; the presence or 
absence of a medical School; the organi- 
zation and outreach of the community 
hospital; the presence or absence of 
neighborhood health centers, nursing 
homes, and other health facilities; meth- 
ods of financing, and the relative role of 
public and private institutions. 


THE ULTIMATE AIM: 
COMPREHENSIVE CARE FOR ALL 


Despite this diversity, there is a grow- 
ing consensus among providers and con- 
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However, without simultaneous refo 
in the other areas, no enduring pro 
can be anticipated from any amount 
manipulation of organizational and 
nancial arrangements. 

In the last analysis health is a 
sonal, individual matter, and cannot 
bought or bestowed. Similarly, effecti 
health care has to be provided by hum 
beings and no amount of money or 
phisticated systems-engineering can 
substituted therefor. But money and sys- 
tems and, above all, national leadershi 
and policy to tie together all the disp 
ate elements in this complex hum 
equation can provide the decisive margi 
of difference, can provide the essenti 
infrastructure to make possible а рег- 
sonal doctor-patient relationship that i 
meaningful in terms of current realitie: 


sumers alike that both the organizatioi 
and financing of health care should be so 
ordered as to assure to all Americans. 
something called comprehensive care. I 


of diagnostic tests or other services, а: 
Provide complete and continuous 
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ords of all medical and other health- 
related information. 

2. Every individual must have access 
to a meaningful personal relationship 
with at least one health professional, pref- 
erably a primary physician or a special- 
ist who can provide the necessary gen- 
eral coordination and continuity. Where 
this is not possible, he should have ac- 
cess to a professional physician-surrogate 
who would be responsible for his health 
records and for coordinating the various 
specialty services. 

3. There must be enough doctors, 
nurses, and other health personnel to 
effect points 1 and 2. 

4. Every physician and other health 
professional should be subject to an or- 
ganized system of professional discipline 
or peer-review involving the quality, 
quantity, and price of services rendered. 
Every health institution must be subject 
to some form of price discipline through 
market competition, public regulation, or 
a combination of both. 

Obviously, not everyone will agree 
with this approach to the definition of 
comprehensive care. Some may say it is 
too broad to be meaningful; others may 
find it too rigid. With a concept such 
as this it is neither possible nor necessary 
to achieve complete agreement. What 
is essential is enough consensus to en- 
able us to move from the philosophical 
to the practical plane so that we can 
begin to determine the necessary modi- 
fications in the present delivery system, 
or non-system. 

This paper contains two proposals de- 
signed to promote this objective: redefi- 
nition of the role of the hospital as cen- 
ter of community health services, and 
an improved pluralistic planning and 
regulatory mechanism including state 


s hospital franchisement 
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THE CENTRAL ROLE OF THE HOSPITAL 

An essential point must be emphasized 
from the outset: In referring to the hos- 
pital, we are not talking about a physical 
plant but about a complex social orga- 
nization, including trustees, medical staff, 
administration, nursing service, etc. In 
the words of Ray Вгоуп,> one of the na- 
tion’s leading hospital authorities, “I 
would define the hospital of the future 
simply as an organization. . . . a matter 
of arrangement.” 

But what makes the hospital different 
from other organizational arrangements 
or ideal models for the delivery of health 
care is that it is not just an abstraction 
or а committee. It is also a visible, tan- 
gible, physical entity—the living embodi- 
ment of centuries of scientific and hu- 
manitarian efforts, an amalgam of often 
conflicting, but basically complementary, 
community and professional pressures. 

It is proposed that this unique insti- 
tution, which has already emerged as the 
principal workshop for most of the health 
professions and is becoming a de facto 
community health center, should now 
actively seek, and be officially assigned, 
the role of organizational catalyst, re- 
ferral center, and professional monitor 
of the quality and quantity of care ren- 
dered not only on its own premises but 
throughout its community. 

The proposal that it play the central 
role does not mean that all community 
health services actually would be pro- 
vided within its four walls. On the con- 
trary, the community health system of 
the future will not only call for fewer 
acute beds per capita than at present, 
but will also stress physical decentraliza- 
tion for all services except those that ac- 
tually require sophisticated technical 
equipment and highly specialized per- 
sonnel. There will be increasing empha- 
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sis on neighborhood health centers, 
which will be located in affluent as well 
as underprivileged neighborhoods, on 
private group practice clinics, first-aid 
stations in isolated localities, good long- 
term care facilities, and home health 
programs, 

But the hospital, as the broadest-based 
source of authority, in terms of profes- 
sional, technical, and financial resources, 
the site where professional needs and 
values and community needs and values 
meet and can be reconciled, will be as- 
signed responsibility for assuring the es- 
sential functional and organizational 
relationships—through satellite units, 
affiliation agreements, inter-institutional 
contracts, etc.—to make the complex 
and interrelated system work for the en- 
tire community on a predominantly vol- 
untary (non-governmental) basis. 

This means that the hospital would 
become both the primary operational 
center for community health services and 
the primary center for comprehensive 
health planning at the community level. 
Combining operational and planning re- 
sponsibility is essential if comprehensive 
health planning is to be meaningful at 
the point of actual delivery. 

Some may feel this is an unreasonable 
burden to place on the hospital and one 
for which most are not prepared in terms 
of experience, skills, financing, or even 
philosophy. It is true that many hos- 
pitals, perhaps most, are not yet prepared 
to meet such a challenge. But many 
others, including some of the large, pace- 
setting institutions, are clearly moving 
in this direction. So are the American 
Hospital Association, the Catholic Hos- 
pital Association, and many state asso- 
ciations. Given adequate encourage- 
ment, moral and political as well as 
financial, most of the industry would 

probably be prepared to follow suit. 
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Moreover, this proposal, is not as m 
olutionary as it may first sound. Inci 
ingly, public opinion and the law 
holding the hospital responsible, e 
legally liable, for the quality and quant 
of care rendered within it* This | 
sponsibility is increasingly being assum 
and, with varying degrees of effecti 
ness, discharged by a network of В 
pital-based professional review and a 
committees. Thus far, this responsibili 
and the system of professional 
have been limited to care actually ге 
dered on the hospital premises. It 
now proposed that this responsibility 
extended to care throughout the ho 
pital’s entire service area, including ca 
rendered in satellite clinics and neigh 
borhood health centers, mental heal! 
clinics and rehabilitation centers, nursi 1 
homes, home health programs, and b 
УКМА», even that rendered. by affiliate 
physicians in their private offices, 

The concept of grouping communi 
health facilities around the communi 
hospital and the latter's affiliation with) 
a regional teaching hospital or medical 
center has been advocated by һеаШ 
care authorities for decades. Such a 46 
velopment was implicit in the report ап 
legislation that led to the Regional Medi 
cal Program in 1965. It was explici 
recommended by the National Commi 
sion on Community Health Services i 
1967. Many of the nation’s leadin| 
health care authorities, including Dr. Ё 
L. Crosby, Mark Berke, Ray E. Brow! 
Robert M, Sigmond, and Dr. Russel 
Lee have urged a similar course of à 
tion. 


IMPLEMENTING THE NEW ROLE 

Assuming the desirability of this n 
definition of the role of the hospital, he 
can this new approach to the rationaliz 
tion of community health services 
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achieved? How to persuade the now- 
independent nursing homes, mental 
health centers, neighborhood health cen- 
ters, rehabilitation centers, and the 
numerous other community health in- 
stitutions and agencies to accept the 
leadership of the hospital? How to per- 
suade the doctors to organize themselves 
primarily around the hospital? How to 
persuade the hospital itself to take on 
this burdensome and largely thankless 
task? And, where it is willing to do so, 
how to make sure that it is competent? 
Then, too, how to define community for 
the purpose of health care organization? 

There are no simple or single answers 
to any of these questions. The only sim- 
ple fact is a negative one: If the volun- 
tary institutions do not agree among 
themselves on some method of achieving 
rationalization, it will be imposed from 
outside, simply because of costs. And 
this will, almost certainly, be the begin- 
ning of the end of the voluntary system. 

In any case, meaningful rationaliza- 
tion cannot be achieved on a completely 
voluntary basis. Autonomy is never 
yielded easily. It would be unreasonable 
to expect it. Some degree of compulsion 
is inevitable. But the degree of compul- 
sion, the way in which it is applied, the 
effect on the voluntary institutions, and 
the net result in terms of effective com- 
munity health services will all differ 
markedly depending on the nature of the 
regulatory process. Thus, the choice is 
not between complete voluntarism and 
government intervention. The choice is 
between a pluralistic regulatory system 
designed to retain as much local initiative 
and private enterprise as possible but 
bringing in government at certain essen- 
tial points, and a regulatory system im- 
posed almost totally by the federal gov- 
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A PLURALISTIC PLANNING 
AND REGULATORY SYSTEM 

What are the principal elements in a 
workable regulatory system for health 
care delivery? Most important is the 
state hospital franchise, the principal 
instrument for assuring the availability 
of comprehensive care to the entire pop- 
ulation—community by community— 
throughout the nation. The object of the 
franchise is to make certain that there 
is, in every community, one organiza- 
tion with the responsibility and capa- 
bility for planning, delivering or coordi- 
nating, and monitoring the range of 
programs and services that make up the 
comprehensive care spectrum. 

A hospital could operate without a 
franchise, but would not be eligible for 
federal, state, or local tax exemptions, 
for publicly-funded grants or loans, or 
for participation in Medicare, Medicaid, 
and other publicly-funded patient care 
programs. With a franchise, it would 
be eligible for these advantages and 
would be responsible for coordinating 
all the health care provided by licensed 
physicians and other practitioners and 
by all licensed health facilities in its com- 
munity. The franchise would be renewa- 
ble periodically, say, every two years. 

There are, admittedly, drawbacks in 
use of the word franchise. Although used 
in the health care field for a decade or 
more, there is no generally accepted 
definition. Use of the older concept of 
hospital licensing is not ruled out if. it 
could be expanded to include the positive 
requirements for the franchise, indicated 
above, and adequately tied in with re- 
gional and federal activities. A few states 
—Michigan, for example—appear to be 
moving in this direction with an ex- 
panded concept of licensing. Equally im- 
portant, many states, under the leader- 
ship of the AHA, are moving toward 
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the requirement of a state certificate of 
need, before any hospital or nursing 
home can expand substantially. Rather 
than struggle with the probable continu- 
ation of vastly different concepts of li- 
censing in the different states, however, it 
would appear easier and simpler to arrive 
at a workable definition of franchising 
(or even invent a new term, perhaps 
chartering). 

The minimal requirements for an ac- 
ceptable hospital franchise could be de- 
fined in federal law, for purpose of fed- 
eral tax exemption, participation in 
federal programs, etc., with each state 
left free to add such additional require- 
ments as it sees fit. The term “license” 
could then be reserved for professional 
and institutional providers of health care, 
other than hospitals, and for hospitals 
that choose to operate without the ad- 
vantages and responsibilities inherent in 
the franchise. 

Whatever the term finally used, the 
concept of the franchise, suitably modi- 
fied to fit the health care field, appears 
to offer a viable compromise between 
complete yoluntarism and government 
Operation. It is more relevant to a non- 
profit institution such as a hospital than 
is the concept of a public utility. The 
latter aims specifically to correct profi- 
teering, an abuse that does not apply 
to the hospital industry. The franchise, 
on the other hand, aims primarily to 
oblige the hospital to take on certain 
defined responsibilities for a defined area 
in return for defined financial advantages, 
and to withhold public support and privi- 
leges from institutions unwilling or un- 
able to assume the responsibilities the 
community deems essential, 

In other words, the franchise offers a 
device for harmonizing our traditions of 

local autonomy and private initiative with 


ORGANIZATION AND FINANCING OF HEALTH CA\ 


the degree of public control necessary 
assure meeting public needs. 

To be effective, the franchise system 
would have to be accompanied by 
number of additional measures or d 
velopments. Lack of space prevents any 
thing more than a listing (the entire pro 
posal has been described elsewhere ® ii 
some detail) : 

1. Some workable method woul 
have to be developed for defining cont 
munity, district, or service area for 
purpose of assigning responsibility 
der the franchise. 

2. The relation of the hospital to phys 
sicians and other health care providers 
in its community or service area would 
have to be strengthened and probably 
formalized, This might well include a 
requirement for hospital affiliation of 
physicians as a condition of continued 
licensure. 

3. The role of regional or areawide 
planning bodies would have to be 
strengthened and integrated with th 
state franchise system. 

4. Each state would have to establish 
a franchise system as a major instrumen 
in its overall health planning and regu: 
lation. 

5. The federal government would 
have to provide the basic federal-state 
framework, guidelines, and part of the 
financing for the entire system. The fed- 
eral role would be both residual and prie 
mary. Residual in that it would have 
по operating responsibility, which would 
be left entirely to the states. Primary іп 
that the guidelines for the entire pro- 
gram should originate with Congress and 
the Department of Health, Education 
and Welfare, and that various federa 
carrot-and-stick combinations, includin 
federal income tax exemption, eligibi 
for federal grants and loans, and for patr: 
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ticipation in Medicare, Medicaid, other 
funding programs, and any future na- 
tional health insurance, would be used 
to prod cooperation on the part of state 
governments and individual providers. 

6. Finally, the internal organization 
of the hospital, including the structure 
and responsibilities of the board of tru- 
tees and the medical staff would have to 
| be strengthened. 


HMO's, HCC's, AND 
THE FRANCHISED HOSPITAL 

The need for reorganization of the de- 
livery system is now widely recognized. 
The Administration has made its pro- 
posal for health maintenance organiza- 
tions (HMOs) the centerpiece of its 
health program. It is the principal theme 
of the American Hospital Association's 
“Ameriplan,” which proposes establish- 
ment of health care corporations 
(HCCs). Governor Rockefeller has his 
“nonprofit medical corporations.” The 
Kennedy bill proposes creation of “сот- 
' prehensive health service organizations” 
"and Dr. Kerr White of Johns Hopkins 
has proposed "personal health service 
systems." 

Underneath all the semantic confusion 
and some real differences, a basic con- 
sensus appears to be emerging on this 
fundamental point: To assure compre- 
hensive care at the point of delivery, 
there must be some sort of corporate or- 
ganization with the capability, responsi- 
bility, and authority to carry out the ob- 
jective. 

The concept of the franchised hospital, 
while less attractive semantically than 
some of the other proposals, appears to 
offer several real advantages: 

1. It proposes modification of an ex- 
isting institution (the community hos- 
pital) rather than creation of a totally 
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new institution, and hence should be 
easier to achieve, 

2. It proposes a method of achieving 
this modification (the state franchise 
based on federal standards), whereas 
no effective way of moving toward either 
the HMO or HCC has been proposed. 


-What real attraction in either concept is 


there to the successful doctor? Or to 
the solvent hospital? 

On the other hand, if the new organi- 
zation, and indeed the whole delivery 
system, were tied completely to the na- 
tional financing mechanism and depen- 
dent for its very existence on the latter's 
approval—as proposed in the Kennedy 
bill—this would lead to too great a con- 
centration of power in a single federal 
agency. 

3. All such organizations obviously 
require both inpatient and outpatient fa- 
cilities and services if they are to deliver 
comprehensive care. It appears simpler 
and more logical for the hospital to de- 
velop the community outreach necessary 
to balance its historic preoccupation 
with inpatient care than for a group of 
non-hospital-based doctors to develop 
the necessary hospital arrangements. 
The problems faced by a number of 
prepaid group practice plans without 
hospitals of their own, including HIP 
at an earlier stage, illustrate the point. 

The efforts currently being made by 
many hospitals to develop satellite health 
centers, extended care facilities, mental 
health, rehabilitation, home care, family 
planning, and other community pro- 
grams indicate their growing receptivity 
to the new role. 

1f it seems desirable to give the fran- 
chised organization a new name to dis- 
tinguish it from the non-franchised hos- 
pital, we have no objection. HCO 
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(health care organization) or CHC 
(community health center) would be 
possibilities. The name is obviously 
much less important than the nature of 
the organization. However, the word 
hospital, with its historic derivation and 
development from the medieval Christian 
word hospice, or Hótel Dieu, is still a 
wonderful name that could well be con- 
tinued while the institution itself under- 
goes another transformation at least as 
great as that between medieval days and 
the present. 
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What we fear most about the new con- 
cepts, especially the HMO in its curre: 
intemperate vogue, is that we may end 
by destroying the community hospital, 
greatest guarantee of quality care and 
last resort in all serious illness, without 
producing anything viable to put in its 
place. We have seen something like this 
happen as hospital planning agencies 
were virtually destroyed to make way for 
the newer concept of comprehensive 
health planning without making sure that 
the latter would amount to anything. 


‚ THE SEARCH FOR A VIABLE NATIONAL HEALTH INSURANCE SYSTEM 


Some form of national health insur- 
ance for the United States appears inevi- 
table. This is inherent in the supply-and- 
demand factors affecting the availability 
and cost of health care. Each new ad- 
vance in the science and technology of 

` medicine and each new increment that 
is added to the life expectancy of the 
American people or to their health ex- 
pectations means that more care will be 
sought and given and that a higher pro- 
portion of family and national income 
will be spent for this purpose. Some de- 
vice for spreading this mounting cost 
over the entire population, in as equitable 
a manner as possible, simply must be 
found. 

But if some sort of national insurance 
program is inevitable, that is the only 
thing that is. The real question now is 
what kind? 

The dozen or so bills that have been 
introduced into the 92nd Congress тер- 
resent a wide divergence of political and 
economic philosophy. They can best be 
understood and appraised if grouped 
into four broad categories reflecting their 
most prominent characteristics: 

Category I: Proposals for tax or other 
incentives to stimulate voluntary pur- 


chase of private health insurance. The 
AMA’s Medicredit plan (S. 987) offers 
a tax credit against the individual’s fed- 
eral income tax; the Health Insurance 
Association of America’s (HIAA) plan 
(S. 1490) provides incentive tax deduc- 
tions. The American Hospital Associa- 
tion’s Ameriplan (not yet introduced) 
uses a benefit incentive rather than a tax 
incentive. Generally, the only require- 
ment of the private insurors is that quali- 
fying policies include specified mini- 
mum benefits. 

Category II: Proposals for mandatory 
purchase of private health insurance by 
employers for their employees. Origi- 
nally unsuccessfully sponsored in New 
York State by Governor Rockefeller, this 
is now the core of the Nixon Administra- 
tion’s proposal embodied in Senator 
Bennett’s bill (S. 1623). A somewhat 
altered version has been introduced in 
the House by Congressman Byrnes 
(H.R. 7741), the main change being the 
addition of a federal subsidy for small 
employers. The Nixon proposal also in- 
cludes provision of a separate insurance 
scheme for low-income families with 
children and availability of insurance for 
voluntary purchase by persons not pro- 
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tected by the other programs, as well as 
continuation of Medicare and Medicaid. 

Category III: Proposals calling for а 
unitary, all-embracing, federal program, 
compulsory coverage of all the civilian 
population, broad and relatively com- 
prehensive benefits, financed by а com- 
bination of payroll taxes and general 
revenues, and administered exclusively 
by the federal government without use 
of private carriers. The Kennedy bill 
(S. 3) exemplifies this approach. 

Category IV: Proposals that call for 
strengthening and extending Medicare 
to the entire population. Financing pri- 
marily through payroll taxes on employ- 
ers and employees, as at present, with 
a special contribution from general reve- 
nues, Private carriers would continue 
to act as fiscal intermediaries. Senator 
Javits has introduced such legislation (S. 
836). This bill would establish options 
permitting employers or individuals to 
opt out of the program if they purchased 
insurance at least equal in benefits to 
those provided by the the public pro- 
gram. 


CRITERIA FOR EFFECTIVE 
NATIONAL HEALTH INSURANCE 
Support and opposition to the various 
proposals is almost entirely along ideo- 
logical lines. This may be inevitable, but 
it is unfortunate. Already there is dan- 
ger of sharp and counter-productive 
polarization, primarily between those 
pro and con the Kennedy bill. This does 
an injustice to all the proposals. All, 
we assume, have been presented in good 
faith and deserve to be evaluated on 
their merits rather than on the basis of 
a priori philosophy. This calls for some 
practical guidelines or criteria against 
which the different programs can be 
measured. The following (there have 
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been other attempts at setting goals and 
criteria * 14) constitute one such yard- 
stick: 

1. Universal coverage of the resident 
population without distinction as to in- 
come or premium. contributions. The 
primary justification for national health 
insurance is that access to medical care 
and responsibilities of the board of trus- 
is a necessity, not a luxury, and that 
universality of protection is required. 
Universality cannot be achieved by vol- 
untarism, even when supported by in- 
centives, Publicly imposed means tests 
also discourage universality and, when 
accompanied by a separate program for 
means-test eligibles, generally lead to a 
double standard of care. One of the 
objectives of a national system must be 
to end such discrimination. 

2. Equitable financing, with multiple 
sources of funds funnelled through a sin- 
gle mechanism. Only in this way can 
universal coverage of the population be 
assured. Sources of funds should include 
a balanced array of employer and em- 
ployee payroll taxes (including taxes on 
self-employment income and other indi- 
vidual nonwage income) and general 
revenues, all centrally collected through 
one instrumentality and intended for all 
beneficiaries. This does not mean cen- 
tralized administration of insurance or 
of program benefits. It does mean cen- 
tralized tax collection and provision of a 
single overall fund. 

3. Comprehensive and balanced bene- 
fit. structure. Comprehensive protection 
is a relative term. It is neither possible 
nor desirable for the program to cover 
all legitimate health services and goods. 
The goal is to eliminate, within practical 
limits, financial barriers to health care 
without resort to means tests. At the 
present time comprehensive benefits can 
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be defined to mean approximately 75%- 
80% of the average family’s health care 
expenditures, If furnished in an appro- 
priate mix, this will rarely result in an 
impossible burden. 

The uncovered expenditures consist 
of a mixture of 1) small fixed fees (not 
copayment percentages) for specific ser- 
vices such as physician and dentist visits 
and some prescription drugs, and 2) 
non-covered items such as cosmetic sur- 
gery, some teen-age orthodontia, and 
over-the-counter drugs. Even here pro- 
vision can be made for exceptions based 
on overriding necessity. Long-term in- 
stitutional care, with its very special set 
of problems, should probably be dealt 
with in a separate program, 

4, Incentives to maximize efficiency 
and effective use of resources and to dis- 
courage price inflation, All insurance is 
threatened by lack of restraint on the 
part of both providers and consumers 
because the necessary money appears 
forthcoming without immediate visible 
strain on individuals. Coping with this 
danger is one of the most important and 
difficult challenges for a successful na- 
tional scheme. 

Some method must be found to slow 
down the recent inordinate rise in pro- 
vider prices, either through fee sched- 
ules, capitation payments, budget con- 
trols, or other restraining devices. 
Hospitals must be induced to make more 
productive use of personnel and to avoid 
unnecessary facilities and services, The 
Medicare experience has made it abun- 
dantly clear that open-ended cost reim- 
bursement to hospitals and other in- 
stitutions establishes disincentives for 
efficiency and economy. Substitute de- 
vices, such as prospective negotiated 
rates, are being experimented with and 
others can be developed. However, any 
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“one correct method” of paying either 
physicians or providers should be 
avoided. Frozen universal legislative pre- 
scriptions can be self-defeating. 

Incentives should also be directed at 
consumers; this is one reason for the 
small charges previously mentioned and 
the desirability of identifiable consumer 
tax payments, as in the social security 
system. 

5. Pluralistic and regulated competi- 
tion in underwriting and administration. 
Monolithic government operation of a 
field so sensitive, complex, and rapidly 
changing, for a diverse continent of 206 
million persons, is likely to bog down 
in bureaucratic rigidities, or to become 
excessively vulnerable to political caprice 
and manipulation. Too little is yet known 
about “best ways” of delivering care to 
permit completely centralized decision- 
making with its inevitable demands for 
universal conformity. 

We need to harness all the resources 
and experience we can to make the sys- 
tem operable. Competitive underwriting 
by a limited number, but wide variety, 
of private carriers, regulated by con- 
trolled centralized funding and standards 
—along the lines of the Federal Em- 
ployees Health Benefits Program (FEP) 
—could provide decentralization, reduc- 
tion of political vulnerability, and incen- 
tives for competitive innovation in both 
quality and cost controls. 

It would also be desirable to have a 
government agency—probably the Social 
Security Administration—as one of the 
carriers. 

6. Consumer options in respect to 
carriers, providers, and delivery systems, 
as far as geographically feasible, on an 
informed meaningful basis. A sense of 
choice is necessary not only to promote 
satisfaction and acceptance, but also to 
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develop a responsible attitude toward the 
use and abuse of the services offered. 
The best of the prepaid group practice 
plans insist that enrollees have dual 
choice, between joining them or some 
other type of insurance plan, both in- 
itially and at periodic intervals. But so- 
called “free choice” can be fictitious, 
unless fortified by information. The un- 
informed “free choice” available to the 
middle class in some communities is 
often less meaningful than the informed 
choice available, for example, to mem- 
bers of FEP, which undertakes respon- 
sibility for informing them on details of 
each of the available options. 

Moreover, government should not be- 
come a Big Brother deciding for individ- 
ual consumers which option is best. 
Prepaid group practice, for example, has 
admirable advantages, but it is not nec- 
essarily everybody’s dish and should not 
be imposed, It is enough for government 
to confine the options to a limited num- 
ber of approved and accountable carriers 
and delivery systems on the basis of 
quality and responsibility. 

7. Administrative simplicity. This is, 
of course, a relative matter. No national 
scheme in an area so diffuse and in- 
tensely personal as health care can be 
easy to administer. But relative degree 
of complexity is very important. A 
reading of the array of legislative pro- 
posals and published discussions dem- 
onstrates that administrative considera- 
tions generally get short shrift. They 
have little popular appeal. Everybody 
is concerned about “policy,” but the 
problem of how to effectuate policy is 
assumed to be something to be left to 
the dull fellows, the mechanics. It is 
little appreciated that administrative 
Structure is itself a major policy ques- 
tion, and often determines the practical 
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outcome of many other policy decisions, 
As John Gardner has warned, “any or- 
ganization setting out to cure social ills 
had better be sure it isn’t creating prob- 
lems as rapidly as it cures them.” 

On the one hand, some programs 
boast of requiring almost no administra- 
tion, to be virtually self-administering. 
This is a dangerous illusion. Years ago 
we were told that workmen’s compensa- 
tion was to be self-administering. In 
fact, however, such administration has 
generally been a failure because adequate 
machinery was not furnished.’ On the 
other hand, some programs attempt to 
establish a monolithic structure to con- 
trol everything, resulting in cumbersome- 
ness, rigidity, and unresponsiveness. 

Most important, perhaps, is the neces- 
sity for envisaging the relationship of 
program content to administrative ca- 
pacities, If, for example, а program's 
organization is fragmented into many 
separate pieces, requiring delicate dove- 
tailing, the administrative process may 
have to be so complex as to become a 
major impediment to effective imple- 
mentation. 

8. Flexibility for adaptation to chang- 
ing circumstances and public prefer- 
ences. Health care technology is advanc- 
ing at an unprecedented rate. Supply 
and demand structures are shifting rap- 
idly and the only predictable is change. 
The financing system must not only be 
readily adaptive to differing regional 
conditions, it must be able to shift easily 
in time, This requires wide administra- 
tive discretion, plural approaches, and 
a relatively loose system. Delivery sys- 
tem preferences, for example, should not 
be firmly rooted in basic law. Freedom 
of carriers to innovate and experiment 
should be assured. 

The appropriate portion of national 
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income to be devoted to health care can- 
not be firmly fixed, There will always 
be worthwhile alternative uses of na- 
tional income, including education and 
housing, and public preferences may 
change. Moreover, we know that health 
services do not alone bring health and 
presumably it is better health that is our 
objective. Relative investment emphasis 
may need to be altered to meet that ob- 
jective most effectively. 

A point of diminishing returns from 
health services may be reached as com- 
pared with similar investment in the 
quality of the living environment—pol- 
lution, housing, education, nutrition, etc. 
In the ever-present thorny problem of ra- 
tional allocation of resources we must 
be prepared for the possible conclusion 
that marginal increments to health ser- 
vices, in preference to other social needs, 
are counterproductive. The way must 
be left open for the public to change its 
priorities. 

9. General acceptability to providers 
and consumers. A system that is widely 
resented by the providers could result 
in long-term deterioration and inade- 
quacy of manpower, investment capital, 
and other resources, It could produce 
serious stresses incompatible with effec- 
tive delivery of personal services. Suc- 
cessful innovation requires a reasonably 
congenial climate, Consumers must also 
see the system as financially equitable, 
administratively responsive, and consis- 
tent with the cultural norms of the com- 
munity. 

For providers, it must assure continu- 
ation of accepted professional standards 
of practice and reasonable freedom 
within them, and also reasonable levels 
and stability of compensation. It would 
be rash and counterproductive to attempt 
to attain economy by taking it out of 
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the providers’ hides. Of course, this is al 
a matter of degree, since what is fai 
and reasonable is not scientifically de: 
terminable. A controlled system of coms 
petition or regulation will not and should 
not elicit hosannas from the payees; this 
would indicate imbalance. On the other 
hand, so would rebellion. The point is 
that decisions cannot be arbitrary, pun 
tive, or unilaterally made. The process 
requires negotiation, bargaining, accom- 
modation, and wide participation. 


SHOULD THERE BE A SINGLE 


places insufficient emphasis on restruc 
turing the delivery system. After all tha 
has been said in the previous section, we 
can hardly be accused of indifference 
to this need. In our view, however, it 
would be a serious error to attempt to 
restructure the delivery system and the 
financing system in the same program. 
Other instrumentalities and other legis- 
lation are needed. If the insurance 7 
Scheme gets too grandiose in its under- 
takings, too diffuse in its functions and 
responsibilities, it cannot succeed; in- 
deed it probably cannot be passed. 

The financing scheme does have re- 
sponsibilities that relate to and affect the 
delivery system and these are reflected in: 
the criteria. The insurance system must 
encourage efficiency, exert cost controls, 
and assure responsible fiscal behavior. _ 
Cost efficiency and service delivery effi- 
ciency are interdependent; you can't get 
one without the other. The financing sys- 
tem can and should stimulate and en- 
courage innovation, experimentation, and 
diversity in delivery systems. But the 
actual decisions on how care will be 
organized and delivered must be left to 
others, including physicians, hospitals, 
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the community, and appropriate govern- 
ment agencies. 

It is hazardous to employ a financial 
system to mandate or even to regulate 
delivery of care, For some 25 years we 
have witnessed distortions in the deliv- 
ery system, at least partly as a result of 
health insurance, It downgraded ргі- 
mary care, drove people into the hospital, 
and favored fee-for-service as the method 
for paying providers. The faultiness of 
that bias has become evident and pres- 
sures are generating to emphasize pri- 
mary care, ambulatory service, and capi- 
tation payment, Twenty-five years ago 
it seemed most efficient to concentrate 
most of our health care resources in the 
hospital. The shortcomings of that ap- 
proach are now apparent. Now many 
feel it most efficient to ignore the hos- 
pital and concentrate resources in pri- 
mary care units, Will the new biases 
prove less unbalancing in their effects 
than the old? Will the opposite mistakes 
be made? Will their harmful imbalances 
prove less difficult to correct? 

Financial systems, including govern- 
ment programs, tend to be dominated by 
considerations of dollar savings—not an 
irrelevant consideration. But the finan- 
cial mechanism ought not be given ex- 
clusive or primary authority to recast 
delivery systems through monetary ma- 
nipulation, No financial machinery can 
be completely neutral in its impact on 
the delivery system. The larger the pro- 
gram the greater the impact. In a na- 
tional program the danger is great that 
conformity to the contemporary conven- 
tional wisdom might be irresistible and 
change difficult to effect. By minimizing 
the responsibilities of the financing sys- 
tem for the nature of delivery systems 
and allowing for strong countervailing 


forces, we are more likely to achieve пес- 
essary balance and flexibility, 


COSTS 

It is beyond the province of this paper 
to present estimates for the various pro- 
posals, but a few words about the prob- 
lem may be appropriate, Each of the pro- 
posals, if enacted, would generate 
significant additional expenditures for 
health services, This is consistent with 
one of the major purposes of the legisla- 
tion: to remove present financial bar- 
riers, It is extremely doubtful that the 
attempted improvements in efficiency of 
the delivery system will be sufficient to 
counterbalance the increased demand. In 
any case, the factors affecting increased 
costs will take effect promptly; those de- 
signed to improve efficiency can only 
move slowly. 

As might be expected, the figures pub- 
licized by proponents of different plans 
are usually substantial understatements 
of probable costs, just as figures ad- 
vanced by opponents often tend to be ex- 
aggerations, Moreover, the advertised 
figures are rarely comparable, because 
they often use different definitions of 
costs, and may relate to differing time 
periods. Some of the figures undertake 
to state the total cost of the program to 
the federal government; some express 
only the net, or additional, cost to gov- 
ernment, taking into account that some 
existing programs will be curtailed or 
abandoned; others describe the overall 
net additional cost to both public and 
private sectors, recognizing that part of 
the new governmental cost represents a 
transfer of expenditures from the private 
to public sectors. There are other varia- 
tions. 

A useful analysis of program costs, in- 
dividual or comparative, must provide 
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more than a global figure. In addition to 
an estimate of prospective direct pro- 
gram costs to the government, meaning- 
ful data would also show, among other 
things, how much represents additional 
cost to the federal government (whether 
in tax losses or in appropriations), how 
much is a transfer from state and local 
government expenditures, how much is 
a transfer from expenditures in the pri- 
vate sector (perhaps broken down be- 
tween insurance and direct consumer ex- 
penditures), how much represents new 
costs generated by the program itself, 
and the global cost to the economy. Most 
often overlooked are the new costs, in 
terms of additional utilization and price 
effects, that any program undertaking to 
improve or alter access patterns will gen- 
erate, offset by any savings from opera- 
tional economies. 

Preliminary examination suggests that 
the total financial costs to the economy 
under the various proposals are likely 
to vary much less than the protagonists 
assert. But the differing incidence, the 
economic and social effects of transfers, 
and the relative effectiveness of the use 
of differing channels for expenditure, are 
all very important. 

Programs wherein government contri- 
butions take the form of tax credits or de- 
ductions tend to conceal the real costs to 
government; they may also conceal the 
cost to the economy generated by the 
legislation. Programs requiring specific 
appropriations and operating budgets 
make costs more visible, and visibility is 
socially desirable. When earmarked taxes 
are employed to finance a program, it is 
obviously essential to relate the tax rates 

to the cost obligations of the program. A 
tentative analysis of the various plans 
suggests not only that current estimates 
tend to be understatements, but that the 
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earmarked tax programs are probably 
underfunded. 

Monetary costs, important as they 
are, should not, however, be a major cri- 
terion for program judgment. A cost is 
high or low in relation to the desirability 
and value of what it purchases, and pos- 
sible alternative use of the funds. 


WANTED: A PRACTICAL COMPROMISE 
It is impossible here to present a sys- 
tematic evaluation of the various pro- 
posals now before the Congress, Such an 
attempt is available elsewhere.!? The 
reader is also urged to undertake such an 
evaluation on his own. However, even 
a cursory review of the bills in the light 
of the nine criteria indicates that none of | 
them measures up, although the short- 
comings differ considerably in magni- 
tude. The voluntary plans (Category I) 
cannot possibly meet the first criterion 
(universal coverage) and are equally de- 
ficient on other points including compre- 
hensive coverage, incentives for efficiency 
and economy, and administrative sim- 
plicity. The “mandated” plans (Cate- 
gory II) are somewhat better on cover- 
age but still do not achieve universality, 
perpetuate a two-class, means-test sys- 
tem, and would probably turn out to be 
nonadministrable. Such proposals could 
also have a seriously adverse effect on the 
costs of small business, the self-em- 
ployed, and employment generally. 

The Kennedy bill (Category III), 
while excellent with respect to universal- 
ity is probably also nonadministrable for 
the opposite reason. It is too highly cen- 
tralized and monolithic for a country 
of this size and with such wide economic 
and cultural diversity. It is also unac- 
ceptable to too large a segment of pro- 
viders. The Javits bill (Category IV) 
seems the most balanced up to this 
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point, but, among other difficulties, it 
provides too many options and the Sen- 
ator does not seem disposed to press it. 
The AHA bill has never been reduced 
to legislation. 

Such a negative report might seem to 
lead to complete pessimism about our 
ability to produce a viable national 
scheme. But this does not follow. The 
process we have been going through, 
while painful, is also useful. Much has 
been learned about the strengths and 
weaknesses of the different approaches; 
much more could be learned if we avoid 
the intellectual sin of dogmatism. Each 
of the proposals has its strong points as 
well as its weaknesses. The challenge 
now is to identify the strong points and 
to try to work out some reconciliation 
that will take advantage of both public 
and private potentials, of cooperative ac- 
tion and competitive initiatives. 

These are not incompatible; at their 
best they are complementary. Perhaps 
we might call it a system of “comple- 
mentary abrasiveness.” Progress does 
not come in neat fully-harmonious pack- 
ages, but more often from the clash of 
conflicting ideas, approaches and needs. 
Necessary and flexible “trade-offs” in re- 
sponse to differing needs and desires will 
prove feasible only if room is permitted 
for diversity, plurality, and private drives 
in competition for government funds and 
approbation. 

With polarization, each side tends to 
see less and less merit in the position of 
the other and each becomes persuaded 
that no acceptable accommodation is 
possible. In a recent discussion” of his 
and the Administration’s plans, Senator 
Kennedy was quoted as saying, “The 
most basic difference is that the Adminis- 
tration relies on the private health insur- 
ance industry while we rely on the Social 
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Security approach. I don’t see how there 
can be compromise on that issue.” Prob- 
ably private insurance spokesmen would 
utter similar sentiments. 

The fact is that the social security ap- 
proach can be reconciled with use of 
private insurance instrumentalities, al- 
though obviously some accommodation 
will be required on all sides, In fact, with 
good will, an approach can be developed 
that borrows significant elements from 
all the major proposals, 

One such effort is now available. 
Others will certainly be made. Hopefully, 
out of this national dialogue will emerge 
a viable system, one that will meet all or 
most of the nine criteria. Hopefully, too, 
we will not be deflected along this route 
by a detour to catastrophic insurance. 
This misnamed and misleading ersatz 
substitute for national health insurance 
would, in our view,!? constitute a serious 
setback not only for a sensible financing 
program but for the concept of compre- 
hensive care and the integrated delivery 
system for which so many health care ex- 
perts are now calling. 

The political pressure that is building 
up for some sort of financing legislation, 
however, makes clear that we cannot 
wait too long. There is real urgency: a 
financial crisis that threatens the lives 
and well-being of millions of Americans 
as well as the viability of important seg- 
ments of the health care economy. To 
say that a plan is not perfect is no excuse 
for inaction, We will never achieve a per- 
fect plan just by studying it or talking 
about it. We have to start moving. 
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The president of the United Automobile Workers Union poses problems that 
the mental health professions must deal with in helping to solve the general 
crisis in health care facing the nation. Major reasons for the crisis are dis- 
cussed, and the Health Security Program, aimed at providing comprehensive 


national health insurance services for all Americans, is outlined. 
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| n 1963, the United Automobile Work- 

ers were deeply concerned about 
structuring a new form of prepaid men- 
tal health benefits that would encourage 
early and readily available out-of-hos- 
pital diagnosis and treatment, while re- 
moving the economic barrier between 
workers and sources of help. The union 
was fortunate in receiving imagina- 
tive and constructive assistance from 
the American Psychiatric Association 
through a special committee set up to 
work with the UAW. 

Studies made by Dr. Arthur Korn- 
hauser? of Wayne State University had 
demonstrated that the proportion of 
mentally healthy workers consistently 
decreased as one moved down the line 
from the skilled worker category to the 
semi-skilled and unskilled worker cate- 
gory. The speed of the mechanically 
paced line, the lack of opportunity to 


alter the work load to meet fatigue, the 
inability to control quality, the restric- 
tions on freedom of movement, the an- 
onymous atmosphere of the assembly 
lines, the limitations of communication 
because of noise, heat and pressure— 
these and related factors help to explain 
why there is frequently so little job sat- 
isfaction and very little of the group 
identification that mental health pro- 
fessionals point to as an important value 
of work. 

In the fall of 1964, the UAW was 
able to pioneer in negotiating an out- 
patient mental health insurance benefit 
that initially affected some two-and-a- 
half million people. Between then and 
now, it has been a source of consider- 
able satisfaction to the UAW to witness 
the extension of similar outpatient men- 
tal health benefit programs to nearly 
fifteen million Americans. 


Submitted to the JOURNAL in February 1971 
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However, when the November 30, 
1970, issue of the Journal of the Ameri- 
can Medical Association carries two 
articles ^ * reporting that one out of 
three patients admitted to a general hos- 
pital or seen in an emergency room is 
troubled in part or primarily by emo- 
tional distress, we have documentation 
for the self-evident truth that as a so- 
ciety we have a long way to go in re- 
solving the problems that bring about 
emotional instability and breakdown. 

The. mental health professions are 
key elements in the provider system and 
have frequently been among the leaders 
in the health professions in anticipating 
the need for constructive change. The 
problems in health care today are read- 
ily identifiable. 

Mental health professionals, along 
with most thoughtful Americans, recog- 
nize that our entire health care system 
is in crisis. Skyrocketing costs have 
gotten out of hand. During the past 
fifteen years, health costs have been in- 
creasing at twice the rate of increase in 
the cost of living. Services are frag- 
mented and hard to obtain, and fre- 
quently of questionable quality. Public 
expenditures for medical care continue 
to rise at an alarming rate, and most ob- 
servers, including the President of the 
United States, describe the system as 
being “in crisis.” 


THE DELIVERY SYSTEM 

Most informed observers of the 
health care scene recognize that solo 
practice, fee-for-service medicine is un- 
economic, increasingly unproductive, 
and likely to provide less adequate med- 
ical care than other types of delivery 
arrangement. 

The mental health professions have 
been in the lead in conceiving and sup- 
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porting the community mental health 
center concept, where the team ар- 
proach to delivery maximizes the раг- 
ticipation of each member of the group 


Organized labor applauds and supports 
these efforts, 

Yet, at the same time, many members 
of the profession cling tenaciously to 
the notion that solo practice, fec-for- 
service is the preferred method of de- 
livery of mental health services for those 
who can buy their way into psychia- 
trists’ offices. 

We have here a problem of organi- 
zational schizophrenia. If the team ap- 
proach to the delivery of mental health 
services is sound, your profession should 
be giving it active support across the 
board, not only for those, mostly the 
indigent, who find their way to com- 
munity mental health centers, This is 
a problem that professionals and con- 
sumers alike need to solve. 


FINANCING MENTAL 
HEALTH SERVICES 
With the help of the mental health 
professions, the UAW, other unions, 
and progressive forces among insurers 
have demonstrated that properly de- 
signed prepaid mental health services 
are feasible and appear to be effective. 
Yet most of the American people do 
not have early access to out-of-hos- 
pital mental health treatment. In part 
this may be a question of availability 
of service. It has been demonstrated 
that this is also, in substantial measure, 
a question of economic barriers. What 
the UAW and other unions have been 
able to do in insurance has helped. Yet 
far more people are covered by major 
medical types of mental health insurance 
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with large dollar corridors and co-insur- 
ance payments. Such insurance assures 
that only middle and upper income fam- 
ilies gain access to your private offices 
and that the great majority of the Am- 
erican people must either wait in line 
at the community mental health clinics, 
or, as is more often the case, wait until 
their emotional problems are sufficiently 
severe that institutionalization becomes 
a necessity. 

Access to decent health care is a 
right, The leadership in your profession 
shares this conviction. To make this 
right a reality, professionals and con- 
sumers must join together in finding a 
formula for universal financing of all 
health services. 


MANPOWER SHORTAGES 

This serious problem affects all the 
health disciplines, including your own. 
Dr. Roger О. Egeberg,? Special Assist- 
ant to the Secretary of the Department 
of Health, Education & Welfare, esti- 
mates America needs 50,000 new phy- 
sicians and tens of thousands of social 
workers, nurses, and other allied health 
personnel to meet the nation's minimum 
needs. This obviously is a farce. Un- 
fortunately, this manpower shortage is 
often used by those opposed to change 
as an excuse for inaction. 

The mental health field has done un- 
usually well in increasing manpower. 
I am told that you have more than 
doubled the number of mental health 
professionals in the last ten years. This 
probably has something to do with the 
fact that the soothsayers of doom and 
dismay were proved wrong in 1965 
when they warned us that the addition 
of two-and-a-half million eligibles to 
those who could purchase out-of-hos- 
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pital mental health services would "sink 
the system." 

It has not been easy. But by and large 
when UAW members and their fami- 
lies require out-of-hospital psychiatric 
services they are able to secure access 
to treatment. 

This access in several communities 
was facilitated when psychiatrists took 
the lead in moving out of the isolation 
of their offices and into the organization 
of mental health team programs. 

However, there is a continuing need to 
increase the numbers of mental health 
professionals trained annually, to make 
more substantial use of para-medicals 
in the field and to encourage organiza- 
tional patterns that maximize the use 
of the time of highly paid professionals. 


EVALUATION OF 
MENTAL HEALTH SERVICES 

The mental health field deals largely 
with intangibles. The profession con- 
sists as much of artists as of scientists. 
It has been difficult to evaluate the effi- 
cacy of treatment. Yet in recent years 
you have introduced a whole host of 
new treatment methods. Qualitative re- 
ports suggest that many of these meth- 
ods are effective, but there are doubts 
about others. 

As a representative of consumers, the 
UAW believes that you have not yet 
stepped up to your responsibility to eval- 
uate the quality of the services and the 
effectiveness of treatment methods you 
provide. Such accountability is part of 
professional reponsibility. 

When the Michigan Health and Social 
Security Research Institute suggested 
that a beginning needed to be made to 
develop criteria for evaluation of serv- 
ices and outcomes of treatment, the re- 
sponse from the psychiatrists at the 
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meeting where this was discussed ranged 
from apathy to hostility. One psychiatrist 
reported to the Institute staff that the 
main result of the meeting may have 
been to increase the sale of Stelazine 
in the Detroit area. 

Your anxiety as providers and the 
UAW's as consumers ought to be met 
in more contructive fashion. 


THE COMMUNITY AND SOCIETY 

While the mental health professions 
have been in a leadership role in many 
areas, the record has not been distin- 
guished in accepting the legitimacy of 
its professional concern with social con- 
ditions and public policies that are det- 
rimental to public health. 

Psychiatrists and your professional 
colleagues have been articulate and 
graphic in describing to a number of 
the leadership people in the UAW and 
other unions how your patients’ emo- 

tional ill health was related to job ten- 
Sions, to problems deriving from racial 
discrimination, to ghetto living condi- 
tions, to deteriorating schools. 

Yet somehow you have not found 
a way of making known in organized 
fashion the extent of your knowledge 
and of your concerns. Certainly none 
of us believes that solely through the 
one-to-one relationship will man's prob- 
lems of adjustment to the society be 
Solved. Your concern for this one-to- 
one relationship has largely blocked 
your effective recognition of the broader 
factors involved. 

Labor needs your help in bringing 
about social change in the society. We 
need it now if your profession, as you 
now know it, is to be able to continue, 
and indeed if the society is to survive. 

On an even more elemental basis, 
labor needs your help in interpreting 
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what services you can provide and how 
they are provided to people who need 
them. The UAW has worked effectively 
with many of you in this regard, but 
a great deal more needs to be done. As 
an indication of how far we still need 
to go, a couple of years ago, when the 
Institute staff proposed to one State 
Society of Psychiatry and Neurology 
that it join in a series of meetings with 
workers to interpret how mental health 
can aid workers' families, we were pre- 
sented with a resolution by that So- 
ciety that its members could not par- 
ticipate in such community activities 
unless they received compensation for 
such participation. 


HEALTH CARE 
GAPS AND DEFICIENCIES 

In this setting, we look at the United 
States, which last year spent nearly $70 
billion for health care, seven percent 
of our Gross National Product, a per- 
centage that exceeds that of any other 
nation. Yet, in mental health and in 
all health services we are not receiving 
full value for health care dollars ex- 
pended. 

Despite what is generally acknowl- 
edged to be the world’s highest level of 
health technology, our present health 
care non-system has fostered a pattern 
of care that is both wasteful and inef- 
fective. Moreover, the medical market 
mechanism, on which we have thus far 
relied, has proved it is incapable of meet- 
ing the real health needs of our people. 


THE PRIVATE INSURANCE 
SYSTEM HAS FAILED 

The private health insurance indus- 
try, which organized labor helped create 
and which counts union members as its 
largest group of subscribers, has failed 
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us. They have done wonders in develop- 
ing insurance principles and in imple- 
menting programs, but have not deliv- 
ered the health care, cost control, or 
universal protection that legitimately has 
been expected of it. 

= Although private health insurance 
covered over 175 million Americans in 
1969, this extensive coverage met only 
just over one third of consumer health 
expenditures.* 

« Private insurers are concerned pri- 
marily with the exchange and protection 
of dollars, not with the provision of 
health care services. 

= Benefits for ambulatory care are 
deemphasized and costly hospital care 
is expanded, while preventive care ben- 
efits are practically non-existent. 

= Both Blue Cross-Blue Shield and 
the commercial insurance companies 
have proved themselves unwilling or 
unable to control skyrocketing health 
care costs, thus subscribers are paying 
mostly for inflation, not benefit inno- 
vation. 

= Private insurers have refrained 
from participation in community activ- 
ities designed to encourage health plan- 
ning and health standards. 

= Carriers have not and still do not 
have either the interest or capability of 
introducing the most minimal quality 
standards, For example, the private in- 
urance companies still do not require 
hospitals to be accredited as a condition 
of receiving payment for services, and 
most Blues plans pay for laboratory 
services in many privately run firms 
without satisfactory quality checks de- 
spite evidence that many of them pro- 
vide grossly inferior work that may be 
life threatening to the patient. 

= There are today in excess of 1,800 
private health insurance carriers with 
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1,800 separate and competing sales 
forces, substantial advertising budgets, 
duplicate administrations, hundreds of 
policy variations, multitudinous forms 
and elaborate coordination agreements 
to prevent double payments to subscrib- 
ers. This proliferation results in un- 
necessary expenditures we estimate at 
close to one billion dollars. 

= And in the mental health field, 
aside from UAW type programs, it con- 
tinues to promote major medical men- 
tal health benefits where the use of dol- 
lar corridors and co-insurance provide 
such deterrents to early diagnosis and 
treatment that the benefits become rel- 
atively meaningless, except to people 
with substantial private income. 

Thus, labor reluctantly concluded 
that newer social mechanisms were 
needed in health care—as they were in 
income maintenance when the Social 
Security system was created in 1935. 


HEALTH SECURITY PROGRAM 

The Health Security Program would 
overcome the deficiencies of the pres- 
ent non-system. It was proposed by the 
Committee for National Health Insur- 
ance (CNHI), of which I am chairman, 
Dr. Michael DeBakey and Mrs. Mary 
Lasker are vice-chairmen of the Com- 
mittee. Other members include out- 
standing Americans from both political 
parties and all walks of life—including 
Senators Kennedy, Saxbe, Javits, and - 
John Sherman Cooper. Dr. Howard 
Rome, past president of the American 
Psychiatric Association, has been an ac- 
tive and hard working member of the 
Committee. 

The CNHI proposal (The Health 
Security Act) was introduced in the 
House of Representatives by Martha 
Griffiths and James Corman, (H.R. 22 


142 


and 23) and is co-sponsored by sev- 
enty-two other Representatives of both 
political parties. Senator Kennedy and a 
bipartisan coalition of twenty-three 
other senators introduced $. 3, the Sen- 
ate bill number for Health Security. 


PROGRAM HIGHLIGHTS 

Health Security includes a system of 
national health insurance that would 
finance comprehensive health care. In 
addition it includes resource develop- 
ment funds and mechanisms to assure 
continued delivery of quality health 
care services. The program would deal 
simultaneously with the problems of 
health manpower shortages, spiraling 
costs, unacceptable quality and the root 
cause of all of these: lack of health care 
organization for the delivery of services. 
It would use the leverage of funds to 
bring about evolutionary change in the 
way health care services are offered and 
received, 

The benefits of the Health Security 
Program would be available to all per- 
sons resident in the country. Eligibility 
would not require an individual contri- 
bution history or a means test. 

The entire range of personal health 
services will be covered, including care 
for the prevention and early detection 
of disease, the treatment of illness, and 
rehabilitation. With four exceptions, 
there are no restrictions on needed serv- 
ices, no cut-off points, no co-insurance, 
no deductibles, and no waiting periods. 
The four exceptions are dictated by the 
inadequacies of existing resources or in 

management potentials with respect to 
skilled nursing home care, dental care 
(this benefit starts with those who are 
under age fifteen and extends to older 
age groups over a period of time), pre- 
scription drugs and appliances, and 
mental health care. 
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Hospitalization for mental health 
conditions is limited to 45 consecutive 
days of active treatment during a bene- 
fit period. With regard to ambulatory 
care, there are no limitations on out-of- 
hospital mental health consultations 
when they are offered in an organized 
program where payment is made in ad- 
vance on a capitation basis. Where the 
individual is not a member of an or- 
ganized program, therapeutic visits are 
limited to 20 during a benefit period, 
which is renewable annually, 

There have been questions raised 
about the limitations on the mental 
health benefit. However, the aim of the 
benefit is to maximize the use of exist- 
ing resources of personnel and facilities 
through gearing the program to essen- 
tially short-term therapy. There is tested 
experience to indicate such а benefit 
can be appropriate and effective, The 
aim is health maintenance rather than 
long term character reorganization. 


NOT SOCIALIZED MEDICINE 

Health Security is not to be confused 
with “nationalized” or “socialized” 
medicine. Those are scare words that 
will be used by opponents. Health Secu- 
tity does not imply any interference 
with the relationship between practi- 
tioners and patients. It will actually pre- 
serve and strengthen the doctor-patient 
relationship by removing the financial 
barriers to health care. It will provide 
for orderly change from the present lack 
of organization of health care to more 
rational and eflective means of offering 
care to all—regardless of income. 

Health Security undertakes the thor- 
oughly American approach of provid- 
ing financial and professional incentives 
to improve the health care delivery sys- 
tems through built-in quality and cost 
controls, It would provide viable and 
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‚ acceptable alternative payment methods 


to the traditional and costly fee-for- 
service system. 


FINANCING AND 
CONTROLLING HEALTH SECURITY 

The Health Security Program would 
be financed through the Social Security 
system. In addition to general revenue 
support, there will be payroll tax con- 
tributions from employers, employees, 
and the self-employed. Provision would 
be included to relieve workers from that 
part of their payroll tax for which em- 
ployers are already obligated under col- 
lective bargaining commitments for the 
purchase of health care. 

CNHI experts estimate that, in fiscal 
year 1970, the benefits provided under 
Health Security would have totalled $41 
billion, or almost 70% of the total per- 
sonal health care expenses in the United 
States. None of the $41 billion repre- 
sents “new” money. Under Health Se- 
curity, the same amount of money 
would provide more health services for 
more people by revitalizing the existing 
health care delivery system and reducing 
the inflation in the cost of health care. 
By 1974, when the program is expected 
to be implemented, unchecked inflation 
under the existing health delivery pat- 
tern may raise the program cost to ap- 
proximately $57 billion. Thus, it would 
cost the American people no more to 
provide comprehensive health services, 
properly organized, to all Americans, 
than it continues to cost to provide frag- 
mented, inadequate services to a part 
of our population. 

A special feature of the Health Se- 
curity Program would provide a Re- 
sources Development Fund. A fixed 
percentage of overall program funds, 
ultimately reaching $2 billion per an- 
num, will be earmarked and used to 
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strengthen the nation’s resources of 
health personnel and facilities and up- 
grade the system for the delivery of 
care. 

All services covered under the Health 
Security Program will be financed on 
a budgeted basis. Advance budgeting 
will restrain the steeply rising costs and 
provide a method of allocating available 
funds among categories of covered serv- 
ices. Through this process, the program 
can support a range of basic and aux- 
Шагу services and modify the undue 
emphasis on high cost services and fa- 
cilities. 

The program has a further advantage 
in that it provides a direct form of rev- 
enue sharing. It will relieve state and 
local governments of more than $3 bil- 
lion in expenditures for health care in 
the first year of operation alone, and 
could provide even greater relief in sub- 
sequent years. 


CONSUMER, PROVIDER, 
AND PUBLIC BENEFITS 

Consumers will be assured a mean- 
ingful role at every administrative and 
decision-making level. A National 
Health Security Advisory Council, with 
a majority of consumer members, would 
work closely with the proposed Health 
Security Board in establishing national 
policy, standards, and operating pro- 
cedures. In addition, consumer organi- 
zations will be given technical and finan- 
cial assistance to establish their own 
comprehensive health care programs. 

The proposed program would sim- 
plify today’s complex web of payment 
arrangements for many fragmented 
public programs for personal health 
services by incorporating into the Health 
Security Program all of Medicare, al- 
most all of Medicaid, and a number of 
other public medical programs. 
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Rather than increasing this mountain 
of paperwork, as some critics have sug- 
gested, the proposed program would 
reduce it. Under Health Security there 
will be one administering agency and 
one set of forms—highly simplified. 
Both patients and practitioners will 
welcome the change. Hospital billing 
would also be vastly simplified. 

Under Health Security, providers 
will be able to take advantage of a ra- 
tionalized program to put a new degree 
of order into their family lives as well 
as their practices, Hospitals would be 
able to extend their facilities into greater 
community service, including opportu- 
nities in extended and ambulatory care. 

Finally, Health Security would encour- 
age more efficient use of facilities and 
personnel—for example, through pre- 
paid group practice health care pro- 
grams—with correponding savings and 
improved health care. Members of De- 
troit’s Community Health Association 
use half as many hospital days per 1,000 
members as those who received their 
care under Michigan Blue Cross-Blue 
Shield fee-for-service medical programs: 
544 days versus 1,059 days. Kaiser 
and other prepaid plans have reported 
similar experience. 


CONCLUSION 

In the months ahead, the American 
people will be deluged with a series of 
proposals to do something about the 
health care crisis in America. Some will 
propose to do as little as possible. For 
example, none of the other national 
health insurance proposals provide com- 
prehensive mental health benefits, a sit- 
uation difficult to comprehend when one 
looks at the size and scope of the na- 
tional problem. Others will offer the 
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form but not the substance of 
Important interest groups are develo 
ing plans to provide more funds to sho 
up the present obsolete health care пой 
system and thus provide added fuel | 
the fires of inflation. 

Meaningful change can only com 
through fundamental reorganization | 
the health care delivery system relat 
to across the board financing. 
principles underlie the Health 
Program. 

Last May, when asked whether mi 
tional health insurance was in the offin 
Dr. R. Н. Waggoner, the past presides 
of the American Psychiatric Associ 
tion, stated: 


I think it is inevitable and I don't favor ap 
proaching it as some other associations do, by 
beating our brains out in opposition to it. It is 
going to come, so why don't we concentrat 
our efforts toward making certain that it in 
cludes coverage for mental illness as well 

physical illness. | 


I applaud Dr. Waggoner's realistig 
forward thinking views. Accordingly, 
have tried to outline some of the prob- 
lems I see, which psychiatry needs to 
solve as its constructive contribution to 
the development of a better health care 
system in this country. We are buildin 
for a stronger and healthier America 
I invite you to join the architects 
change. 
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MENTAL HEALTH INSURANCE: 


A Comparison of a Fee-for-Service Indemnity Plan 
and a Comprehensive Mental Health Center 


Jerome Cohen, Ph.D. and Harold Hunter, D.P.H. 


Services and utilization rates of a comprehensive mental health center sup- 
ported by a prepaid insurance plan are compared with those of a fee-for-service 
indemnity plan. Data accumulated over a period of seven years indicate that 
by the end of that period hospitalization rates among members of the center 
were lower than those for members of the indemnity plan, while the mental 


health center's utilization of services was higher. 


sign of progress toward develop- 
ment of a national health insur- 
ance policy is the shift in rhetoric from 
discussion of whether there should be a 
national health program, to the kind of 
insurance program that will be most ef- 
fective. It is urgent that we do not take 
as long to decide this issue as it took for 
the basic social policy shift to the be- 
ginnings of National Health Insurance 
as reflected in Medicare programs. 
Experience with the mental health 
component of various private insurance 
plans may serve as comparative models 
to forecast advantages and disadvan- 


tages of each type of insurance program. 
This paper describes a prepaid insur- 
ance plan supporting a comprehensive 
mental health center and compares the 
services and utilization rates of this cen- 
ter with that of a fee-for-service indem- 
nity plan servicing a similar population. 
Both plans serve retail clerk union mem- 
bers and their families in the Los Ang- 
eles area. 

It is paradoxical that the comprehen- 
sive mental health center supported by 
Retail Clerks Local 770 and the Food 
Employers Benefit Fund was recently 
abandoned in favor of a fee-for-service 
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indemnity plan just as a study was being 
completed that demonstrated the ad- 
vantages of clinic group practice over 
the private practice indemnity plan. It 
exemplifies, once more, the vulnerability 
of mental health programs that become 
costly enough to be taken seriously as 
an issue of political concern. Yet the 
study reaffirms a basic truth of com- 
munity health programs—if they are to 
do their intended work well, they will 
be expensive programs. This is particu- 
larly true when the delivery system in- 
volved must reduce the huge prevalence 
rate as well as deal with the new inci- 
dence of disability. Inadequate funding 
along with grandiose expectations of 
quick reduction are the ingredients from 
which disenchantment grows. 

For some years now, unions have 
been focal points for pressure in obtain- 
ing acceptable health insurance plans 
for the worker and his family so that 
they would be protected from medical 
catastrophe and might also make prog- 
ress towards the prevention of serious 
physical disability by having early medi- 
cal attention available and accessible. 
Toward this end a comprehensive union 
health benefit plan was developed in 
Los Angeles by the retail clerks under 
the leadership of Joseph DeSilva.* In 
1959, the union leadership was success- 
ful in negotiating the inclusion of men- 
tal health services along with the other 
health care benefits. In January 1961, 
a Department of Psychiatry was estab- 
lished within the Southern California 
Kaiser-Permanente Medical Group serv- 
ing the retail clerks as their major pop- 
ulation. 
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This relationship continued until 
August 1966, when a Mental Health 
Development Center was established 
separately from the Kaiser group and 
moved into quarters in the same build- 
ing in which the union offices were 
housed. The move established this men- 
tal health center as one completely de- 
voted to the problem of the retail clerk 
and his family. The Mental Health 
Development Center devoted its total 
energies to the creation of services and 
programs most needed by this functional 
community.* In preparation for this 
move, a Youth Development Center 
was established in June 1965 to extend 
services both to young workers and to 
the families of retail clerks. A parent- 
child center had been in operation since 
February 1964 and was further devel- 
oped as an important segment of the 
new mental health center complex. The 
programs and services of the center in- 
cluded a wide range of in-patient and 
out-patient activities originating from 
the observed needs of the union mem- 
bers and their families as brought to 
the attention of the center’s staff. 

At the time of closing, the retail clerks 
had available to them a coordinated 
and comprehensive range of services in- 
cluding individual psychotherapy; hos- 
pitalization benefits, both total and par- 
tial; day or night care hospital services; 
a wide range of group therapy activities 
related to the particular problems of the 
retail clerks and their families; family 
therapy; psycho-educational services, in- 
cluding tutoring associated with therapy 
related to learning problems; parent- 
child education; vocational guidance 


* The retail clerks represent a functional community brought together by the common interest 
of their work related activities and the brotherhood of union membership. They are not a 
geographic community in the sense of close living proximity. Thus, members of this union live 


throughout the vast county of Los Angeles. 
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and marriage counseling; and psycholog- 
ical testing and evaluation as required 
for treatment planning. The Center was 
in the process of developing a strong 
consultative program available to both 
union and management in the food and 
drug industries served. Training and re- 
search evaluation were also carried on 
to insure that the Center would keep up 
with current approaches in the mental 
health field. 

Service to a known population is the 
sine qua non of community mental 
health programs, In most cases, the com- 
munity mental health centers know their 
population primarily in terms of demo- 
graphic characteristics originally ob- 
tained from census tract data. Usually 
these data are forgotten once gathered 
and reported to Washington for fund- 
ing purposes. Rarely is the information 
used to reach out to the community in 
an effort to treat high risk groups, either 
to help those who are already experi- 
encing particularly high rates of symp- 
toms or to help prevent more serious dis- 
abilities among the more vulnerable 
segments of the population. Without a 
planned periodic canvassing of the com- 
munity to identify the mental health 
status of the population in their catch- 
ment area, it is unlikely that centers 
will ever effectively serve their total pop- 
ulations. The study upon which this 
paper is based provided a detailed de- 
scription of the demography and life 
styles of the retail clerk and related these 
to reported symptoms. The data base 
identified those members who were ex- 
periencing high degrees of stress but 
who were not finding their way to clinic 
services, Plans could then be developed 
to institute a service delivery pattern 
capable of serving those as yet un- 
reached workers. 
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pe development of this program - 
an emergency referral service to al 
extensive community mental health pro- | 
gram was made possible by the initial 
willingness of the combined union-man- 
agement trustees to support saturation | 
services over a period of time sufficient | 
to begin to make an impact upon the 
population at risk. This turned out to | 
require less than ten years. During these | 
years, mental health services became as | 
socially acceptable as other medical ser- | 
vices offered. There has been a steady 
increase in the use of the clinic by work- 
ers and their families—a group ordinar- 
ily known to resist seeking counsel for 
personal or family problems. Utilization | 
by the black community was increased ' 
considerably and particular attention | 
was being paid to the development of. 
methods that would insure similar re- | 
ceptivity by other ethnic minorities as | 
well. 

A program of consumer сано 
had been maintained throughout the 
clinic’s history. Through individual mail- 
ings and monthly articles in the union 
newspaper, the clinic had consistently | 
fostered rather than resisted increased 
use, The retail clerk population was 
informed of the various ways in which | 
a mental health program could be of as- | 
sistance to them, not only for acute per- 
sonal crisis but for many problems not | 
ordinarily considered by them to require 
direct clinic service. Experience with the 
retail clerks, their typical family prob- 
lems, and the special work problems of | 
the industry in which they were em- 
ployed made for a unique relationship 
between the clinicians and the workers. 
The clinicians became skilled in meeting - 
the needs of the more common problems 
of family and work relationships that. 
might have developed into more 71 
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ous disabilities without intervention. The 
developmental problems of children and 
adults, as well as the characteristic 
vicissitudes of family crisis and changes 
that occur during the life cycle, were the 
core of the program. A multi-disciplined 
team effort permitted mutual education 
as well as a broader range of clinical serv- 
ices. Participating were psychiatrists, clin- 
ical psychologists, educational psycholo- 
gists, psychiatric social workers, school 
teachers, and a variety of consultants 
from the community in special program 
areas. Active in-service training of all 
clinic personnel maintained a high staff 
morale and improved clinical and pro- 
fessional maturation of all staff mem- 
bers. 

Because the clinic looked at the popu- 
lation it served for leads as to the most 
effective modality of service, it was able 
to change its approaches as need de- 
manded. When it became evident that 
the individual worker could seldom be 
evaluated separately from the family, 
work, or social situation, and that the 
stress of family conflict might well result 
in individual breakdown, a policy was 
established to evaluate the family as a 
unit in addition to evaluating the person 
applying for individual service. This can 
only occur when the community mental 
health center becomes more concerned 
with its population’s needs than its pro- 
fessional methods. The critical nature 
of early contact with an applicant was 
increasingly recognized. The walk-in pa- 
tient or telephone applicant was evalu- 
ated and treated promptly The waiting 
period for continued service was seldom 
longer than two weeks, and service was 
immediate in all cases of crisis. Emer- 
gency services were also developed. 
Clinical personnel were available twenty- 


5м four hours a day on a rotating basis. 
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Continuity of service was maintained 
through the use of a psychiatric in- 
patient facility nearby the clinic so that 
hospitalized patients could be treated by 
members of the center, individually and 
in groups, The hospital program placed 
special emphasis on involvement of 
family members, along with the treat- 
ment of the identified patient. Almost as 
soon as the patient was hospitalized, the 
family was prepared for his return. As 
excessive symptoms subsided, visits to 
the home were encouraged. Family visits 
to the patient while in the hospital were 
actively promoted from the beginning of 
hospitalization. Day treatment or half- 
way house management was used when 
a gradual resocialization program was 
needed or family circumstances required 
such interventions. 

At the time that Local 770 initiated 
these benefits for its members, using a 
group practice to deliver services, other 
Retail Clerk Locals joined in a Merged 
Trust to offer mental health services 
through an indemnity insurance plan in 
which the member had a wide choice of 
professionals who would be reimbursed 
by the trust fund on a prearranged fee- 
for-service schedule. The differences in 
patterns of use and the comparative cost 
of operation of these two plans provide 
some experience upon which to evaluate 
the advantages and disadvantages of 
each plan. 

While the cost of benefits of the Local 
770 program exceeded that of the 
Merged Trust, it was well within its 
fiscal capabilities. The fund set aside for 
mental health was established by a col- 
lective bargaining contract with em- 
ployers for all of the Southern California 
Retail Clerk Locals. Therefore, the in- 
come of the mental health fund in Local 
770 Health and Welfare Benefit Trust 
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Table | 
USE AND COSTS OF MENTAL HEALTH BENEFITS, SOUTHERN CALIFORNIA RETAIL CLERKS, 1968 
LOCAL 770 MERGED TRUST 
1. Average No. Members 20,856 29,258 
2. Average No. Eligibles 54,000 80,939 
3. Cost of Benefits $745,000 $444,276 
4. No. Members Served 1,363 1,045 
5. Use by Members 6.5%, 3.5%, 
6. No. of Eligibles Served 3,032 1,283 
7. Use by Eligibles 5.6% 1.6% 
8. Patients per Case 2.2 12 
9. Cost per Member Served $546.53 $425.14 
10. Cost per Eligible Served $245.73 $346.27 
11. Hospital Days 1,124 3,983 
12. Days per 1,000 Eligibles 20.8 49.2 
13. Cost of Hospitalization $58,146 $148,098 


and the income of the Merged Trust 
were approximately equal. The decision 
of Local 770 and the Food Employers 
Benefit Fund to spend their money in 
the manner described in TABLE 1 must, 
therefore, find justification in some type 
of increased benefit over that which was 
received by the Merged Trust indemnity 
program. ` 

To what use the accumulated mental 
health reserves of the Merged Trust will 
be put was not determined by this re- 
search. However, the total amount of 
dollars spent in any program needs to be 
seen in respect to income as well as 
benefits derived. Not spending funds 
made available for services offers no in- 
herent advantage. The benefits that re- 
sult from the expenditure of available in- 
come is the critical issue. 

Reviewing the utilization and cost 
figures, it is clear that the Mental Health 
Center program, after seven years of 
offering saturated services, began to pay 
off in reduced hospitalization rates and 
extensive utilization of services. The 
number of hospitalization days required 
for the members of Local 770 clinic 
program were less than half of the com- 
parable retail clerk population partici- 


pating in the Merged Trust indemnity 
program. Hospital costs of the indemnity 
were approximately twice that required: 
for hospitalization of members of Local 
770. No estimate was made of the in- 
direct costs associated with labor and 
wages lost for industry and worker, let 
alone the cost of losing a member of 
one's family during hospitalization. 

In addition, the utilization rate by 
beneficiaries of the Local 770 program 
was the highest for any population being 
served by a community mental health 
center, whether union sponsored or not. 
By 1969, some 17% of the eligible 
population had been served in one way 
or another by the center. This begins to 
approach the 2295-2596 of the general 
population that have been found to be in 
need of mental health services by various 
epidemiological mental health studies 
conducted in the United States. The utili- 
zation rate of all eligibles was 5.6% for 
Local 770 as compared with 1.6% fot 
the Merged Trust. These dramatic utili- 
zation rates have to be taken into at- 
count when determining the differential 
cost of the two programs. Even though 
the total cost was greater, the cost рей 
eligible served in Local 770 was less 
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than the cost of eligibles served in the 
Merged Trust. 

It is clear that there was a major dif- 
ference in the approach to the patient 
and his family by the Mental Health 
Development Center from that taken by 
the private practitioners who served the 
retail clerks in the Merged Trust. Family 
care was seen as the basis of an informed 
community approach to mental health 
and could be effectively supported by 
the group practice in the Mental Health 
Development Center. The incremental 
cost of treating additional patients was 
lower in the 770 program, resulting in 
an attitude of clinician concern for total 
family needs. The high cost of treatment 
per individual that is characteristic of 
private services was not a factor in de- 
termining appropriate treatment plans 
for the families of clerks in Local 770. 

The merged trust fund contains ex- 
perience from eight Retail Clerk Locals. 
One of these—Local 889—for which 
data was available was used as a com- 
parison group in regard to differences in 
costs and utilization rates. It is apparent 
from TABLE 2 that Local 889 had lower 
costs and lower rates of use than either 
770 or the average of all the retail clerks 
locals in the Merged Trusts. 

In Local 889, the cost per eligible was 


$3.88 compared to $5.51 for all the 
locals in the Merged Trust, and com- 
pared to $13.80 in 770. However, the 
rate of use of all eligibles was only 1.0% 
in Local 889, compared to 1.6% for all 
the locals in the Merged Trust and 5.6% 
in 770. The cost per eligible using serv- 
ices was highest in Local 889, $453 
compared to $346 for the entire Merged 
Trust and $245 for 770. Hospitalization 
rates were higher in Local 889 than 
they were among 770 eligibles. Perhaps 
because of the lower outpatient utiliza- 
tion, the percentage of costs spent by the 
fund for inpatient mental health care in 
Local 889 rose much higher than either 
770 or the Merged Trust (41% of 
all mental health costs are for inpatient 
care in Local 889, compared to 33% for 
the entire Merged Trust, and 8% for 
770). 

When the rates of use of mental health 
services by age and sex are compared 
for the two locals, the most obvious 
difference is the magnitude of the num- 
ber of users and the rates of use. The 
rates in Local 770 are nearly four times 
the rates in Local 889. TABLE 3 illus- 
trates differences in rates of use by age 
and sex. It can be seen that groups using 
the least amount of mental health serv- 
ices in Local 889 relative to Local 770 


Table 2 
USE AND COSTS OF MENTAL HEALTH SERVICES IN TWO RETAIL CLERKS LOCALS, 1968 


Average No. Members 

Average No. Eligibles 

Total Cost to Fund 

Cost per Eligible Member 

Cost per Eligible 

Utilization by All Eligibles 

Hospital Days per 1,000 Eligibles 
Inpatient Cost to Fund 

Cost per Eligible Serviced 

Inpatient Cost as Percent of Total Cost 
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LOCAL 889 LOCAL 770 
2,666 20,856 
6,996 54,000 
$27,162.00 $745,062.00 
$10.18 $35.76 
$3.88 $13.80 

1.0% 5.6% 

31.3 20.8 
$11,017.00 $58,146.00 
$452.70 $245.73 
41% 8% 
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Table 3 
MENTAL HEALTH RATES 4 USE ІМ TWO SOUTHERN CALIFORNIA RETAIL 
LERK LOCAL UNIONS 
MALES 
770 
AGE LOCAL 770 LOCAL 889 DIFFERENCE o 889 
50+ 2.3% 09% 1.4 2.55 
40-49 42% 1.6% 2.6 2.63 
30-39 6.3% 29% 34 217 
20-29 48% 12% 35 4.00 
-19 5.7% 0.9% 48 533 
TOTAL 5.0% 1.3% 37 3.85 
FEMALES 
770 
AGE LOCAL 770 LOCAL 889 DIFFERENCE nro (ê 
50+ 4.3%, 1.1% 3.2 3.91 
40-49 7.6% 2.6% 5.0 2.92 
30-39 10.8%, 2.6%. 8.2 4.15 
20-29 93% 3.5% 5.8 2.66 
-19 4.1% 0.8% 33 5.13 
TOTAL 65% 1.6% 49 4.06 


are eligibles under nineteen. This is 
more pronounced for males than for 
females. Furthermore this group repre- 
sents numerically the largest number of 
users of the Mental Health Development 
Center. It is likely that efforts to meet 
the needs of this age group in Local 770 
by instituting the Youth Development 
Center account for this difference. The 
age and sex at which use of mental 
health services are closest is among 
males in their 30s. However, even in 
this group, Local 770 has more than 
double the rate of use of Local 889. The 
greatest difference in utilization between 
the two locals occurs among females be- 
tween the ages of 30—39. In local 770, 
more than one out of every ten eligible 
women in their 30s have used the 
Mental Health Development Center in 


1968. Again, this reflects the concert 
for family well being characterizing th 
services of the Mental Health Develop: 
ment Center. 

It is clear that offering mental health 
care through a group service results in 
far greater rate of use than a plan оһегіш 
mental health care through an indemni 
program. The magnitude of the fig 
lend credence to the observation that th 
rate of use of mental health services i 
influenced by the mode of delivery 0 
these services. Differences in rates 9 
use by age and sex between the two 10 
cals also indicate that a different targ% 
population is served by different ment 
health delivery systems. : 

Mental health programs always seê 
to aim toward the control of utilization 
Limited resources that force utilizati® 


*See American Journal of Psychiatry 126(5):November 1969, for several articles © 
disorders, 


cerning insurance coverage of mental 
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rates far below those that the population 
requires may serve as emergency bene- 
fits, but have little hope of ever reaching 
the large number of people who need 
services. Hospitalization can only be 
avoided when community services are 
available in meaningful quantities, unless 
the community is to become the dump- 
ing ground of hospitalized patients. Ini- 
tial costs will be high but sufficient serv- 


ices are essential in order to stem the tide 
of disenchantment created by the 
promise of mental health services that 
remain undelivered. 
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A PRE-PAID GROUP-PRACTICE MENTAL HEALTH SERVICE 
AS PART OF A HEALTH MAINTENANCE ORGANIZATION 


Sidney 5. Goldensohn, M.D. 


Director, Queens-Nassau Mental Health Service, Health Insurance Plan of Greater New York 


Pre-paid group-practice insurance for mental health services with a thera- 
peutic orientation of "return-to-function," and with an open-ended service 
policy (no cut-off of number or duration of services) is described as feasible 
and economic. Advantages and disadvantages of a presently operating unit are | 


discussed. 


n urgent concern for providing bet- 
A ter health services in the U.S., es- 
pecially to groups neglected in the past, 
confronts us today. Several national 
plans have recently been offered. Al- 
though most of the plans include some 
provision for mental health services, 
they tend either to underplay them or 
to fail in understanding the complexities 
of their delivery. This paper will de- 
scribe a pre-paid group-practice mental 
health service that is operating success- 
fully in New York City, and discuss cer- 
tain critical issues related to it, such as 
psychiatric coverage provided; cost; re- 
sponse of patients; and response of the 
professional staff. 


BACKGROUND 

The Health Insurance Plan of Greater 
New York (HIP), a pre-paid group- 
practice comprehensive health plan, is 
made up of 30 medical groups distrib- 
uted throughout the greater New York 
City area, These groups provide mem- 
bers with a complete range of medical 
and surgical services. Prior to the in- 
troduction of a mental health program, 
only psychiatric consultation, without 
treatment, was provided to HIP en- 


гоПееѕ. At present the program has ex- 


panded to include three mental health 
centers, one in Manhattan, one in 
Brooklyn, and one in Queens. 

The Mental Health Service of HIP 
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started in 1965 as a demonstration pro- 
gram for approximately 60,000 en- 
rollees in Jamaica, Queens, The purpose 
of the demonstration program was to de- 
termine the organization, cost, and scope 
of a psychiatric treatment program that 
could be incorporated into a pre-paid 
group practice plan with a modest in- 
crease іп premium.^? The move from 
demonstration status to that of an operat- 
ing pre-paid mental health service took 
place in 1968. Approximately 170,000 
HIP enrollees are now covered for psy- 
chiatric services, 70,000 of whom are 
Medicaid enrollees, 50,000 Medicare 
and 50,000 federal and state employees. 
Our goal is to include all of the 780,000 
members of HIP as part of this program 
in the near future. 


COVERAGE 

Mental health services are provided 
by an interdisciplinary, full-time staff 
that includes psychiatrists, psychiatric 
social workers, and psychologists. We 
are beginning to utilize well-trained para- 
professionals as mental health aides. 
We have found that the employment of 
an interracial and bilingual staff is of 
great importance for success in working 
with deprived communities. 

The major orientation of the staff is 
that of psychodynamically-based psycho- 
therapy and casework, with the primary 
goal being return of the patient to a func- 
tioning level as promptly as possible. 

Psychotherapy services range from 
simple reassurance to fairly intensive in- 
dividual therapy for the more disorga- 
nized personality. We also practice group 
therapy and family therapy when indi- 
cated. To illustrate the broad spectrum 
of mental health services offered, I will 
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mention some special services and tech- 
niques related to children’s therapy: con- 
sultations with school personnel where 
indicated; help in proper school place- 
ment; psychological testing; play tech- 
niques; behavior modification by means 
of behavior rehearsal and reward incen- 
tives; group walking trips within the 
community; and group therapy for chil- 
dren and for their parents. Group ther- 
apy services for children comprise ap- 
proximately 21% of the total of services 
to children, as compared with 11% for 
adults.* 

Operationally, the mental health cen- 
ter is service-directed. We spend a min- 
imum of time on initial consultation and 
diagnostic workup. The patient is as- 
signed to his therapist with as little delay 
as possible; if additional diagnostic pro- 
cedures are indicated, they are obtained 
after treatment has been started. If diag- 
nostic-conferencing is indicated, it is also 
done after the patient is in treatment. Re- 
gardless of his particular professional 
discipline, each staff member is expected 
to assume responsibility for the overall 
treatment of his patient. This requires an 
experienced, skilled staff, although reg- 
ularly scheduled supervision is provided. 
We have not been involved with trainees. 
We have in the course of time learned to 
minimize the “team approach” since it 
proved to be wasteful of the therapists’ 
time. 

Treatment within a hospital is pro- 
vided for the maximum period of time 
covered by the patient’s Blue Cross con- 
tract. Psychotropic drugs, both in and 
out of the hospital, are included without 
additional cost. Treatment for the hos- 
pitalized patient is most often provided 
by the same doctor who manages the pa- 


* 1965-68 Project data.? 2 
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tient in the clinic. This permits a con- 
tinuity of care. 

The Mental Health Service utilizes 
available community resources for ser- 
vices that are not provided, such as vo- 
cational rehabilitation services, day hos- 
pital centers, drug addiction centers, 
state hospitals for chronic hospitaliza- 
tion, and visiting nurse services. 

There is no upper limit to the number 
of services a patient can receive nor to 
the period of time he can remain in 
treatment. The staff does not think in 
terms of number of sessions but rather 
in terms of achieving the therapeutic 
goal of adaptive life-functioning. The 
number of treatment visits have averaged 
approximately 14.5 services per patient 
per year. Some patients were seen for 
only one or two visits while others were 
seen for more than thirty visits. The 
range was from one to sixty-eight visits 
per year.* 


COST 


The cost or premium for mental health 
coverage is $32.40 per year per family 
of three or more, When family size is 
taken into consideration, the premium 
averages to about $7.50 per person per 
year. There are no deductible or co-in- 
surance payments. 

There are two significant factors that 
influence the cost: 1) the plan is based 
on insurance, and 2) the plan is part of 
an HMO or group-practice System. The 
underlying principle of health insurance, 
namely, that at any given time the great 
majority of healthy enrollees pay for 
those that need service is one factor that 
makes this low premium possible. An ad- 
ditional determinant is the fact that there 
is no conscious or unconscious financial 
advantage for the therapist to hold on to 

his patient in a pre-paid group-practice 
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system. Another economic factor is fi 
Mental Health Service’s therapeutic go 
of “return-to-function” rather than of 
goal of lengthy personality reconstru 
tion, Interestingly, we found that wh 
the staff became more experienced 
skillful with a variety of therapeu 
techniques, the average number of se 
sions dropped from 17 in the first year 
14.5. 

‘From our experience, we may spec 
late that in a national health insur: 
program a pre-paid group-practice рас 
age would offer more per premium doll 
than if services were bought from an ii 
surance company that used private pra 
titioners to deliver services. Further Ва 
data would be necessary to confirm th 
impression. 


RESPONSE OF THE PATIENTS 

Patients are pleased with our brigh 
new quarters and friendly atmosphere 
and with the quality of professional 
they receive. Some of the more deprive 
patients use the Center as a family-sul 
stitute. Using “return-to-function” as th 
goal of treatment, our results have be 
very satisfactory. Improvements hal 
held up well with time. However, Y 
maintain a “revolving door" admissi! 
policy that invites patients to return 
crises or relapses occur. The HIP fami 
physicians and non-psychiatric speci 
ists have also been favorably impres ; 
with the outcome of treatment at tl 
Mental Health Service. A physician 
cently reported to us that “every patie 
I have referred has been helped, not 
essarily cured, but all have been helped 


RESPONSE OF 
THE PROFESSIONAL STAFF 


The esprit of the professional staff 
unusually good. There are many compl 
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causes for this, one of which I believe is 
the salutary feedback of patient improve- 
ment. An atmosphere allowing for ready 
exchange of ideas and sharing of prob- 
lems is enjoyed by the staff. Another 
gratifying experience for them has been 
the close contact with the primary physi- 
cians of the medical groups, especially 
during luncheon seminars. 

Although an appraisal of the impact 
on the psychoanalyst of practice in a 
mental health service such as the one 
described, is beyond the scope of this 
paper, I would like to make a few per- 
sonal comments on the subject. Frieda 
Fromm-Reichmann! warned that an- 
alysts should seek other types of practice 
if they felt impatient and wanted quick 
results. A variety of psychotherapies can 
offer a nice balance for the practicing 
analyst. He may be better able to toler- 
ate the lengthy, unproductive plateaus 
of analytic work if he concurrently ex- 
periences more rapid results with his 
other psychotherapy skills. Many psy- 
choanalysts who have remained in pri- 
vate practice seem to be moving in this 
direction of using family therapy, modi- 
fied behavioral approaches, psycho- 
pharmachologicals, and other brief ther- 
apy techniques. The therapeutic goal of 
prompt return-to-function serves as a 
special stimulus for trying a variety of 
approaches, Being salaried also permits 
an increased therapeutic freedom in the 
doctor-patient relationship. 


IS MENTAL HEALTH INSURABLE? 

As for the big question, Js Mental 
Health Insurable?—from our experi- 
ence the answer is definitely, yes! 

A pre-paid group-practice insurance, 
Without deductible or coinsurance 
charges, that has a therapeutic orienta- 
tion of return-to-function, and that is 
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essentially open-ended, with no cut-off 
for either number or duration of ser- 
vices, is certainly feasible and economic. 
Our present premium covers out-patient 
and in-patient services and psychotropic 
drugs. This premium, with further ex- 
plorative study, may well be able to in- 
clude day-hospital care and a half-way 
house facility. A larger amount of money 
would buy broader coverage, such as 
remedial services for children, vocational 
counseling, etc. 

There are other advantages to prepaid 
psychiatric coverage within a compre- 
hensive medical plan. One is the ease 
with which contact with the family doc- 
tor, who has been caring for patient and 
family and who will conduct after-care, 
can be maintained. Continuity of medi- 
ical care in its entirety is possible with 
ready availability of psychiatric consul- 
tation for the primary physician who 
wishes personally to handle the psychi- 
atric problems of his patients. This re- 
lieves the load on mental health per- 
sonnel, Another advantage that should 
not be undervalued of a group-practice 
insurance organization such as HIP, is 
the existence of excellent statistical and 
research facilities. 


DISADVANTAGES 

There are drawbacks to pre-paid men- 
tal health programs. Some are inherent 
in the system, while others may be cor- 
rectible. 

Salaries for psychiatric professionals 
are not yet commensurate with private 
practice income. However, this is to a 
large extent balanced by the advantages 
of working in a group setting. 

In pre-paid group-practice there is a 
limited choice of physician and of psy- 
chotherapist. This has only rarely proved 
a problem. We are flexible enough so 
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that if a patient is dissatisfied with a par- 
ticular therapist, a transfer to another 
can be effected. 

We are not yet effective enough in 
reaching the poor or Medicaid popula- 
tion, although in Queens, where the Men- 
tal Health Service has been in operation 
the longest, the utilization by Medicaid 
enrollees remains at a level lower than 
that of other enrollee groups with mental 
health coverage. The low utilization of 
mental health services by the poor raises 
the question of whether a mental health 
service should move into the area of pro- 
viding concrete non-psychiatric services 
such as remedial services for children, 
vocational counseling, job placement, 
etc.—or should it confine itself to the 
psychotherapy model? 

We are also not adequately reaching 
the aged-Medicare population. Utiliza- 
tion by the aged is a problem throughout 
the country. While our Medicare utiliza- 
tion figures аге low (.36%) they ap- 
pear to be somewhat higher than that 
of the national utilization figures. 

To summarize, the major limitations 
of our program are in the areas of: 

1) Psychiatric provisions for chronic 
hospitalized patients. 

2) Psychoanalytic treatment (те- 
quired for a small number of patients 
for whom no treatment at present is ef- 
fective, and of elective value for an ad- 
ditional selected number of patients). 
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3) Intensive long-term-therapy 
least two times a week for two or mor 
years). 

4) Life-time supportive care 
sessions once per week or more. (Wi 
provide chronic or life-time care whe 
once or twice a month visits are suff 
cient). 

5) Treatment for hard drug addict 

6) Day hospital care. 

7) Half-way house facilities, 

8) Special educational and voci 
tional services. 1 


SUMMARY 

A pre-paid group-practice men 
health service in New York City has b 
described. Advantages and disadvan 
were discussed. It is hoped that this typ 
of delivery of mental health care, whic 
has proved itself successful and finan: 
cially modest, willbe considered whe 
comprehensive medical caré systems ar 
devised for the nation as a whole. 
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European countries have increasingly turned towards national health insurance 
and “sectorization” to meet the mental health needs of their populations. As 
our nation seeks solutions to the problems of delivering comprehensive and 
non-fragmented quality care, it is important that we study and critically analyze 


the experience of these other countries. 


Е by a health crisis of immense 
proportions, our nation and our pro- 
fession seek new solutions to the prob- 
lems of health care. As a nation we lead 
the world in the production of goods, 
but lag far behind in every important 
index of health care. According to 
United Nations data, 20 other countries 
have lower infant mortality rates than 
the United States, and the life expec- 
tancy of men is higher in some 30 other 
countries. In 1969, the Nixon Adminis- 
tration termed the nation’s health sys- 
tem a “cottage industry” and warned of 
a “breakdown in the delivery of health 
care unless immediate concerted action 
is undertaken.” 3 

In mental health we do not have hard 
Statistics: mental patients rarely die of 
their mental illness, and comparisons 
among countries are difficult to make. 
Still, those of us who work in mental 


health know that much is wrong, The 
ghetto poor and the children are un- 
treated; the mentally retarded and chron- 
ically ill are either relegated to cus- 
todial care or are on the merry-go-round 
of searching out accessible services; 
and, because of the vagaries of patch- 
work financing, mental health adminis- 
trators are compelled to spend a good 
deal of time scouting around for funds 
rather than administering. 

With health-care costs rising at a rate 
of 15% a year, it is clear that private, 
fee-for-service psychotherapy will soon 
be priced out of the market. Another 
consequence of this inflation in health 
care is that our best-trained profession- 
als in private practice will increasingly 
be treating the less-impaired, simply be- 
cause they will be the ones who can af- 
ford treatment. Is it any wonder that 
there are demands from every quarter 
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for new funds to pay for mental health 
treatment? 

That some form of national health in- 
surance with psychiatric care will be 
adopted in the foreseeable future seems 
clear. What is less clear is whether such 
a plan will result in basic, rational re- 
structuring of our present mental health 
delivery system. Without such a reorga- 
nization, our profession will continue to 
provide second-class or no treatment to 
such groups as the poor, the long-term 
patient, and the mentally retarded—in 
short, to the unattractive and the “un- 
affluent” patient. The major problem is 
not the application of new theories or 
new techniques, but more effective use 
of our present professional resources— 
knowledge, manpower, and facilities, 

Numerous plans are now being of- 
fered to cope with the crisis in health 
care, One plan favors leaving the pres- 
ent fee-for-service system intact but 
spreading the burden of cost more equi- 
tably throughout the population. Thus, 
with only a small percentage of the pop- 
ulation requiring treatment at any one 
time and with everyone paying a rela- 
tively small fee, the costs of treatment 
would be shared. Another plan would 


NATIONAL HEALTH INSURANCE VS. NATIONAL HEALTH SERVICE: 
WHAT'S IN A NAME? 


It should be noted that although al- 
most all of the Western European health 
systems are supported by some type of 
funding called “national health insur- 
ance” or the “sick fund,” they bear little 
resemblance to the plans currently be- 
ing proposed on our political scene. It 
is also important to note that only Eng- 
land, Spain, and Turkey actually call 
their systems a national health service. 

An examination of the differences be- 
tween national health insurance and a 
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restructure mental health services 50 
that a publicly supported, largely sal- 
aried, comprehensive system would be 
available to the entire population. 
Between these extremes, a number of 
intermediary positions have been taken, 
Such proposals as the Health Security 
Act (Kennedy-Griffiths Bill), for exam- 
ple, would call for a reimbursement 
formula for fee-for-service treatment 
and a proportion of funds to go toward 
increasing the public sector, largely 
through group-practice plans. Among 
the issues that need clarification in such 
proposals is whether private insurance 
companies or the federal government 
would administer these programs. Also 
to be determined is the exact proportion 
of funds that would be spent on the re- 
structuring of delivery systems. 
Decades ago many of the technologi- 
cally advanced European countries, 
faced by social demand and a shortage | 
of trained professionals and facilities, - 
turned to national efforts to solve the 
problems of funding, reorganizing, and 
upgrading health-care services, As we 
in the United States seek new solutions, 
it is important to study and critically 
analyze their experience. 


3 


| 


national health service shows they differ 
most with respect to their funding and, 
in the case of the former, their eligibil- 
ity requirements. Under national health 
insurance, funds come from employee 
employer, and national (graduated іп- 
come tax) sources; under a national 
health service, funds are derived ptt 
marily from taxes, though patients may 
be charged an occasional small consul- 
tation fee to discourage overutilizatio? 
ОЁ the services. Under national health 
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insurance, eligibility varies, some groups 
(e.g., the unemployed, farmers, ће afflu- 
ent) being ineligible; but the clear trend 
is toward expansion of eligibility to 
cover almost everyone. What is also 
important, is that in every European 
country, national health insurance is not 
only a funding mechanism but also has 
service components. 


A COMPARISON OF SYSTEMS 

Apart from the method of financing 
their systems, there are great similarities 
among all of the European countries. 

Viewed from the vantage point of the 
United States, European mental health 
systems seem to have an enormous base 
and an exceedingly small superstructure 
—if one conceives of the base as largely 
public (that is, planned and financed by 
tax and/or insurance funds) and geared 
toward “heavy” psychiatry, ie. Ше 
treatment of chronic mental dysfunc- 
tion. The United States, on the other 
hand, has an immense superstructure 
and a small base. We treat the “worried 
well,” the mildly neurotic, those with 
the inner resources to actualize and 
“potentiate” themselves (with a little 
help from their friends and therapists) ; 
but we have difficulties in working with 
those with serious, long-term, emotional 
disorders. For the treatment of the lat- 
ter, we have the mental hospital, which, 
almost all are agreed, has iatrogenic ef- 
fects ^? on its patients (and probably 
on staff members as well): the longer 
they remain in the hospital, the less well 
are they able to function in the com- 
munity.* 

In an effort to bridge the gap between 
the mental hospital and outpatient treat- 
ment, the community mental health cen- 
ters were created. But, these centers, 
though they have considerable potential 
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for good, have never been on a firm fi- 
nancial footing. The need for matching 
funds has prevented their being set up 
in places where they are most needed. 
Moreover, under the legislation that cre- 
ated them, federal support for the cen- 
ters declines precipitously from 75% to 
zero in less than five years. Without an 
alternate financial base, such as national 
health insurance, these centers will not 
do the job they were designed for. 

The Europeans have never had com- 
munity mental health centers, as we 
conceive of them. Their primary re- 
forms have been directed toward the 
mental hospital and the extension of its 
functions into the community. The Eu- 
ropeans are quite frank about their rea- 
sons for trying to reduce the number of 
patients in mental hospitals—it was be- 
coming too expensive to keep them 
there! 5 


COMMUNITY PSYCHIATRY 
IS PSYCHIATRY 

In 1966, when I first started visiting 
European mental health facilities, the 
authorities didn't really know what I 
meant by community psychiatry. Like 
Moliére's character who was talking 
prose but didnt know it, the mental 
health authorities were practicing com- 
munity psychiatry but didn't recognize 
it as such, and had difficulty selecting 
community mental health facilities for 
our seminar group to visit. Actually, 
almost all psychiatric facilities in Eu- 
rope are “public,” that is, accessible to 
the public. Even private institutions— 
which may be operated by secular or re- 
ligious groups, as in the Netherlands, 
for example—receive funds for their op- 
eration from tax monies or national 
health insurance. The point is that com- 
munity psychiatry is not considered a 
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“specialty” anywhere in Europe—psy- 
chiatry is community psychiatry. 

To be sure, private practice flourishes 
in all Western European countries. 
Many of those who work within the pub- 
lic sector have private practices to sup- 
plement their income. The consumer 
of mental health services is free to 
choose either public or private treat- 
ment, but is reimbursed in either case. 
Only in traditional psychoanalysis are 
patients occasionally discouraged from 
using their social security benefits for 
treatment. 

The public sector has little difficulty 
competing with the private sector for 
professional staff or even for patients. 
Professionals vie to enter the public sec- 
tor, but because of stiff examinations, 
not all make it. 


INNOVATIONS 

There is little in European mental 
health systems that one cannot find 
somewhere in the United States. There 
are some rather impressive architectural 
successes (the French call them “James 
Bond” hospitals); on the whole, though, 
construction of new facilities is de- 
emphasized. In most places old build- 
ings in the community are remodeled to 
accommodate new services. This is 
more economical and more acceptable 
to the community, In some countries, I 
was told that never again would a new 
mental hospital be built, though small 
units in the community for partial hos- 
pitalization and outpatient treatment 
might be constructed. In the USSR, new 
facilities have a maximum of 150 beds; 
in Norway, the authorities are consider- 
ing limiting the number of beds to 30. 
only in Sweden are very modern mental 
hospitals being built, often in connection 
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with a polyclinic, and there the patients 
are complaining that these hospitals are 
too far out of the cities. Interestingly 
enough, some of the finest buildings T 
have seen were built for the menta 
retarded and the senile psychotic. Wha 
a reordering of priorities that repre- 
sents! ^ 

There are a few new developments in 
mental health care, particularly in the 
training and use of new professionals 
such as educateurs and psychomotor 
and graphomotor specialists. But, in the 
main, these are not the most important 
innovations. The real advances аге in 
organization, designed to assure bettel 
delivery of care. 

In general, mental health care in Eu- 
rope seems more humane, more pei 
sonal, warmer than in the United States. 
To give one small example: vacations 
are mandatory for all residents of insti- 
tutions for the retarded in the Scandi- 
navian countries, and experimental pro- 
grams in arranging vacations for mental: 
patients as well are under way. 


HISTORICAL TRENDS 
The initial impetus for changes in Eu- 


three sources: economic; modernization 
of hospitals, most of which had been 
built in the 19th century; and democra- 
tization caused by wartime pressures. 
With the advent of psychotropic drugs 
in the early 1950s, even greater impetus 
was given to these trends. Patients were 
discharged into the community—but 
they needed aftercare. To minimize the 
problem of having staffs travel all over. 
the countryside to check on their ра- 
tients, sectorization was started. 

Sectorization involved dividing up the 
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population by geographic sectors and 
assigning responsibility for each sector 
to a particular mental hospital. The 
population size ranged from 200,000 to 
50,000, In recent years smaller and 
smaller sectors have been created as 
more professional staff has become 
available. Experience has shown that 
small sectors are more efficient and ef- 
fective in reducing rehospitalization. 

Thus patients began to be able to be 
maintained within their communities. 
Steadily, as facilities for treatment have 
become available in the community, the 
number of hospital beds has been re- 
duced. Increasingly, hospitalization is 
viewed by mental health professionals 
as a result of their failure to provide 
adequate treatment facilities in the com- 
munity. 

In the 7th Arrondissement in Paris, 
for example, there are now only 45 
mental hospital beds for a population 
of 90,000. The rest of the mental health 
care is handled out in the community. 
To cover this sector there is a mental 
health team consisting of three psychia- 
trists, one psychologist, two psychia- 
trists-in-training, thirty-five nurses, and 
six social workers. 

The trend, then, is toward: 

1. Democratization of the hospital, to 
make it more like the real world rather 
than a prison. The “open” hospital and 
the therapeutic community were but one 
stage in the development of sectoriza- 
tion. 

2. Reduction of hospitals—move the 
patient and the hospital staff into the 
sector or community after-care facilities. 

3. The eventual elimination of the 
mental hospital. This is no exaggera- 
tion. All districts in Great Britain, in 
order to receive National Health Service 


funds, must submit step-by-step plans 
for the eventual closing of mental hos- 
pitals. This is a creative use of funds 
in the restructuring of mental health 
treatment. Mental hospitals will be re- 
placed by crisis-intervention teams, 
small hostels, halfway houses, apart- 
ments in housing projects, sheltered 
workshops, and partial-hospitalization 
centers in the community (for day, 
night, and/or weekend care). 

4. The opening of community men- 
tal health facilities to nonchronic pa- 
tients, ranging from those with neurotic 
and character disorders to the "worried 
well." 

Because in most European countries 
almost everyone is eligible for treatment 
in a public mental health facility, it is 
only natural that the outpatient facilities, 
originally set up to provide aftercare, 
have begun to treat many who would 
ordinarily be treated in our outpatient 
departments—in other words, people 
who perhaps would never have found 
their way into this type of treatment 
center. Herein lies one of the greatest 
benefits of a national health insurance 
system: what starts out as a more effec- 
tive means of caring for the chronically 
ill becomes the base for treating the 
less severely ill and for practicing pre- 
ventive psychiatry. 

Another effect of outpatient centers 
that treat both chronic and nonchronic 
patents is change in community atti- 
tudes toward the mentally ill, a change 
toward greater acceptance with greater 
familiarity—impossible under condi- 
tions of segregation of the mentally ill 
in mental hospitals. Tax benefits to em- 
ployers who hire former mental patients 
have also been instrumental in integrat- 
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ing many such patients into the normal, 
workaday world. 


ORGANIZATON AND 
STRUCTURE OF SERVICES 

In most European countries mental 
health treatment is a planned affair. The 
mental health service is viewed as a 
“necessary and integral part of social life, 
like the educational services. Since 
funds are available through tax monies 
and health insurance, a rational order- 
ing of national priorities can be formu- 
lated. Although top priority is given to 
the seriously and chronically ill—those 
with schizophrenia, depression, or re- 
tardation—in the past few years, as the 
problems of reducing long-term hospit- 
alization have diminished, mental health 
planners have moved toward greater 
consideration of the problems of those 
who are not mentally “ill,” but who 
nonetheless require skilled assistance. 

Mental health planning and operation 
are organized on three levels. At the 
national level, planning, programs, and 
policies are determined. Although the 
national authority does arrange for fi- 
nancing and set standards and priorities, 
it does not control the organization and 
delivery of services. Coordination of 
services and personnel within a geo- 
graphic area is done at the regional 
level. Actual provision of services is 
managed at the community, district, or 
sector level. 

It is important to note that at the 
national and regional levels, operations 
are directed by an extremely stable bu- 
reaucracy. Since the top staffs do not 
change with every change in national 
administration, long-term planning is 
possible. At the regional level, demo- 
graphic and epidemiologic surveys are 
undertaken to assess the prevalence of 
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various types of mental disorder in a 
given community. Personnel and funds 
can then be distributed in a rational 
manner; geriatric patients, the retarded, 
and patients requiring long-term care 
can be allocated their share of funds 
and personnel, rather than be shunted 
aside as a forgotten "mental health 
problem." 

Sectorization vs. catchment area. 
There has been some confusion concern- 
ing the differences between the Euro- 
pean concept of sectorization and that 
of the "catchment area" in the United 
States, Generally, a sector is a given 
area with a defined population for which 
a particular mental health team of 
teams has the responsibility of provid- 
ing all mental health service. Its facili- 
ties may include, in addition to a por- 
tion of a mental hospital, community | 
outpatient facilities, etc. In the United 
States, a catchment area refers to the 
area from which a health facility draws 
its patients. The facility, however, has _ 
no responsibility for all the residents of 
its cathment area. 

Sectorization and its effects. Although 
many aspects of sectorization can be 
found in the best of our community 
mental health centers in the United 
States, few cities can make the claims 
of Paris. Paris now has 90 psychiatric 
teams staffing its public mental health 
system. The principal aim of these 
teams, which are located part time in 
community facilities and part time if 
the existing hospitals, is to reduce hos- 
pitalization, and to maintain the patient 
in his community, 

Throughout Europe, therapy tends 10 
be similar to American forms: psycho 
therapy and medication. However, th 
emphasis is on adaptation to family 
community living and on maximizing 
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the possibilities for work. Work com- 
petency programs are most advanced in 
England where, currently, 100 of 120 
mental hospitals have industrial training 
units. (In Eastern Europe, psychiatrists 
have the right to prescribe fewer hours 
of work for mental patients, who suffer 
no loss of pay as a result). 

Home visits are an important part of 
community treatment. In some sectors 
visits are made by the entire team; and 
homemakers and visiting nurses are a 
valuable adjunct to therapy. Continuity 
of treatment is ensured by the services 
of a full-time, mobile staff, which works 
in the outpatient and inpatient facility. 
The patient need not adjust to a new 
therapist as he moves from one treat- 
ment setting to another, and less time is 
spent in endless clinical conferences to 
familiarize the new therapist with the 
patient. The patient doesn’t get lost in 
the move from one facility to another. 

To maintain a high quality of care, 
many countries, notably Norway and 
France, make every attempt to assign 
psychoanalyst consultants to each team. 
In this way, administrators report, “pill 
pushing” is reduced, since the analysts 
insist on each patient’s being known in 
intimate detail by his or her therapist. 

In many countries there is no longer 
a dual system of treatment for the afflu- 
ent and the poor. Since health care is 
paid for by all, there is a greater ten- 
dency to use the existing services and 
to demand quality care. France is the 
only country in Europe that still has a 
reimbursement procedure (the patient 
first pays, and is then reimbursed). The 
French think that this system promotes 
a feeling that treatment is indeed a right, 
not charity. 

Finally, these systems lend themselves 
exceedingly well to research, particu- 
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larly in epidemiology and operational 
studies. With the development of case 
registers, studies of the causes and pre- 
vention of mental illness become much 
easier. 


NEEDS AND UN-NEEDS 

In the United States, when we have a 
problem, we tend to build around it— 
hospitals, highways, drug addiction cen- 
ters, etc. We have what has been called 
an “edifice complex.” And our model 
comes from General Motors—let's build 
it big to make it more efficient, How- 
ever, big modern hospitals and large 
staffs are things of the past. Small is 
better than big. 

The Europeans think small: small 
clinics, small teams, serving small com- 
munities. Members of large staffs never 
get to know each other, much less their 
patients. And with small groups of pa- 
tients, more time can be spent on patient 
care rather than staff conferences and 
communications. Europeans try to keep 
everything cozy and homelike and hu- 
man, which is the way it's supposed to 
be in mental health care. 

Most important, Europeans are ser- 
vice oriented. When they start a service, 
whether it's a halfway house, a sheltered 
workshop, or a treatment facility for 
children, they almost never begin by 
building a building—which is apt to be 
outmoded by the time it is finished in 
any case. I sometimes think that the 
main enemy of the mental patient in the 
United States is the construction lobby! 


FEE-FOR-SERVICE SYSTEM 

We know the disadvantages of the 
fee-for-service system. It can never 
serve as the basis of a comprehensive 
health system. This is particularly true 
in mental health; much of the service 
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provided by therapists in sector men- 
tal health just can’t be measured, tallied 
up, and paid for. One by one, countries 
in Europe are dropping their reliance on 
the fee-for-service arrangement to pro- 
vide mental health care. 

Generally, mental health services 
have not been improved by fixed fee 
schedules, which is a route some coun- 
tries have tried (Austria, France, the 
Netherlands), Therapists become very 
bitter under such a system. For exam- 
ple, a psychiatrist in Lyons, France, told 
me that he gets more money for shock 
treatment than for home visitation. We 
don’t want therapists burdened with 
questions of self-interest when they are 
dealing with patients, Moreover, a 
Schedule of fees can become obsolete 
as soon as the ink is dry on it. Thera- 
pists in solo practice, for example, will 
merely tack on a surcharge over and 
above the set fee; and only the patients 
who can afford the surcharge will get 
treatment. 

A fixed fee schedule is a strait jacket 
for treatment, Acutely ill mental pa- 
tients need tremendous amounts of time 
at the moment of crisis but much less in 
aftercare. How are we going to pay the 
doctor? By the minute? Or by the 
antiquated 50-minute hour? Who is to 
decide? And on what basis? 

The Europeans have Suggested a way 
out of our dilemma: the Setting up of a 
viable, sectorized, public mental health 
system that in comprehensiveness, con- 
tinuity, and quality of care competes 
with the solo practitioner, Let the pa- 
tient choose, This keeps costs from 
rising. 

Right now, we in the United States 
have only a seller’s market for services, 
Let's have a free economy. We don't 
need to get rid of private practitioners 
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or even private insurance companies, 
But let them compete with a top-quality, 
public mental health system. 


FINANCING AND PERSONNEL 

Merely providing more money for the 
existing services will not produce more 
or better services. The issue is not more 
money, but how the money is spent. The 
Europeans pour the major portion of 
their health funds into public mental 
health, 

In mental health, much money can be 
saved by providing alternatives to insti- 
tutional care, downgrading construction 
and its exorbitant costs, and facilitating 
early treatment by removing the finan- 
cial obstacles to such treatment. If the 
patient gets treatment at a time when he 
is still able to work, chances are im 
proved that he’ll never reach the stage 
at which he won't be able to continue 
to earn a living. 

Most European countries get by with 
fewer highly trained mental health pro- 
fessionals, They would like to have 
more, of course; but they don’t cite lack 
of professionals as one of their main 
problems. If we make more effective 
use of the trained professionals we do 
have, we may not need more, 


THE REAL NEED; 
BETTER DELIVERY OF SERVICES 


The answer is obviously better deliv- 
егу of mental health health services, 
achieved through reorganizing our think- 
ing, our funding, and our operations. 
Mental health care has to become easily 
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accessible and financially feasible in the | 


Patients own community. The com- 
munity mental health center concept was 


а step in the right direction, But it | 


didn’t go far enough; it wasn’t, in most 
Instances, built around a mental hos- 
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pital, as it should have been; it wasn’t 
adequately financed; and long-term 
needs in personnel and facilities were 
not provided for. 

Even the affluent cannot get really 
good mental health care in the United 
States, They can afford treatment in 
expensive private centers. But what 
happens once they are discharged? Some 
of the private institutions have created 
artificial communities near the hospitals 
as a means of bridging the gap between 
hospital life and life “outside.” But such 
communities are no substitute for the 
patient's own milieu, in which he must 
eventually make his way. 

In many respects this situation is 
analogous to that in developing coun- 
tries, In some African countries, for 
example, a catchment area may encom- 
pass 1,500 miles, which means that pa- 
tients are often treated far from their 
homes. Artificial communities often 
spring up around the hospitals as the 
patients’ families take up temporary res- 
idence to be near their ill members. 
Still, there comes a time when both pa- 
tient and family must return home, How 
much better it would be if the patient 
could be treated within his community, 
close to home and family, so that his 
eventual adaptation would be easier, his 
ties with family and milieu having been 
maintained throughout his illness, 

A public mental health system, based 
on the community, has still another ad- 
vantage: it makes preventive programs 
possible. We all know from our experi- 
ence with polio and measles vaccination 
that public health measures aimed at 
prevention are far more effective and 
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far-reaching in their impact than the 
most advanced and expensive treatment 
procedures, For both the affluent and 
the poor, prevention is better than cure, 

Unless we build a national, regional, 
and community network of services, we 
shall never be able to restructure and 
redirect our priorities to the care of chil- 
dren, the long-term mentally ill, the re- 
tarded, the disadvantaged, the rural com- 
munities. Unless we build a regional 
system, all these groups will continue to 
fall between the cracks of fragmented 
services, Someone, somewhere, must as- 
sume responsibility for them. 

The United States is signatory to the 
Constitution of the World Health Or- 
ganization, in the preamble of which it 
is stated that governments have the re- 
sponsibility for the health of their peo- 
ples. And that means everyone—not 
just those able to pay, those who can 
prove they can't pay, or those who have 
a special kind of interesting illness. We 
must move with all possible speed to 
fulfill our responsibility for providing 
the best health care of which we are 
capable to all the people. 
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REVIEWS OF THE LITERATURE 


BEYOND FREEDOM AND DIGNITY 
В, Р. Skinner 
New York: Knopf. 1971. 240 pp. $6.95 


My first reaction to Beyond Freedom 
and Dignity was anger. There is much 
good in the book, but I felt that its mis- 
taken polemics would achieve just the 
Opposite of what was intended. Second 
reading confirmed my initial impression 
but left me sad rather than angry. 

Beyond Freedom and Dignity has two 
messages interwoven. The first is that a 
behavioral technology has been developed 
that can go a long way toward curing the 
ills that beset man. The second concerns 
the mind-body issue, and centers on the 
conception of man's autonomy. 

Skinner makes a good case for this be- 
havioral technology. For those not ac- 
quainted with his achievements, the book 
could be enlightening. Skinner has applied 
to the social good his insights into the 
control of behavioral operants (“Веһау- 
ior which operates upon the environment 
to produce consequences . . 2 p. 18) 
Obtained in the laboratory. He has been 
effective in sparking "behavior therapy" 
for obsessional and Compulsive disorders 
that are resistant to other therapies. He 
has been instrumental in providing “pro- 
grammed texts” to the educational com- 
munity, Both have been achieved by mak- 
ing immediately clear to the behaving 
individual what the outcome of his behav- 
ior entails. Behavior has consequences, 
These consequences are shaped by the en- 
vironment in which they occur. Proper 
arrangements of these contingencies pro- 
duce the desired “reinforcement.” The task 
for the behaviorist is clearcut: arrange the 
environmental contingencies of reinforce- 
ment and so control behavior. All else is 
irrelevant, 
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Much as I admire Skinner’s contribu- 
tions to our knowledge of the environ- 
mental contingencies that lead to rein- 
forcement, I was disappointed by his 
limited view of the problem. After all, other 
forms of behavior modification exist. As 
I pointed out to him almost twenty years 
ago, our legal system is a reasonably good 
deterrent of unwanted behavior. What was 
needed, and what his techniques could 
provide, were better methods for reward- 
ing wanted behavior. Our educational and 
Psychotherapeutic communities are dedi- 
cated to this task and have developed re- 
markably during this period. Changes in 
Brading systems, computer-assisted іп- 
struction, transactional and Gestalt ther- 
apies, and encounter groups are only some 
of the social inventions that have occurred 
since mid-century—inventions that speak 
to Skinner’s goal of a better behavioral 
technology for man. A careful scientific 
analysis of the occasions for effective use 
of these new tools would serve us better 
than a one-sided claim, 

Much of the power of Beyond Freedom 
and Dignity comes not from Skinner’s be- 
havioral contributions, however, but from 
his clearcut stance on the mind-body issue. 
Skinner is against freedom and against 
dignity and against feelings and against 
values. He is against anything that smacks 
of mind because mind is soft and ghostly 
and gets in the way of clear thinking 
about the control of behavior. In short, 
philosophically speaking, Skinner is а 
straightforward, naive realist—no ifs, ands, 
or buts. We are to go beyond dualism by 
becoming realists, But, of course, the Car- 
tesian trap has been Sprung: Skinner сап 
only sell his views by referring continu- 
Ously (almost to the point of boredom) 
to the mental—to feelings, freedom, dig- 
nity, values. In his very denial he ac- 
knowledges the dualist problem. But in his 


REVIEWS OF THE LITERATURE 


naiveté there is simplicity and strength, 
and this can beguile the unwary. 

I myself have gradually, through my 
research on brain and behavior, come to 
a realist position. 4 My realism is con- 
structional and biological (rather than 
physicalistic) and suggests that mental 
language, brain language, cultural lan- 
guage, and behavioral language are multi- 
ple embodiments of basic biobehavioral 
structures, much as biologically related 
persons are embodiments of the same 
DNA potentialities. (This view differs 
from a multiple aspect monism, e.g. of 
Feigel, but is derived in part from it.) 
So it is not Skinner's realism to which I 
object but his deliberate cop-out in favor 
of the easier “naive” position—especially 
when he makes what is then unfair use of 
mentalism in his book and chapter titles 
to promote his viewpoint: 


The dimensions of the world of mind and the 
transition from one world to another do raise 
embarrassing problems, but it is usually pos- 
sible to ignore them, and this may be good 
strategy, for the important objection to men- 
talism is of a very different sort. The world 
of the mind steals the show . . . . (р. 12, 
italics added) 


Chesterton once remarked that “for a 
landlady considering a lodger it is im- 
portant to know his income, but still more 
important to know his philosophy. We 
think that for a general about to fight any 
enemy it is important to know the en- 
emy's numbers, but still more important 
to know the enemy's philosophy. We think 
the question is not whether the theory of 
the cosmos affects matters, but whether 
in the long run anything else affects them." 
William James, Skinner's forebear at 
Harvard, states simply, "I agree with Mr. 
Chesterton on this matter." 

I want, therefore, to try your patience 
by showing in the following examples 
that Skinner's resort to naiveté is in fact 
wrong and therefore harmful: 

1) Skinner claims that physics and biol- 
ogy no longer concern themselves with 
“indwelling agents . . . references to pur- 
pose are still to be found in both physics 
and biology, but good practice has no 
place for them" (p. 8). Can you imagine 
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what planning the moon landing would 
have been like if we carried out Skinner's 
“good practice" and never referred to 
gravity? Was it really sinister, as Skinner 
would have us feel, to describe the weight- 
lessness of men on the moon relative to 
the weaker "pull" that moon exerts as 
compared to that of earth? And where has 
Skinner been during development of cy- 
bernetics that has given rise to the second 
industrial revolution? The very word con- 
trol, of which he is so fond, has been 
scientifically shown to be related to "pur- 
pose," to teleology. Computers are “ma- 
chines [that] can show purpose" in a very 
technical sense. It is this revolution in sci- 
entific thinking that twelve years ago led 
George Miller, Eugene Galanter and me 
into revaluing what behavioral science is 
all about.? And, of course, biology in its 
adherence to evolutionary conceptions is, 
and has been since Darwin, "purposive." 
It is pre-Darwinian biology that simply 
classified (Lineus, e.g.). It is the science 
of genetics that has, since Mendel, de- 
veloped teleonomics (Waddington's 1957, 
very scientific conception) as an explana- 
tory tool with which we have revamped 
agricultural practice. I too was taught by 
Ralph Gerard in my elementary biology 
course not to think teleologically—but 
both Gerard and I have abandoned old 
views when they were superseded, Skin- 
ner accuses Koestler (pp. 165-166), and 
rightly so, of being "approximately sev- 
enty years out of date" in misrepresenting 
behaviorism, Skinner is equally out of 
date in misrepresenting the physical (es- 
pecially the information processing) and 
biological sciences, Perhaps that is why 
Skinner and Koestler found responsive 
chords in each other—we are privileged 
to watch and enjoy an encounter between 
such antediluvian titans, 

2) Skinner tries to make point after 
point against mentalism. Let us look for 
а moment: 


A third example, a "cognitive" activity, is 
attention. A person responds only to a small 
part of the stimuli impinging upon him. The 
traditional view is that he himself determines 
which stimuli are to be effective by “paying 
attention” to them. Some kind of inner gate- 
keeper is said to allow some stimuli to enter 
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and to keep all others out. A sudden or strong 
stimulus may break through and “attract” at- 
tention, but the person himself seems otherwise 
to be in control. An analysis of the environ- 
mental circumstances reverses the relation. The 
kinds of stimuli which break through by “at- 
tracting attention” do so because they have 
been associated in the evolutionary history of 
the species or the personal history of the indi- 
vidual with important—e.g., dangerous— 
things. Less forceful stimuli attract attention 
only to the extent that they have figured in 
contingencies of reinforcement. We can ar- 
range contingencies which ensure that an 
organism—even such a “simple” organism as 
a pigeon—will attend to one object and not 
to another, or to one property of an object, 
such as its color, and not to another, such as 
its shape. The inner gatekeeper is replaced by 
the contingencies to which the organism has 
been exposed and which select the stimuli to 
which it reacts. (рр. 186-187) 


But on another occasion Skinner (Con- 
tingencies of Reinforcement, 1969, p. 
283) noted that: 


In a more advanced account of a behaving 
organism “historical” variables will be re- 
placed by "causal." When we can observe the 
momentary state of an organism . . . [and] 
When we can generate or change a state di- 
rectly, we shall be able to use it to control 
behavior. 


In a recently completed series of experi- 
ments, my colleagues and I did what Skin- 
ner proposes. And we did find a brain 
System that appears to perform the func- 
tion of a "causal inner gatekeeper." The 
experiment showed that the brainwaves of 
à monkey reinforced for responding to 
the color of a multidimensional pair of 
cues are different from those recorded 
when pattern is responded to. Further, 
these differences in brainwaves occur some 
50 msec before any overt behavior is 
manifest. So we describe our findings in 
terms of selective attention. What is wrong 
with this? The opening paragraph of an 
article on energy and information in the 
September 1971 issue of Scientific Ameri- 
can states: 


Science does not hesitate to give precise defi- 
nitions to everyday words such as "work," 
"power," and "information," and in the proc- 
ess to transform proverbial truths into scien- 
tific truths. 


3) I am interested in what goes on in- 
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side the organism but that does not pre- 
clude my interest in how what is inside 
got there. Why cannot Skinner be equally 
tolerant? On page 141 and in the rele- 
vant footnote he insists that: 


the feral child has no language, not because 
his isolation has interferred with some growth 
process, but because he has not been exposed 
to a verbal community. 


We now know (see Pribram,* Chapter 2) 
that brain growth is dependent on appro- 
priate stimulation, Skinner should have left 
out some negatives: the feral child has 
no language because his isolation has in- 
terfered with the growth of his brain, 
which depends on being exposed to a ver- 
bal community—much as a child fails to 
read when, during the first two years of 
life, he suffers from lack of patterned 
visual input due to a congenital cataract 
or severe squint that has been shown to 
stunt the development of his visual sys- 
tem. 

In summary, proper concern for what 
goes on inside the human organism—es- 
pecially man's brain—leads to conclusions 
opposite to those drawn by Skinner. The 
brain, in fact, is modified by experience 
and without such modifiability would be 
incompetent to process the environmental 
consequences of behavior. The brain, in 
fact, is sensitive to chemical influences 
that determine dispositions to behave and 
these dispositions affect the environment 
just as environment affects dispositions." 5 
Designs of cultures, therefore, cannot in 
and of themselves completely specify be- 
havior. Inherited individual differences 
in reactivity will assert themselves unless 
the cultural design is so impoverished as 
to allow no alternatives. And, to do him 
justice, this is not what Skinner advocates. 
Complexity in design begets options in be- 
havior—and with them comes the possi- 
bility, in fact the necessity of choice and 
autonomy. The very feeling of freedom 
(and, I might add, the feeling of responsi- 
bility freedom entails) that Skinner wants 
to deny is part and parcel of the conse- 
quences of a sophisticated behavioral tech- 
nology, as is evidenced by the title of the 
book and its chapter headings. 

For Skinner has got it all backward. 
What behavioral science is all about і 


* 
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to explain and understand such feelings 
as freedom and love; and such percep- 
tions as green and red and circle and 
square; and such memories as faces and 
phrases. Whether feelings and images and 
thoughts are causal in the behavorial chain 
is a deep question that I am not as yet 
prepared to answer—but certainly, once 
such feelings and percepts and thoughts 
are communicated, they can become 
causal in the social scene. However, that 
is not really the point. Science is know- 
ledge; engineering is the application of 
that knowledge to human purpose. Skin- 
ner’s interest is that of the engineer, and 
we badly need good engineering in our 
culture. But it is one thing to advocate 
good engineering and another to try to 
make it encompass all of science. I am 
sad. 
Karl H. Pribram, M.D. 
Stanford Medical Center 
Palo Alto, Calif. 
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DIMINISHED PEOPLE: 
Problems and Care of the Mentally 
Retarded 


Norman R. Bernstein, Ed. 
Boston: Little, Brown. 1970. 340 рр. $15.50 


The past several years have seen an 
outcropping of books on mental retarda- 
tion, most of them quite useful. Do we, 
then, need one more such book? The 
answer is not long in doubt as one reads 
this volume edited by Dr. Norman R. 
Bernstein, assistant professor of psychi- 
atry at Harvard Medical School. The con- 


71 


tributions, by fifteen authors, are of gen- 
erally high quality, the selection of topics 
pertinent, and the editorial viewpoint more 
vigorous than one ordinarily finds in a 
volume of this scope. 

The book is divided into two parts, 50- 
cial issues and clinical issues. The equal 
attention given to these issues (each sec- 
tion has seven chapters) reflects the out- 
look of the volume. As Dr. Bernstein 
observes, 


Many of the issues involved in retardation 
touch upon basic but unresolved psycho- 
logical questions and social conflicts requiring 
the professional to reexamine carefully his 
own role in a context of conflicting opinions. 
Health workers are increasingly aware of the 
complexity of relations between diseases and 
symptoms, between individual рвусһоду- 
namics and environmental conditions. 


The section on social issues considers 
education, work, legal questions, the emo- 
tional impact on families, and a definition 
of the role of psychiatry—a recently 
much-debated question. In an excellent 
chapter, Charlotte Green Schwartz dis- 
cusses the strategies and tactics of mothers 
for dealing with the medical care system. 
We are given a vivid picture of the types 
of hurdles faced by families who seek 
guidance in dealing with a retarded child, 
The author describes the formal and bu- 
reaucratic handling of such parents, the 
impersonality of final pronouncements, 
Parents’ complaints are all too often seen 
(and dismissed) in psychological terms, 
This discussion will add to any profes- 
sional's awareness of how things look 
from the other side. 

In another challenging presentation, 
Gunnar Dybwad analyzes the psychiatrist's 
role in mental retardation. Dybwad notes 
that psychiatry still has an inadequate 
commitment to this problem and he rightly 
points out that, despite contrary expres- 
sions by spokesmen for organized psychi- 
atry, "day-to-day experience in the field 
often brings one to encounter strong nega- 
tive attitudes in the individual psychiatrist 
which, in essence, imply a total rejection 
of the mentally retarded person as a pa- 
tient." Also noted is the unsound tendency 
to identify mental retardation with mental 
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illness, the low rating of mental retardation 
in allocation of medical resources, and 
the inadequacy of most psychiatric train- 
ing programs with regard to this problem. 

The clinical section includes thoughtful 
discussions on questions of differential di- 
agnosis, personality development, psychi- 
atric assessment, and treatment (with 
separate chapters on psychotherapy, be- 
havior-shaping, and psychoactive drugs). 
An effort is made to overcome the persis- 
tent tendency to discuss the personality 
characteristics of this heterogeneous group 
as “categories without people,” in the edi- 
tor’s apt phrase. In a practical chapter on 
psychiatric assessment Menolascino and 
Bernstein emphasize that the psychiatrist 
must do as great a share of his own 
physical and neurological examinations as 
he can competently accomplish, and 
should be able to interpret pediatric or 
neurological consultations. The authors 
also caution that most reported observa- 
tions are on institutionalized retardates, 
so that the most “pathological” portion 
of the diagnostic spectrum is usually 
stressed in the literature. 

Above all, this volume is dedicated to 
the sensible proposition that a much more 
positive and activist approach to mentally 
retarded persons is overdue. The retarded 
are indeed "prisoners of the expectations 
held by the society around them," as the 
editor says. Society's expectations are too 
narrowly pegged on the IQ scores; when 
the retarded person does not meet this 
arbitrary standard he is written off as a 
burden, unfit to participate meaningfully 
in the society. This book challenges such 
an approach in a provocative and infor- 
mative way. It is a work of advocacy, in 
the best sense. As Leon Eisenberg says in 
his introduction, “If its wisdom, compas- 
sion, and techniques are absorbed, it will 
advance the cause of the retarded. Insofar 
as it succeeds, it will give the lie to its 
title; the diminished will have been to 
that extent replenished." 


Stella Chess, M.D. 

Professor of Child Psychiatry 
New York University 
Medical Center 
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EDUCATION, HEALTH AND 
BEHAVIOR: 

Psychological and Medical Study 
of Childhood Development 


Michael Rutter, Jack Tizard, Kingsley Whitmon 
eds. 


New York: John Wiley. 1971. 474 pp. $9.75 


In recent years there have been a col 
ple of large-scale studies that may well 
revolutionize the theory and practice 0 
child psychiatry and other professioni 
dealing with the emotional and physical 
needs, problems, and behavior of children 
Deviant Children Grown Up by Robins, 
and Temperament and Behaviour Disi 
ders in Children by Thomas, Chess, à 
Birch are two such works. The work und 
review can only be described as a mil 
stone in the literature of the fields it co 
ers, The three major authors are eminentl} 
qualified to have organized the study, 
Michael Rutter is a renowned child psy- 
chiatrist, Jack Tizard is an expert in ch 
development and education, and Kingsle} 


land’s Department of Education and Sêl 
ence. They had superb help from a host 
of other experts іп a wide range of pro 
fessions. 

This epidemiological study surveyed 
total problem of handicapping conditi 
(educational, psychological, physical) 18 
a well-defined population of children (4l 
9-to-12-year-old children living on thi 


and in 1965 on psychiatric disorder аш 
on physical handicaps. Mass screening 
methods were used to pick up childrel 
with the disorders. These children, 19 
gether with a randomly selected coní 
group, were then individually exami 
in depth, including intensive intervi 
with parents, teachers, and others involve 
to delineate familial, school, à 
factors in their handicapping conditio 

In the authors’ words, the object of tbi 
Work was: 


not only to estimate and record the prevalent y 
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background and nature of intellectual, educa- 
tional, physical and psychiatric handicaps 
among the children studied, [but also] to ex- 
amine how far existing services were struc- 
tured to deal with the problems which the 
handicaps posed for children and their fam- 
ilies. 


Not only did they succeed admirably at 
the immense tasks that they set for them- 
selves, they went beyond even these. Any 
academician would be sorely tested to im- 
prove on the scholarly theoretical ap- 
proach to these studies; comprehensive 
bibliographies and literature reviews pre- 
cede each new section, results are com- 
pared with other historical and current 
studies, self-criticism and limitations are 
openly discussed, and heuristic implica- 
tions are presented. 

The book is divided into five parts. The 
first part describes the overall plan and 
setting of the study. The next three parts 
present the exhaustive studies, results, and 
discussions on intellectual and educational 
retardation, psychiatric disorder, and phys- 
ical disorder respectively. In each of these 
sections there are separate chapters de- 
voted to the selection procedures, epi- 
demiological, educational, social, familial 
factors involved in the handicapping con- 
ditions and the state of services available to 
the affected families. The final section is 
devoted to the conclusions, summarizing 
the findings, and finishing up in an incisive 
chapter on implications for services. 

No part of this work is sloppy. Each 
chapter is followed by a thorough discus- 
sion and summary. The content, as al- 
ready mentioned, is of historic importance 
clinically and theoretically. The writing 
style is lucid, easily readable, interesting. 
The table of contents is detailed yet clear. 
The references and index sections are 
comprehensive, relevant, and accurate. 
There are even nine appendices giving the 
reader a sample of many of the forms, 
tests, and questionnaires used on the pop- 
ulation. If there are some redundant parts 
it is because of overlapping issues in each 
of the sections (and handicaps). The auth- 
ors don’t stop at presenting their findings. 
They discuss them in the light of contem- 
porary society, and make strong recom- 
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mendations to professionals and govern- 
ment. 

I have not seen a study done on such 
a large scale with as many built-in checks 
on reliability and validity of ratings (and 
raters), controlled samples, and as much 
scientific thought and rigor in the plan- 
ning, executing, and summing up of the 
work as this one. Nothing (and no one) 
was taken for granted: tests, forms, raters 
were validated a priori, definitions were 
concise and accurate, results were exhaus- 
tively examined before any conclusions 
were drawn and were always compared 
with previous research findings. 

This work covers so many areas that 
it is difficult to pick out a few of the high- 
lights without doing injustice to many of 
the others. The study’s findings debunk 
theoretical clinical myths, corroborate 
some clinical impressions and introduce 
brand new challenges to researchers and 
clinicians alike. For example: 

1. The routine school medical examina- 
tion is almost useless in terms of reliabil- 
ity; generally, more can be learned from 
the medical histories than from the physi- 
cal examination. 

2. The prevalence rate for psychiatric 
disorders in the age group studied is 6.896. 
Neurotic disorders (more common in 
girls) and conduct disorders (more com- 
mon in boys, large families, associated 
reading retardation) are approximately 
equal in frequency. 

3. One child in every six (162596) of 
those in the middle years of their school- 
ing is found to have à chronic or recur- 
rent handicap (educational, intellectual, 
psychiatric, or physical). 

This is a thought-provoking book from 
a number of perspectives. From a research 
point of view the studies are exceptional 
and from a clinical point of view they 
are revealing and extremely important. 
This study, although carried out in Great 
Britain, is completely relevant to the North 
‘American scene. A concerted effort must 
be made to meet the needs of children; 
we are failing in this task at present. Those 
children who are handicapped are falling 
even farther behind their peers. Services 
must be changed, increased, introduced, 
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evaluated; governmental money must be 
made available for this and for increased 
training of qualified personnel; education 
of the public is of the utmost importance. 
The study must be repeated, using other 
age groups and populations. 
This is a monumental work, 

the attention of all who are interested or 
involved in the health, education, and be- 
havior of children. It must be read and 
digested, incorporated into practice and 
policy. The authors are to be congratu- 
lated for their foresight, perseverance, 
scholarship, and social concern. This is 
a book that brings it all together. 


Saul V. Levine, M.D. 
Hospital for Sick Children 
Toronto, Canada 


COUNSELING AND THE COLLEGE 
STUDENT 


Dana L. Farnsworth and Graham B. Blaine, Jr., ods. 
Boston: Little, Brown & Co, 1970. 321 pp. $10.00 


This is the fourth volume focusing on 
emotional problems of college students to 
come out of the Harvard University Health 
Services in the past fifteen years. Each of 
the three previous volumes has been 
written or edited by either Dr, Farnsworth 
or Dr. Blaine, who have joined in the edit- 
ing of the current volume. These four 
volumes, plus one or two others by the 
authors on related subjects, compose a 
loosely organized account of the authors’ 
experience over close to two decades in 
the Harvard Health Service. There has 
been no attempt, however, to make the 
кахала volumes a formal chronological 
Iecord, except by frequent reference 
earlier books. еі 

Following the format of an earlier 
volume, Counseling and the College Stu- 
dent Consists of a series of Papers by in- 
dividuals working either directly within 
the Health Service or, in a few cases in 
the current volume, in the college mental 
health field in the Boston area, By survey- 
ing the chapter titles of this and prior 

one can obtain a fairly good 
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picture of the subjects that have concerned 
the Harvard staff over the years. As one 
would expect, certain subjects are recur- 
rent, while others make their appearance 
for the first time in the current volume, 
Thus, suicide, depression, study problems, 
and sex are staple items, while protest, 
hallucinogens, and problems of students 
with “deprived backgrounds” are new. 

The papers vary in approach, quality, 
and style. Some are rather theoretical, 
some are impressionistic, and some 
are base on “designed” research studies, 
One or two have been published else- 
where in slightly different form. Some 
are really excellent, others are of interest 
but less fully developed. The authors in- 
clude psychiatrists, a psychologist, a social 
worker, a lawyer, and a sociologist. The 
overall impact is one of considerable 
diversity, and this should be scen as a 
Positive quality of the book. It allows the 
reader to sample to his own taste, and also 
to see how broad the interests are in a 
modern, thoughtful, well-developed service 
dealing with student emotional problems. 

There are two major divisions: "Stu- 
dents and Their Problems" and “Organiza- 
tional Aspects of a College Mental Health 
Unit" The latter contains Chapters on 
services other than Harvard's, and allows 
for comparisons with the Harvard services. 
Of particular interest are the paper on a 
mental health service in a smaller college 
by Dr. Herbert I. Posin, and the paper 
describing the college mental health center 
by Dr. Vernon D. Patch. These enable 
one to see how principles developed within 
a large, relatively self-sufficient university 
were adapted to meet the needs of colleges 
that, because of small size, lack of financial 
Support or little appreciation of the need 
for psychiatric support, had not developed 
services of their own. 

In any book such as this it is possible 
to find minor faults. For example, in one 
or two of the chapters that cite statistical 
data, certain ratios are left out, making it 
difficult for the reader to view the statistics 
in any meaningful way. The book also 
contains one or two inconsistencies, and 
I am not sure that the title is accurate, 
inasmuch as most of the book discusses 
Psychotherapy rather than counseling in 
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the usual sense of the word. Furthermore, 
because this is a collection of papers, the 
description of the Harvard Health Services 
is found in the middle, and is rather 
general; someone unfamiliar with the 
general operation of the service might at 
times have difficulty understanding certain 
points in the first section. While referral 
to the earlier volumes would clear up these 
matters, this is only briefly alluded to in 
the introduction. 

On the whole, however, the book is a 
worthwhile addition to any library on 
college mental health, and is continuing 
evidence of the energy and dedication of 
the editors, who, despite heavy adminis- 
trative and clinical schedules, somehow 
find time to communicate their valuable 
experience to others in the field. 


Robert L. Arnstein, M.D. 
University Health Services 
Yale University 


TO KILL A MESSENGER: 

Television News and the Real World 
William Small 

New York: Hastings House. 1970. 302 рр. $8.95 


THE COMMUNICATIVE ARTS: 
An Introduction to Mass Media 


Charles 5. Steinberg 
New York: Hastings House. 1970. 371 pp. $10.00 


INTERNATIONAL COMMUNICATION: 
Media, Channels, Functions 

Heinz-Dietrich Fischer and John Calhoun Merrill, 
eds. 

New York: Hastings House. 1970. 508 рр. $12.95 


Ancient Persian generals had messen- 
gers killed when they brought bad news! 
Hence, the graphic title, To Kill a Messen- 

er. 
: William Small writes from the vantage 
point of his role as news director of CBS 
News in Washington. Over and above the 
scholarship and significance of his obser- 
vations, Small has written a delightful 
book to read—very much what one would 
expect of a good, seasoned journalist. It 
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is a deliciously gossipy book to boot; the 
author writes of a variety of well-known 
figures in political life and in the com- 
munications media and of the tumultuous 
events of the last decade, from which he 
draws illustrations of the issues he is con- 
sidering. 

Small loves his craft and has a respect 
for its achievements and potential. At the 
same time, he is a thoroughgoing profes- 
sional who, in the best tradition of sci- 
ence, observes the relationship of his field 
to the reality it would seek to describe 
for us. The conclusion basic to Small’s 
entire work is that the newscaster cannot 
escape being a shaper of the reality he 
seeks to report. It is acknowledgment of 
this basic principle of participant observa- 
tion that seperates Small from the too- 
many apologists and dissimulators and, I 
fear, downright demagogues who hide be- 
hind the purported “objectivity” of the 
newscaster to excuse any and all impacts 
the newscaster himself has on those to 
whom he reports the events of our lives. 


The news media make news ... That is ап 
uncomfortable truth to reckon with in the 20th 
Century. As the conduit of what is happen- 
ing, cnt media is ы өш imperfect but 
requently shapes or ге-5һа) а і 
fror pes happenings. (p. 
Examine that most common journalistic de- 
vice, the interview. Simply seeking the inter- 
view is an intrusion into fact. This doesn’t 
mean that the reporter is wrong in doing so 
nor that his motivation is base. It simpl 
means that his action in conducting an und 
view does, in a primitive way, constitute 
“making” news. (p. 285) 

This book addresses a wide 
issues, including problems that Жал E 
of the newscaster’s brevity (**Today a 
Mount Sinai, Moses came down with Te: ч 
Commandments, the most important ка 
of which аге... Р” [p. 15]); the Black 
Revolution and the black riots; TV and 
the political process—including treatment 
of debates between political candidates, 
political conventions, presidential news 
conferences, Congress and local gove : 
ment, and the new phenomenon of du 
broadcast editorial; the forces that 
television; and, last but not least, des 
erable treatment of issues of violence. 
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Small marshalls the facts deftly—vio- 
lence as purveyed by TV fantasy produc- 
tions and the real violence in our society 
as reported by TV, He reviews behavioral 
science contributions to our understand- 
ing of the impact of fantasy TV violence 
and concludes that the research is quite 
inconclusive as yet. He refers to CBS's 
(psychologist) Frank Stanton’s somewhat 
cavalier reply to a Congressional inquiry 
that he would not know how to spend 
one million or ten million for a Study of 
the impact of TV violence because we 
don’t have the methodology (p. 85). How- 
ever, unlike the many researchers who 
have become so enamored of their own 
instruments that they lose sight of the phe- 
nomenon itself, Small does not lose sight 
of American TV's surfeit of violence, Nor 
does he join in the kind of belittling or 
disarming that has been so characteristic 
of media spokesmen, He reports Tespect- 
fully if noncommitally the observation of 
the Violence Commission: 


lent media Programs.” (p, 81) 


Aggressive, 


What of the real violen: 
Я г 
news coverage? The dilemma "i A i 
enough. To tamper with te 
news in any Way that impairs the 
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fundamental cornerstone of our whole ef- 
fort at a democratic society. On the other 
hand, there are serious questions about the 
contributory impact of news reportage of 
the violences we human beifigs do so 
promiscuously and unendingly to cach 
other. Small reports impassioned state- 
ments by leaders of his own media-es- 
tablishment speaking to the truth that 
those who do not like what they learn 
from the news media are ар! to condemn 
the media and then to move the easy step 
to suggesting that the media themsclves 
are to blame for the phenomena they are 
reporting. Small concludes that we must 
accept the reporting of violence or suffer 
much greater social damage. However, he 
Seems to reach this conclusion without 
pushing out of consideration the undertow 
of the deeply disturbing question of 
whether the Teportage itself is not some- 
how contributing to the death of the free 
society that freedom of the press is in- 
tended to serve. That he leaves this gen- 
erally unsolved question alive is a measure 
of the openness of the work.** 

ike the other two more traditional 
scholarly books that we will now touch 
on, Small’s book is attractively prepared 
and well indexed; the publisher is to be 
congratulated for its series on the com- 
munications arts, all three books cited here 
the same year no less. 
Steinberg also of CBS, is net- 
à president in charge of public 
information. Steinberg is the author of an 
in the same publisher’s se- 
ass Media and Communication. The 
Present volume, intended as an introduc- 
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man as communicator, communications 
technology, value judgments, the medium 
as message, audiences, and the history of 
man’s efforts to communicate; the inven- 
tion of printing, the beginnings and the 
institutionalization of journalism, and the 
mass press; the magazine and social issues, 
freedom and license, and comics as mass 
entertainment; the development of motion 
pictures, movies and society, government 
regulation of broadcasting, electronic jour- 
nalism, broadcasting as the world’s largest 
advertising medium; television and society, 
public television, and community antenna 
television; the information industry—com- 
puter technology, information storage, so- 
cial and ethical problems, foreign news, 
and global communications; mass media in 
various European countries and Canada, 
public opinion and political action, mea- 
suring public opinion, mass media and 
propaganda, and public attitudes towards 
media. 

Steinberg’s book concludes on a note of 
the challenge inherent in the freedom of 
mass communications: 


Mass communications, in short, presents a 
singular paradox of pockets of cultural poverty 
in the midst of technological excellence. It is 
clear, however, that these areas are diminish- 
ing and will continue to grow smaller . . . in 
the long run, the continuous recognition of 
social responsibility by the media . . . will 
prove the major factor in bringing education, 
information and entertainment to all of the 
people on a scale unanticipated even by the 
most far-seeing pioneers in mass communi- 
cation . . . out of this,awareness, must come 
an increasing demand for the kind of excel- 
lence in mass communication that this coun- 
try is poised to achieve. (p. 319) 


In Steinberg's book will also be found 
several most valuable appendices: The 
Code of Ethics of the American Society 
of Newspaper Editors, the Motion Pictures 
Production Code, The New Code of Self- 
Regulation by the Motion Picture Associa- 
tion of America, The Code of the Comics 
Magazine Association, and The Code of 
the National Association of Broadcasters. 

International Communication is an an- 
thology of 41 essays. The book is designed 
for a variety of academic courses and pro- 
fessionals in communications. A few arti- 
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cles are new, most are reprints with various 
degrees of editing and re-writing from the 
original. The focus of this book is of 
course the international aspect of com- 
munications. The authors enjoy pointing 
out that as early as Biblical writings we 
find an emphasis on communication 
among nations; and there is a sense in 
which missionaries might be considered 
the first serious professionals in spreading 
messages among people of different coun- 
tries, languages, and races. 

Contributions are grouped around such 
headings as: communications systems and 
concepts, the flow of world news, freedom 
and restriction of communication, national 
development and mass media, propaganda 
and political communication, suprana- 
tional communication efforts, the world's 
press, broadcasting, advertising and public 
relations, cultural communication, a look 
to the future, research and international 
communication. There follows an excel- 
lent appendix of a bibliography of biblio- 
graphies in the international communica- 
tion field. 

Israel W. Charny, Ph.D. 
Group for Research 
in the Psychology of 

Aggression and Nonviolence 
Paoli, Pa. 


URBAN CHALLENGES TO 
PSYCHIATRY: 
The Case History of a Response 


Lawrence C. Kolb, Viola W. Bernard, and Bruce 
P. Dohrenwend 


Boston: Little, Brown & Co. 1969. 512 pp. $15.00 


Community mental health services, 
basic research in attitudes toward illness, 
and education for psychiatry are major 
components of Urban Challenges to Psy- 
chiatry. Each is extraordinarily important, 
but to weave them together into a coher- 
ent and comprehensible pattern is a diffi- 
cult task. Unfortunately, the fabric pro- 
duced in this volume falls short of reveal- 
ing such a pattern. 

Because of its diversity, there is much 
in the book to interest a variety of readers. 
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But the sequence of chapters makes it 
difficult to follow a specific interest in an 
orderly way. For example, the reader who 
is primarily concerned with the mental 
health care delivery system developed by 
the Columbia-Washington Heights Mental 
Health Project in New York City will 
find his attention captured by the first 
three chapters, but then he must wait for 
Chapter 8 and those following to resume 
the pertinent narrative. Nevertheless, his 
efforts will be rewarded by a candid and 
careful presentation of the conceptualiza- 
tion and implementation of a service net- 
work planned and carried out on an іп- 
cremental basis. As Lawrence C. Kolb 
states, 


This book is an attempt to place on record 
only one example of the process by which 
two [Columbia University] departments (psy- 
chiatry and public health) came to collabo- 
rate and, on the basis of research findings, 
to develop new methods of providing local 
psychiatric services. (p. 11) 


Those readers who entered the compre- 
hensive mental health center field later 
than 1957 (when planning for the Wash- 
ington Heights program began) were 
forced to develop centers in much shorter 
periods of time owing to the structure of 
federal staffing grants. They will both ap- 
preciate and envy the approach described 
here. The opportunity to plan services on 
the basis of carefully documented need 
permits the development of rational de- 
livery systems, Furthermore, goal delinea- 
tion on an adequate data basis forms the 
backbone of documentation of outcomes. 
Jack Elinson, in his chapter entitled, “Base 
Lines for Assessing Change,” suggests 
some “possibly useful base lines from 
which to assess change,” adding that they 
“need to be regarded with exceeding cau- 
tion” (p. 371). Elinson’s contribution 
deserves careful reading. 

Interviews with leaders of the Washing- 
ton Heights community to assess the atti- 
tudes of local leaders toward behavioral 
disorders suggest that “the orientation to- 
ward problems of mental disorder does 
vary with the individual’s order of leader- 
ship activity” (p. 88). Political-legal lead- 
ers show considerable ability both to 
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recognize mental illness, and to encourage 
those who are ill to seek professional help. 
Educational leaders scored low in influ- 
encing people to get help, whereas eco- 
nomic and religious leaders held views the 
least congruent with the psychiatric view- 
point. These studies had obvious implica- 
tions for the educational and consultation 
programs developed in Washington 
Heights, and, if they can be validated for 
other urban communities, may have wide- 
spread significance. 

Dohrenwend and Chin-Shong discuss 
the effects of “Social Status and Attitudes 
Toward Behavioral Disorders,” subtitling 
this chapter “The Problem of Tolerance of 
Deviance.” Their work is of considerable 
theoretical interest, but its practical appli- 
cation is less apparent save for the impor- 
tant admonition that “the word ‘tolerant’ 
has little meaning as a description of the 
attitudes held by members of the low- 
status groups themselves toward such devi- 
ance” (р. 116). The significance of being 
able to evaluate various subcommunities 
in reference to their own perceptions of 
deviance is implicit throughout the volume. 

For those readers concerned with edu- 
cation for community psychiatry, Viola 
Bernard’s contributions will be of special 
interest. Ог. Bernard has recorded in sub- 
stantial detail the development of the Divi- 
sion of Community Psychiatry at Colum- 
bia University. She stresses particularly its 
close interrelationship with the Washing- 
ton Heights program, which served to 
supplement formal instruction with field 
experience. The community psychiatry 
training program, unlike most others in 
this country, is structured dually within 
the Department of Psychiatry and the 
School of Public Health and Administra- 
tive Medicine. Dr. Bernard stresses the 
advantages of the “attitudinal and concep- 
tual integration” (p. 327) that this duality 
permits. She fails, however, to comment 
on some of the inevitable problems that 
such administrative arrangements in aca- 
demic settings produce. Her position would 
be stronger had she discussed the draw- 
backs as well as the advantages. 

The discussions of curriculum content 
and of field training and supervision are 


clear and should prove valuable both to 9 - 
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directors of current programs and to those 
planning fledgling endeavors, especially if 
considered concurrently with Dr. Ber- 
nard’s chapter on the administrative link- 
age between the Division of Community 
Psychiatry and the Washington Heights 
program (Chapter 6). It is unfortunate 
that the educational material (Chapter 
14) is so far removed from its topical 
predecessor, and that, since both relate 
the effects on the New York State Psychi- 
atric Institute, they did not form a special 
section of the volume. 

Indeed, the principal criticism of this 
otherwise excellent work rests primarily 
in its exceedingly awkward chapter ar- 
rangement. Anyone who attempts to read 
the volume straight through is likely to 
find difficulty in keeping the several 
strands intact in his mind. Urban Chal- 
lenges to Psychiatry is too scholarly a 
contribution to the literature of a field 
currently not overly distinguished by schol- 
arship to allow its effect to be diminished 
by poor organization. Accordingly, readers 
are urged to make the extra effort neces- 
sary to follow the strands to the end of 
the somewhat haphazardly patterned 
fabric. 


Robert L. Leopold, M.D. 
Director 

West Philadelphia Community 
Mental Health Consortium 
Philadelphia, Pa. 


THE PRACTICE OF COMMUNITY 
MENTAL HEALTH 


Henry Grunebaum, ed. 
Boston: Little, Brown. 1970. 868 pp. $18.50 


From whence comes the rain? Almost 
a decade ego, John F. Kennedy proposed 
a revolution in psychiatry. With the back- 
ground of the Joint Commission Report 
and the technical assistance of a blue 
ribbon NIMH committee, the community 
mental health center was proposed as a 
new organizational structure to replace 
the designated failures—the state hospitals. 
The local publics and professionals, with 
the imprimatur of the federal establish- 
ment, and with the encouragement of 
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planning, construction and staffing grants, 
launched into energetic and enthusiastic 
programming. Unfortunately, energy and 
enthusiasm could not make up for a lack 
of a theoretical, financial, and administra- 
tive base for comprehensive care of the 
mentally ill. Considerable confusion has 
been displayed about the goals, the techni- 
cal procedures, and the organizations of 
comprehensive care of the mentally ill, 
community psychiatry, and the community 
mental health center. 

The Mental Health Revolution now ap- 
pears to have been only one of the many 
revolutions to have been mounted in re- 
cent years. We have to accommodate to 
revolutions in Civil Rights, Welfare, De- 
livery of Health Services, Sex, Status of 
Women, Youth, Children's Rights, Politi- 
cal Parties, etc. Although some of the im- 
pact has been diluted and badly supported, 
a dedicated committed band of profes- 
sionals has been doggedly grinding out the 
necessary trial and error experience to 
answer the many unanswerable questions. 
This volume is the best compendium to 
date addressing the issues. It succeeds be- 
yond any reasonable expectations, and in 
its failures displays well the problem of 
community mental health. The reader will 
get a well conceived view of who and what 
has been raining on our revolution. 

Community mental health centers are 
supposed to be comprehensive, and co- 
ordinated with continuity of care. Dr. 
Grunebaum and his collaborators demon- 
strate the problem with four major parts— 
I. Populations within the Community, 
П. Clinical Facilities, III. The Community 
Mental Health Center, and IV. The Com- 
munity Health Center and the Health 
System—and  thirty-five chapters. Each 
chapter is a well written, hard packed, 
intensive summary text on its subject, pro- 
jecting an image for the volume as the 
first in a new generation of textbooks 
bravely oriented to populations, problems, 
services, and organizations rather than to 
disease, diagnosis, somatic and psycho 
therapies. 

Part I—Populations—was perhaps the 
most difficult to write and demonstrates 
well the problem in finding the community 
and in making the shift from consideration 
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of one sick patient to a population defined 
in some other way. The ten chapters in 
this part demonstrate the variations pos- 
sible. Four chapters, in their titles at least, 
try to move out of consideration of the 
sick role—children, adolescents, the fam- 
ily, and the poor. Five—the mentally re- 
tarded, the subnormal, the alchoholic in 
society, the drug addict, and the genetric 
patient—return to unabashed considera- 
tion of the sick ones, which is maybe the 
way it should be. But then, where are the 
chapters on the schizophrenic, depressed, 
and neurotic, It is probably no accident 
that the populations are those which pre- 
sent notoriously difficult problems and 
have been extensively overlooked by the 
psychiatric and mental health establish- 
ment. Charles A. Malone, in the chapter 
on children, puts it well: “Even a cursory 
glance . . . convinces us of the relative 
impossibility of our task.” 

Part II follows the pattern of discussing 
the problem clinical facilities rather than 
those that are thought to be better under- 
Stood—preventive care, home treatment, 
the walk-in psychiatric clinic, admission 
procedures, partial hospitalization, work 
programs, social rehabilitation. Indeed 
these valuable chapters are a little on the 
visionary side if the book is supposed to 
represent the actual existing practice of 
community mental health. Few community 
psychiatry programs can boast of much 
in the way of prevention, work programs, 
and social rehabilitation. But then a book 
such as this should be leading the way 
rather than following established practice. 

The remaining half of this volume 
deals with the planning and administrative 
aspects of the community mental health 
center. For the mental health professional 
they portray a process and opportunity as 
dynamic, interesting, and challenging as 
the treatment of individual patients, This 
is a vital ingredient in the future growth 
of community psychiatry, in order to ap- 
peal to the most knowledgeable, the most 
skilled, the best prepared professional. 
Some of the dampness on the mental 
health revolution has resulted from a guilt 
by association that implicitly suggested 
that community psychiatry somehow re- 
quires less training and intelligence than 
the previous standard of practice, 
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This volume is not one for light bedside 
reading. It approaches the encyclopedic in 
style. Detailed discussions are available on 
chosing the locus of care, of rural centers, 
of metropolitan centers, of how it feels to 
be a director, the legal issues, record keep- 
ing, staffing, training of personnel, para- 
professionals, etc. The editor’s preface in- 
dicates that the book grew and changed 
during the writing process. This is also 
true of the community psychiatry social 
movement. A social movement is not 
scientifically controlled, This volume is an 
important milestone in chronicling this 
particular change in the structure of a 
social institution. It is also a valuable re- 
ference work for the one who would like 
to locate himself on the map and perhaps 
have little guidance in the next step. 


Frank Т. Rafferty, M.D. 


Professor of Psychiatry 9. | 


Director, Institute for Juvenile Research 
University of Illinois 
Chicago 


TOWARD A TYPOLOGY 
OF JUVENILE OFFENDERS: 
Implications for Therapy and Prevention . 


Sheldon Glueck and Eleanor Glueck 
New York: Grune and Stratton. 1970. 203 pp. $8.75 


Sheldon and Eleanor Glueck are re- 
nowned for their careful and extensive 
work in the recognition and differentiation 
of those elements in the family back- 
ground and character traits of juveniles 
that differentiate those who will probably 
be involved in delinquency from those 
who will probably not be so involved. 
Over a period of more than forty years, 
they have published repeatedly in this 
area, and the list includes such monumen- 
tal works as Unraveling Juvenile Delin- 
quency, Physique and Delinquency, Fam- 
ily Environment and Delinquency, 
Predicting Delinquency and Crime, and 
Delinquents and Nondelinquents in Per- 
spective, 

Their approach is objective and eclectic. 
Their work is painstaking; it carefully uses 
the exacting methods of statistical analyses 
and the exacting criteria of statistical sig- 
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nificance. No one has rivalled them in 
defining the family and personality ante- 
cedents associated with delinquent behav- 
ior. They have been able to differentiate, 
even at early ages, those children likely 
to become delinquent, in terms of five 
items of family background, affection of 
parents for the child, restlessness in early 
childhood, nonsubmissiveness to authority, 
and destructiveness. 

The child who at two or three years of 
age has a good home, warmly affectionate 
parents, is not extremely restless, is sub- 
missive to authority, and is not destructive 
is most unlikely to become delinquent. 
When one moves from the third of the 
population with the best scores on these 
items to the third of the population with 
the worst scores, the chance of involve- 
ment in delinquency increases from one 
chance in nine, to nine chances in ten. 
Of course these are the ratios on the popu- 
lation on which the prediction was devel- 
oped so that chance factors are included, 
and the prediction would be expected to 
be somewhat less accurate on cross-valida- 
tion with another sample. 

The present study considers the litera- 
ture on types of delinquents and criminals. 
A. type of delinquent is a group of delin- 
quents with many characteristics shared 
with each other but not shared with de- 
linquents in general. The significance ofa 
typology of delinquents is that it may 
provide clues to qualitatively different 
groups of delinquents. Such groups may 
differ in their etiology, responses, and 
treatment needs. This differentiation is im- 
portant in that it may indicate different 
causes or different pathways to delinquent 
behavior, and different treatment needs or 
responses. The purpose of a typology is 
to differentiate qualitatively different kinds 
of delinquents. In the adult field, the type 
of the confidence man differs (to the 
naked eye) from the type of the pick- 
pocket, and both from the type of the 
holdup man. 

As brought out by Stane Saksida of 
Yugoslavia, delinquent behavior that is 
adaptive motivation behavior differs quali- 
tatively from delinquent behavior that is 
a maladaptive frustration response, and 
these types of delinquent behavior call for 
different types of treatment. Studies in this 


country and in Japan have established the 
existence in both cultures of one cluster 
of cooperative adaptive delinquents and 
another cluster of maladaptive explosive 
frustration delinquents. However, the 
Gluecks, while exploring hundreds of 
items related to delinquency, do not in- 
clude among their variables the nature of 
the delinquent acts and whether they were 
solitary or cooperative. Thus they exclude 
the entries that would distinguish the na- 
ture, or purpose, of the delinquency, Their 
focus has been chiefly on the univariate 
analysis of factors related to delinquency- 
proneness. 

After some experimentation with multi- 
variate analysis that includes some effort 
through inverse factor analysis to group 
kinds of delinquents together, the Gluecks 
revert to their accustomed univariate anal- 
ysis and take as their “launching pad” 
three groups defined in terms of three 
family factors. Supervision of boy by 
mother, discipline of boy by mother, and 
cohesiveness of family were scored and 
are used to separate the subjects. Four 
hundred boys with a score of less than 
140 have a delinquency rate of 8.5%, 
while 390 boys with a score of 200 or 
over have a delinquency rate of 89%. 
The 194 cases with a score of 140-199 
have a delinquency rate of 58.2%. 

From this basis, the Gluecks go on to 
differentiate three types. Type 1 has a 
low likelihood of involvement in delin- 
quency, Type 3 a high likelihood, and 
Type 2 an intermediate likelihood. But 
when they abandon multivariate analysis 
for univariate analysis as a basis for dif- 
ferentiating types of delinquents, they 
abandon the effort to find qualitatively 
different types in favor of quantitative dif- 
ferences in the likelihood of involvement 
in delinquency. Thus their search for a 
typology reverts to a prediction of the 
likelihood of a boy’s getting caught in 
delinquency. The various items showing 
significant differences in their follow-up 
during the age range 17-25 and 25-31 
suggest that Group 3 contains not only 
those most likely to commit delinquencies, 
but is overweighted with those most likely 
to get caught—the delinquent stumble- 
bums. This may give us some understand- 
ing of those who fill our reformatories 
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and prisons but may have little application 
to understanding the origins of the Mafia, 
the confidence man, or the white collar 
criminal. 

The title, Toward a Typology of Juve- 
nile Offenders, is modest enough to indi- 
cate that the authors do not feel they have 
as yet arrived at a typology in the proper 
sense of the term. This book is an inter- 
esting extension of their univariate method 
of predicting the known involvement of 
boys in delinquency. Except for a review 
of the literature, it leaves almost un- 
touched the question of typology of de- 
velopment of delinquents. Specific sugges- 
tions for the clinician arising from this 
typing are conspicuously few, the most 
prominent being that since 79% of Type 
1 boys have foreign-born parents, while 
only 55% of Type 3 boys have foreign- 
born parents, clinicians should take a par- 
ticular look at cultural conflict as a factor 
possibly contributing to delinquency in 
Type 1 cases. 

In Physique and Delinquency the au- 
thors found that a third of the traits 
studied related to body types in a differ- 
ential way—that is, that they were differ- 
entially associated with delinquency, or 
with non-delinquency, depending on the 
somatotype. Here, clearly, in the work of 
the authors, was one persuable lead 
toward different types of delinquents. They 
State that this will be published in a later 
monograph, Body Build as the Basis for 
a Clinical Typology of Juvenile Offenders. 


Richard L. Jenkins, M.D. 
Professor of Child Psychiatry 
University of Iowa 


NIGHTMARES AND HUMAN 
CONFLICT 


John E. Mack 
Boston: Little, Brown. 1970. 258 PP. $10.95 


THE NEW PSYCHOLOGY OF 
DREAMING 


Richard M. Jones 
New York: Grune & Stratton. 1970. 221 pp. $7.95 


“The nightmare is the prototype of man’s 
terror, the common feature of helplessness 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


in a confrontation with forces that 
threaten to be overwhelming.” The night- 
mare is a combination of dreaming and 
severe anxiety that forces the individual 
to at least partial awakening. According 
to Mack, from the perspective of the 
dreamer, “Nightmares are concerned with 
life and death matters.” 

The first and second chapters of Mack’s 
book provide a general survey of the sub- 
ject of nightmares. These are followed by 
chapters on the relationship of nightmares 
to creativity, aggression, and psychosis. 
Then a chapter dealing with the contribu- 
tion of the recent work on the physiology 
of dreaming, and a final chapter on the 
theoretical implications of the preceding 
material and the place of nightmares in 
relation to a broader view of dreaming. 

Traditional psychoanalysis stresses only 
the libidinal aspect, that is, underlying in- 
cestuous impulses account for nightmares, 
Mack makes the point that dreams are 
concerned with many conflicts other than 
sexual or even aggressive impulses. Mack 
states that nightmares do involve the very 
earliest and most powerful anxieties of 
childhood: those involving destructive ag- 
gression, castration, separation, devouring 
and being devoured, and fear regarding 
loss of identity and fusion with the 
mother. 


The similarity of nightmares of children and 
adults provides one of the most convincing 
pieces of evidence that the archaic fears, con- 
flicts and mental structure of early childhood 
may be preserved throughout the course of a 
person's life. 


In his writings, Freud never dealt with 
children's nightmares, However, the bulk 
of the evidence tends to refute Freud's 
contention that children's dreams are us- 
ually direct, undisguised fulfillments of a 
wish. Mack attempts to show, through his 
extensive experience with children, that 
ego regression together with the revival 
of earlier conflicts accounts for the ten- 
dency of nightmares to resemble one 
another in fundamental ways throughout 
life. One of the principal objectives of this 
book is to show that nightmares do not 
emanate from internal conflicts or external 
dangers but involve a combination from 
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both areas. Discussing children’s night- 
mares, Mack concludes that, 


I have tended to approach these dreams from 
the standpoint of normal development and 
forces impelling the child toward conflict 
resolution, mastery and personality integra- 
tion rather than to look upon them as psycho- 
pathological entities per se. 


On creativity, the author states that it 
is the artist’s hold on reality that gives 
him the capacity for relating the world 
outside to internal factors in his own mind 
in order to communicate the quality of 
shared illusion. He goes on to explore the 
relationship between the nightmare and 
one form of psychosis, the acute schizo- 
phrenic episode. Fundamental, affective, 
cognitive, structural, and interpersonal re- 
lationships, as well as important differ- 
ences, are pointed out. Mack concludes 
that the incapacity of the psychosis-prone 
individual to continue the regressive re- 
action to a nightmare, or conversely the 
ability to maintain the “nightmare level" 
or integration without further regression, 
depends on the intensity of the destructive 
impulses in the individual and the avail- 
ability or absence in childhood of the com- 
forting presence of parent figures when 
frightening dreams occur at night. 


- -The majority of the text is very remi- 


niscent of books by other sensitive clini- 
cians, in this case a psychoanalyst who 
drew upon a wealth of experiences dealing 
with the nocturnal reminiscences of his pa- 
tients. It is also very subjective, and the 
results most difficult to replicate. How- 
ever, in Chapter Six he deals with the rela- 
tively recent experiments on the biology 
of dreaming and attempts to relate the 
few studies that have implications on 
nightmares, To boil it down, he concludes 
that the evidence now available from 
studies by two sets of investigators sug- 
gests that nightmares can occur at any 
time in the sleep cycle and there are in- 
dications that the most severe types occur 
in the non-REM sleep stage. Mack at- 
tempts to tie this in with the fact that in 
the non-REM period the sleeper would 
be less flexible, less fluid, less capable of 
modulating tension levels, and more prone 
to massive eruptions of repressed fears, 


183 


hostility, or other disturbing ideas. In this 
section, it is interesting that in trying to 
correlate psychological phenomena with 
physiological observations, the author for 
the first and only time becomes cautious 
“lest we begin to get too entrenched with 
our own speculations.” 

Despite the limitations of objective data, 
this is an interesting book on the clinical 
speculations of one type of sleep menta- 
tion, the nightmare. 1 

The New Psychology of Dreaming 
deals with its subject from a post-Freud- 
ian perspective. Throughout this volume, 
Jones plays the consistent game of guess- 
ing how Freud might have perceived the 
electrophysiological studies of sleep and 
how the data might have modified his 
theory of dreaming. Initially, he goes to 
some length to point out that Freud was 
interested in the process of dreaming as 
well as dream interpretation, and that the 
former was possibly Freud’s personal pre- 
ference. Approximately 40% of the book 
deals with psychoanalytical dream theory 
per se. 

After briefly reviewing the psychoan- 
alytic theory of dreaming, Jones deals with 
current knowledge about the D-state and 
the spotty observations of dreaming being 
derived from it. The midpart of the book 
reviews the different interpretive ap- 
proaches and theoretical frames-of-ref- 
erence of Jung, Adler, Silberer, Lowy, 
Hall, French, Ullman, Erikson, Boss, 
Klein, and White. Jones offers a dream of 
his own with the associations, and uses 
this to compare and contrast the ap- 
proaches of the attendant dream theorists. 

With this as background, the author in 
Chapters Seven and Eight then launches 
into a new theory of dreaming, or rather 
modifications of the psychoanalytic theory. 
He calls into question certain major 
conceptual components—wish-fulfillment, 
dream-work, day residue, and the roles of 
preconscious and conscious symbolization. 
For example, he takes to task the assump- 
tion that all dreaming stems basically from 
one “motive force,” to wit, repressed in- 
fantile impulses, and brings to bear the 
thinking of Schacthel, Angyal, and Piaget 
on repression and dreaming. 

The final chapter, in which Jones at- 
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tempts to highlight the Psychological 
Functions of Dreaming, is somewhat dis- 
appointing. He previously noted that there 
were at least five different biological func- 
tions of REM sleep—neutralizing, stimu- 
lating, reorganizing, alerting, and inner- 
vating functions—and he then suggests “as 
a purely heuristic exercise” that the psy- 
chological functions of dreaming may be 
analogous, He then weaves in each of the 
preceding theorists with one or more of 
the suggested functions, including his own 
epigenetic approach. 

But if the organization is somewhat 
contrived and the conclusions admittedly 
somewhat tentative and forced (in the 
final chapter, Jones admits that “the evi- 
dence does not exist which might support 
an attempt to choose from among them”) 
there is much merit in the various chap- 
ters (including a reasonably up-to-date 
statement of the electrophysiologic results 
and a succinct review of the somewhat 
familiar different dream theorists). 

There is one final issue with which to 
take exception. Jones, in the first chapter, 
laments that few studies have taken ad- 
vantage of the EEG sleep monitoring 
method to pursue psychoanalytic dream 
theory. He offers as an explanation “the 
excessive respect with which we tend to 
handle a theory that has served for 
seventy years without significant modifica- 
tion.” An alternative explanation would 
seem to be in order. Psychology has al- 
ways looked askance at the metapsycho- 
logy of psychoanalysis, and it never was 
one of the foundations of scientific psy- 
chology that Jones says it was. It is true 
that most of the EEG studies are being 
conducted by hard-nosed experimentalists 
(particularly neurophysiologists) , and that 
psychoanalysts and dynamic psychiatrists 
have been disinclined to being trained in 
the necessary methodology. 

In a sense, this book is a testimony to 
the author’s willingness to consider some 
modification of the dynamic theory to 
which he subscribes; it is well worth pur- 
chasing. 

C. Scott Moss, Ph.D. 

Director of Mental Health 
Federal Correctional Institution 
Lompoc, Calif. 
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THE SHEPPARD AND ENOCH PRATT 
HOSPITAL: 1853-1970 
A History 


Bliss Forbush 
Philadelphia: Lippincott. 1971. 266 рр. $7.50 


Bliss Forbush, its current president, has 
given us an excellent, documented history 
of one of the outstanding psychiatric hos- 
pitals in the country. It was founded in 
1853 by a businessman and member of the 
Religious Society of Friends, who left his 
entire estate of $500,000 to a group of 
trustees to design and maintain an asylum 
for the insane, whose treatment in this 
period—in spite of a few hospital reforms 
—was still far from humane. (Asylums 
were called "snake pits” by a public whose 
prejudice against insanity was only grad- 
ually overcome by the crusades of Phil- 
ippe Pinel in France, William Tuke in 
England, and Dorothea Dix in the United 
States.) Enoch Pratt’s bequest of more 
than $1.5 million enlarged the institution's 
humanitarian endownment for the benefit 
of indigent psychiatric patients. Treatment 
of these patients with respect, courtesy, 
and consideration of their comfort marked 
Sheppard and Enoch Pratt as a progressive 
hospital from the outset. Ford Foundation 
donations later permitted expansion and 
improvement of facilities within the beau- 
tiful park in which the hospital is located. 

On December 6, 1891, the first patient 
was received; soon about 200 psychiatric 
patients could be accommodated at a time, 
with fees to patients on a sliding scale. 
The hospital’s first physician-in-chief was 
Edward V. Brush, who also acted as super- 
intendent of the medical and nursing staff. 
In 1920, Dr. Brush was followed by Dr. 
Ross McChapman, who saw the institu- 
tion through the trying deprivations of the 
economic depression and the Second 
World War. It was Dr. McChapman, 
along with Harry Stack Sullivan, who in- 
troduced individual psychotherapy into 
the hospital, leading the way to growing 
understanding of psychotic illness and the 
doctor-patient relationship. A 

The length of time that patients were 
kept in custodial care was cut consider | 
ably, as a high percentage of patients Te 
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sponded with sufficient improvement to be 
discharged into out-patient treatment, Pa- 
tients who could not profit from psycho- 
therapy were transferred into institutions 
for custodial care. Metrazol and insulin 
shock therapy were replaced by electro- 
shock therapy, and this was cut to a mini- 
mum. The use of anti-depressant medica- 
tion and tranquilizers reduced the need for 
seclusion rooms. Sucessful additions to 
* individual psychotherapy included occu- 
pational and recreational therapy, social 
work with patients' relatives, use of an ex- 
tensive library, music instruction, guided 
tours and lectures, as well as regular reli- 
gious services. Sheppard and Enoch Pratt 
Hospital rapidly became an excellent train- 
ing school for psychiatric residents, psy- 
chiatric nurses and  attendants, social 
workers, and occupational and recrea- 
tional therapists. In addition, relations be- 
tween the hospital and the community 
were enhanced by the promotion of better 
mental hygiene objectives. 

Following Dr. McChapman's death in 
1948, a succession of outstanding practi- 
tioners, occupying various key positions, 
helped guide Sheppard and Enoch Pratt 
to its present eminence, These included 
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Dr. Lewis Brown Hill, Dr. Lawrence S. 
Kubie, Dr. Robert W. Gibson, and Dr. 
Clarence G. Schultz. Unfortunately, this 
review cannot mention the many more 
people who contributed to the progressive 
development of Sheppard and Enoch 
Pratt, and to whom Dr. Forbush pays 
tribute in this book. 

From January 1, 1960, to December 
31, 1967, there were 2,396 admissions to 
the hospital, most of them voluntary. 
Facilities now included a geriatric service, 
and there was a growing number of ado- 
lescents, the latter greatly increasing the 
percentage of favorable prognosis. Intro- 
duction of group therapy, family therapy, 
and vocational guidance all grew out of 
the humanitarian ideals of the founders of 
Sheppard and Enoch Pratt, ideals that 
promise further growth and development 
in the dedicated effort to alleviate the 
miseries of human psychopathology. We 
should be grateful to Dr. Forbush for pre- 
senting this detailed description of the 
progressive development of Sheppard and 
Enoch Pratt Hospital to contemporaries 
and to posterity. 

Edith Weigert, M.D. 
Chevy Chase, Md. 
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LETTERS TO THE EDITOR 


(Continued from page 2) 
no women teaching in the high schools, 
how then can one expect young women 
to conceive of other careers than mar- 
riage and family? 

If women are equal, why do not all 
adults in kibbutz take turns at demeaning 
labor? 

When has the fact that "every woman 
has a job" become evidence that women 
have full economic equality? 

When has the availability of birth con- 
trol been evidence of the elimination of 
the double standard? 

What is wrong with essential feminine 
characteristics rooted in biological struc- 
ture? Is the male character so wonderful, 
rooted as it is in the male biological struc- 
ture? 

According to Mr. Gerson's own descrip- 
tion, the kibbutz is not progress to future 
Socialist sharing but merely regression to 
a primitive state of earlier societies need- 
ing close communal cooperation in order 
to survive. The kibbutz at no time pre- 
sents a truly changed social condition for 
women—only old mores under new ra- 
tionalizations. I fail to see how “familistic 
tendencies" challenging the "egalitarian" 
society of the kibbutz is a "setback for 
women's emancipation everywhere." Ger- 
son has not been able to prove that the 
women of the kibbutz have been emanci- 
pated to do anything but the same old 
dirty trivial domestic work that women 
have always done. 

Marguerite F. Wise 
Flint, Mich. 


TO THE EDITOR: 


If Gerson believes that the kibbutz sit- 
uation he presented is in any way the ideal 
long sought after by the women's libera- 
tion movement, he is very naive. The core 
of Gerson's argument is simplistic at best. 
Believing that women have every chance 
to develop meaningful careers, Gerson 
says that the kibbutz women are to be 
admired for their "full economic equal- 
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ity;' his reasoning: "every woman works 
at a job." This is absurd. Full economic 
equality is nothing less than women hav- 
ing equal accessibility to the jobs tradi- 
tionally held by men—and receiving 
equal pay for performing these jobs. 
Whether pay is involved or not, it ap- 
pears that kibbutz women do not have 
accessibility to the traditionally male jobs. 


Gerson ridiculously points out that women | 
are free of the drudgery of housework 3 


in his kibbutz ideal because cooking, 
laundry, and child care are provided by 
the kibbutz, while later pointing out that 
the only jobs held by kibbutz women are 
in the very kitchens, laundries, and child 
care centers from which they supposedly 
have been saved. No men hold kitchen 
or laundry jobs and very few, Gerson 
admits, work in day care centers. The 
traditional (domestic) women's jobs are 
still held only by women, and women, 
according to Gerson, do not seek any 
other jobs than these. 

Because Gerson is seemingly dismayed 
by the fact that women volunteer only 
for the above mentioned jobs, I wonder 
what other roles are available from which 
they might choose. For example, does the 
kibbutz have a newspaper or magazine 
(with a staff of editors, photographers, 
copy writers, etc.), a legal staff, a medical 
staff, a business staff, etc. If none of these 
(or similar) job opportunities exist, what 
can women volunteer to do, other than 
the traditional roles to which Gerson says 
they doom themselves? 

If some of these exist, it is hard to im- 
agine that a good portion of the women 
would not volunteer for these positions. 
One reason they might not involves a 
matter of appropriate education. Cer- 
tainly an educational system that turns 
out large numbers of women fit only for 
the kitchens, laundries, and day care cen- 
ters of its society ought to be vigorously 
reexamined. The only other reason I can 
find for women dooming themselves to 
the traditional roles is one presented by 
Gerson, but apparently not seriously con- 
sidered by him: many women have fre- 
quently complained, he says, that "they 
are more restricted in their choice of 
work than are men.” This is hardly the 
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sort of complaint that would frequently 
be raised in a “women’s utopia.” 

Gerson’s view of the relationship be- 
tween career and marriage certainly would 
not win any points in a women’s utopia 
either. Marrying at the age of 20 has 
become common, Gerson sees this as a 
regressive tendency for women—after all, 
it means that the woman has to give up 
plans for vocational training outside the 
kibbutz. Apparently marriage is not a 
regressive tendency for men—they do not 
have to give up their plans. This suggests 
to Gerson that women are inferior; it does 
not suggest to him that he ought to ex- 
amine the unwritten precepts of his so- 
ciety, which allow men to marry, have 
families, and have careers—but make 
women choose between marriage and a 
meaningful career by eliminating career- 
training opportunities. Gerson is so over- 
whelmed by the fact that women want to 
get married right after their army service 
that he doesn’t, he says, even care to 
“speculate about their reasons.” The fact 
that men get married after their army 
service too, isn’t even given a second 
thought by Gerson. And I suppose rightly 
so. Men do not become second class citi- 
zens after they marry—only women do. 

It is unfortunate that Gerson prejudged 
the kibbutz to be a utopia for women 
without first genuinely examining the kib- 
butz structure or traditions to find out if 
they do, in fact, offer equality of oppor- 
tunity to women, As it is, he has presented 
a study that proclaims women incapable 
of measuring up to the career level 
achieved by men—thus leaving Gerson 
free to ignore some very basic concerns 
he might have had about the plight of 
women in his society. 

I do not feel the kibbutz women have 
been offered any sort of a “radical change 
in social conditions.” From Gerson’s de- 
scription the kibbutz appears to be merely 
another society that is reluctant, propa- 
ganda otherwise, to give up its male su- 
premacist traditions. It cannot be viewed 
as an answer to women’s equality—be- 
cause even in its perfect state it would 
not be able to offer a large number of 
widely divergent roles to which women 
can at least aspire in other societies. And, 


187 


in its imperfect state, it seems to me that 
Gerson’s kibbutz is only a very sad, so- 
cialistic version of the traditional “doll’s 
house:” the immediate family has turned 
into a massive communal family but the 
obligations, the drudgery, and the lack of 
meaningful equality or opportunity for 
personal development remain the same. 


Judith Yahr Bailey 
Ann Arbor, Mich. 


Dr. Gerson replies: Both correspondents 
provide a stunning example of intellectual 
assuredness achieved by disregard of the 
manysidedness of facts. A few examples 
may illustrate my point. Regarding the 
kibbutz as a “regression to a primitive 
state of earlier societies needing close com- 
munal cooperation in order to survive” 
is a view that can be maintained only 
through strict avoidance of visiting a kib- 
butz; it may even be advisable for this 
purpose not to read sociological literature 
on the kibbutz, either. The same unwill- 
ingness to pay attention to facts shows in 
the statement that I accept the age-old 
notion “that women are inferior,” while 
challenging it is one of the main features 
of my paper. A last example: it certainly 
saves a great deal of cognitive dissonance 
to assume that there exists “the normal 
family structure” and to go on from here 
explaining that the smallness of the kib- 
butz “made it possible for the kibbutz, 
as a whole, to take the place of the normal 
family structure.” Both the underlying 
theory and the explanation put forward 
are not warranted by facts known to me. 

A few remarks for the sake of open- 
minded readers: 

1. It is a fact that women are not eco- 
nomically dependent on men in the kib- 
butz. My paper tried to describe a situa- 
tion that is hard to grasp for a black or 
white way of thinking: in spite of great 
achievements in the social status of women 
in the kibbutz, the problems of women 
have not disappeared. 

2. Women in the kibbutz do not “have 
to” give up vocational training after mar- 
riage. On the contrary, the existence of 
a children’s house, etc. make it easier for 
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them to continue vocational training after 
marriage. 

3. Women are given many opportuni- 
ties for activity in the kibbutz. This does 
not imply that no remnants of male su- 
periority feelings exist in the kibbutz. 
But they are not legally or institutionally 
established, and they are not the prevalent 
attitude. It is specific for the kibbutz that 
ideas have to be realized and tested in 
day to day life. When I mentioned prob- 
lems and clashes between social condi- 
tions and psychological approaches, the 
correspondents read this as a description 
of a backward community. They forget 
that it is always easier to “achieve” 100% 
of values in radical papers than in hard 
reality. 

4. The correspondents put forward with 
much aplomb the need for greater di- 
versity of women's occupations. They have 
not noticed that my paper described this 
as the main lever for change. I have also 
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indicated new professions already em- 
braced by women in the kibbutz. (Nat- 
urally I have not made proposals based on 
ignorance of facts of kibbutz life, as ex- 
pressed in the proposal that women should 
join the legal or journalistic staff of the 
kibbutz unit.) 

5. "He has presented a study that pro- 
claims women incapable of measuring up 
to the career level achieved by men." That 
reminds me of a literary critic who found 
an original way to ensure the objectivity 
of his approach: he never read the novel 
he had to review. 

6. A famous American anthropologist 
told me recently: “The Kibbutz has 
achieved more for women's equality than 
any other form of society. Now don't 
give in to Freudian thought on women 
and don't go back on your own achieve- 
ments." This is the spirit of my paper, 
as well. 


PSYCHIATRIST MEDICAL DIRECTOR 
FOR A COMPREHENSIVE MENTAL HEALTH CENTER 


Prefer a person who has an orientation in behavior therapy or willingness to support existing 
programs. In ot, North Dakota, a progressive, friendly, city of 35,000. Serves as a medical 
and social services center for a rural population of 100,000. Site of an excellent college awarding 
degrees to the master’s level. Outstanding symphony orchestra. Sportsmen will enjoy goose and 
duck shooting. Whitetail deer and antelope abound. Trophy moose and caribou in nearby 
Canada. Supported by 6-county mill levy, in addition to state and federal funds. North Dakota, 
recipient of APA Gold Award, has 5 established Centers and is building more. $30,000 to 
$34,000 annually depending on credentials. Tax deferred annuity, health insurance; professional 
trips and other benefits. 


Write or Phone: ROBERT EDMUNDS, Ph.D., North Central Mental Health and Retardation 
Center, 17 West Central, Minot, North Dakota 58701 (701) 839-7665. 


A TRAINING PROGRAM IN THE FIELD OF DRUG ADDICTION 
UNDER THE AUSPICES OF THE WASHINGTON CENTER FOR ADDICTIONS 
AND BOSTON STATE HOSPITAL 
The Program: An interdisciplinary clinical and academic community-oriented training program 
in the treatment of drug addicted individuals. Trainees will work directly with patients and in 
community settings. Academic course work, sensitivity training, field work and special projects 
will be undertaken. 
Period: Ten-months, full-time, September 1, 1972 to June 30, 1973. Stipend: $6,000. 
Trainee Requirements: M.A., M.S.W., M.Ed., B.S. (nursing), Ph.D., M.D., Ed.D., or other 
advanced degree in mental health fields. 
Program Goals: To prepare professional workers to (1) treat the drug abuser, (2) develop 
rehabilitative, preventive and educational programs, and (3) train other concerned persons to 
understand and work with problems of drug abuse. 
Address requests for applications and inquiries to JACOB WANK, М.5.5.А., Washingtonian 
Center for Addictions, 41 Morton Street, Boston, Massachusetts 02130. 


CHILD PSYCHIATRIST 


To provide psychiatric evaluations 
for Emotionally Disturbed Children 
in a multi-discipline child guidance 
clinic. 


Also, to carry a selected number of 
cases in treatment and provide con- 
sultation to other staff members. 


Qualifications: Certified, with back- R H I N E B E С K 


ground in child therapy and experi- 
ence ina multi-disélpline setting! COUNTRY SCHOOL 


Salary: Commensurate with experi- Established 1954 

ence. Designed specifically to serve the mildly 
retarded, the borderline child, or the 
Please respond fo: slow learner. Special therapeutic services 
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MAIMONIDES 
COMMUNITY MENTAL HEALTH CENTER 


now has positions open for full time 
Staff Psychiatrists 


New York State license required. Full range Call 212 853-1200 or write 
of clinical services in conjunction with in- Montague Ullman, M.D., Dir. 
novative community programs. Community Mental Health Center 


MAIMONIDES MEDICAL CENTER 
4802 Tenth Avenue, Brooklyn, N.Y. 11219 


THE ANDERSON SCHOOL 


Psychiatrically oriented, college prep, and general programs. Grades 8-12. Coeducational, 
year-round, residential. Guidance staff and psychiatrists consult in use of modern tech- 
niques to further academic, recreational, and social development. Tutoring intensively 
used to solve educational imbalances. Emphasis on educational and social adaptation. 
Our primary aims are growth and personality adjustment for each student. Entrance 
referred during early adolescence. Est. 1924. Permanently accredited by New York State 
epartment of Education. 


For further information contact: David A. Lynes, Headmaster, Staatsburg, N.Y. 12580. 
Phone: 914-889-4871. 


now available on 35 mm slide film 


THE BENDER VISUAL MOTOR GESTALT TEST 
Lauretta Bender, M.D. 


Used as a maturational test in visual motor gestalt 
function in children; to explore retardation, regres- 
sion, loss of function, and organic brain defects in 
both adults and children; with personality deviations, 
especially where there are regressive phenomena. 


set of nine 35 mm slides of test cards with instruction manual: $10 


order from 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 
1790 Broadway 
New York, N.Y. 10019 
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THE CHILDREN'S DIVISION 
OF THE MENNINGER CLINIC 


The Children’s Division provides outpatient + 
consultation, diagnosis, individual casework i 
and psychotherapy, as well as family therapy. H 
In-patient examination of a limited number 4 
of children is also available. N 
The Children's Hospital provides residential N Coordinator of 
treatment for emotionally disturbed children i Admissions | 

from: аде five to sixteen on admission. It is i Children's Division 
located оп а 25 acre campus and includes the ----- Вох 829 

Bonnie Phillips residence, the Chris Luhnow į i { Topeka, Kansas 66601 
{ ог call collect: 


write: 


residence and the Southard School—Activities 
Building. It also includes a ten bed 913-234-9566 
closed unit. ext. 2665 


4 PSYCHIATRIC RESIDENCIES ` 


Comprehensive Community Mental Health Center housed on the campus of Mal- 
monides Medical Center, with full range of clinical and preventive services, 
as for 3 year ЧАШ Program. The experience will include training in all 
therapeutic modalities and in addition will provide the theoretical and technical 
skills needed to effectively participate in outreach services as well as programs 
in prevention and community organization. Special electives available in Commu- 
nity Psychiatry and Child Psychiatry. Stipend $9500 to $11,000. 
Write to: 


MONTAGUE ULLMAN, M.D., Director 
Community Mental Health Center 


2 Maimonides Medical Center 
д q 920 48th dA кын WY. 11218 p 


CHILD PSYCHIATRY RESIDENCIES OFFERED: 
MICHIGAN-ANN ARBOR, YPSILANTI: “Where it's at” 
New Child Psychiatry Residencies offered in an innovative, established clinical program. Community 
Child Psychiatry, Day "Treatment, Out-patient and Residential Treatment offer opportunities for a 
variety of treatment techniques. Crisis intervention ("life-space" interview); behavioral therapy, 
pharmacotherapy; individual, group and family treatment methods; dynamic, social and develop- 
mental psychiatry taught. Learning by independent study, seminars, supervised experiences. Multi- 
disciplinary staff including: six child psychiatrists, pediatrician, pediatric neurologist, psychologists, 
social workers, special education teachers, speech therapists, occupational therapist, recreational 
„therapists, etc. 

"| Program affiliated with the University of Michigan and a variety of clinical settings including: com- 

— munity mental health centers, guidance clinics, etc. Salaries negotiable. Contact: Erissa P. BENEDEK, 

M.D., York Woods Center, Box A, Ypsilanti, Michigan 48197. Phone: 313-434-3666. An Equal 
Opportunity Employer. 
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AOA BOOK CLEARANCE SALE 


The following publications are available at reduced price in order | 
| to clear our shelves. They are classics in their field. 


| With purchase of a subscription to the American Journal of 
| Orthopsychiatry 


($16 per year; student rate $10 per year) 


|| $2.00 per volume: 
| THE SIX SCHIZOPHRENIAS, S. J. Beck, Ph.D., 1954, 238 pp. | 
| Reduced from $5.50 


ORTHOPSYCHIATRY AND THE SCHOOL, Ed., Morris Krugman, Ph.D., | 
1958, 265 рр. Reduced from $4.50 


CASE STUDIES IN CHILDHOOD EMOTIONAL DISABILITIES, Vol. Il, Ed., 
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$5.00 per volume: 


CHILD GUIDANCE, Ed., Simon Н. Tulchin, 1964, 325 pp. 
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books: $10.00 
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PROGRAM NOTE 


Change in Format: An Emergency Measure 


Josephine D. Martin and Lloyd D. Johnson 


Co-chairmen, Program Committee, 49th Annual Meeting 
American Orthopsychiatric Association 


S its introduction in 1963, this special March issue of the JOURNAL 
has published digests of papers presented at the Ortho annual meetings. 
Its purpose is to aid those at the meeting in selecting sessions of greatest 
interest and value to them, and to provide a synopsis of the presentations 
that they cannot attend. While it is intended primarily as a tool for those 
in attendance, it may also prove useful (particularly in conjunction with the 
Summary of Workshops published subsequent to the meeting) to those 
who are not present, by providing a partial record of the proceedings, and 
by conveying a good deal of the content and flavor of the annual meeting. 

In this issue, the format has been altered and expanded to reflect a 
change in the structure of the annual meeting program. 

Sharp cutbacks in the financing of human services by national, state, and 
local governments have dictated the theme of this 49th Annual Meeting: 
“The Delivery of Services: A National Emergency.” This crisis has led 
the Board of Directors of the American Orthopsychiatric Association to 
charge the Program Committee with developing two major plenary sessions, 
one devoted to the Values and Economics, and one to the Politics of the 
Delivery of Human Services. These plenary sessions will be combined with 
meetings of small discussion groups to consider and recommend action to 
influence a reordering of priorities on national and local levels. 

Thus, in addition to the regular section of Digests of papers to be pre- 
sented, this JOURNAL issue contains a section of Working Papers. The 
Working Papers will not be presented at the meeting. They are intended as 
resource material to assist discussion group participants in formulating rec- 
ommendations for action. Included is a major paper on taxation and wel- 
fare and several shorter papers evaluating current proposals for health in- 
surance, welfare reform, and revenue sharing. 

One of the meeting's major program sessions deals with the schism in 
the mental health field over the values of different types of services. The 


196 


ж 


C» 


PROGRAM NOTE 197 


conflict is described as being between environmental and mental services, 
and the separation of social issues and clinical issues is questioned. It is 
argued by some that concern with social issues is political and, as such, out- 
side the province of the mental health clinician or the professional mental 
health association. But it is increasingly clear that the environmental and 
the mental, the social and the clinical can not be understood apart from each 
other. Every day we learn that mental hospital staff is being reduced, special 
education programs are being dropped, schools are being forced out of 
operation. Funds are cut back, while the demand for services grows. When 
there is no money to operate the clinic, there will be no more clinical issues. 

The United States is a fabulously wealthy nation, but when money gets 
tight, as it has in recent months, our national priorities are revealed —and 
human needs are found at the bottom of the list, These priorities are not a 
political issue separate from our professional practice. It is precisely as 
mental health professionals that we must challenge these priorities, because 
it is we who best know their effects. We know that inadequate services are 
detrimental to mental health. We know that poverty produces mental ill- 
ness. (A 1969 NIMH survey, reported recently in Psychiatric News, showed 
that the admission rate to outpatient psychiatric services was far greater 
for persons in families earning under $3,000 annually than for those at any 
other income level—40 times greater than the rate for those in families 
earning over $15,000! When combined with our workaday knowledge of 
how many of the poor remain outside the reach of our services, these 
Statistics are doubly damning.) And how, then, is poverty not a clinical 
issue? 

As mental health professionals, we have a responsibility to use our knowl- 
edge as effectively as possible for constructive change. David M. Levy, one 
of the founders of the American Orthopsychiatric Association, concluded 
his presidential address in 1931: *We must remain sensitive to contribu- 
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tions in the field from all sources and, above all else, we must develop our 
line of attack along the whole front.” 

One such attack is represented by the efforts of authors Corwin and 
Miller to examine how tax monies can represent totally different values 
when used to aid the poor than when used to subsidize farm interests 
and industrialists, While this kind of information might seem essentially 
remote from the concerns of the mental health clinician, it is basic to an 
understanding of the values of those who establish the priorities that dc- 
termine how fully we shall be permitted to practice our professional dis- 
ciplines. 

It is in the interest of the fullest and most therapeutic application of our 


pation in the plenary sessions, as well as in the many and varied sessions of 
the 49th Annual Meeting. Your comments and suggestions regarding the 
format of the plenary sessions and the discussion groups will be welcomed 
by the Program Committee. 
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TAXATION AND ITS BENEFICIARIES: 
THE MANIPULATION OF SYMBOLS 


R. D. Corwin and S. M. Miller 


Department of Sociology and Urban Center, New York University 


ur attitudes toward money tell us 
much about ourselves: what is im- 
portant and worth doing, how much 
value is placed on activities. Our tax sys- 
tems, as well as the more general patterns 
of governmental activities, reveal our 
values as a nation. Who shall pay? Who 
shall benefit? Where should resources be 
invested? Is it more important to go to 
the moon, cure cancer, provide public 
transportation, or create jobs? What 
projects draw praise or criticism? 

This paper will focus on the American 
system of taxation and expenditure and 
how Americans perceive these activ- 
ities.* Included is a discussion of who 
pays, who benefits, and what they get; we 
examine the relationships between those 
receiving government assistance and the 
government. Finally, some economic ef- 
fects of public policy decisions on dif- 
ferent groups are discussed. We wish to 
show that government economic policy 
is not an inexorable result of economic 


laws but represents the outcomes of po- 
litical and social struggles, that these out- 
comes have powerful economic effects 
on various groups in the society, and that 
the political genius of those who benefit 
lies in creating the impression that it is 
others who profit from government ex- 
penditures. We begin with a general ex- 
amination of the American system of 
taxation, and typical attitudes toward it. 


THE TAX SYSTEM: WHO PAYS? 


Blum and Kalven ê assert that in the 
1950s they gave up a public opinion sur- 
vey of attitudes towards taxation because 
the pilot study showed that “tax ques- 
tions generally were of little interest to 
the public. . . .” They concluded that: 


Except for a relatively small elite, the very 
notion of a progressive tax proved to be be- 
yond grasp. By and large people could under- 
stand the concept of the wealthy paying more 
in tax than the less wealthy, but they did not 
comprehend the idea of the wealthy paying 


* “Normative expectations define what power demands are fair and just and which ones are 


oppressive and excessive.” 2 


This paper was invited by the Editor for publication in the JOURNAL. 


Information and other contributions to the preparation of the manuscript were provided by 


Elizabeth Durbin, David Gordon, Ronnie Ratner, Martin Rein, Brendan Sexton, and Patricia 


Sexton. 
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more than a proportionately greater tax [i.e., 
an increasing tax rate] than the less wealthy. 
Proportionate and progressive rate schedules 
simply were not seen as involving a choice of 
principles. This same mathematical barrier 
probably accounted for another difficulty. It 
is our impression that most people were inter- 
ested only in the level of their own taxes and 
not in the ratio of that level to the tax burden 
on others with different incomes. (p. x) 


We think that today's results would be 
very different. The general public's grow- 
ing awareness of taxation parallels the 
growth of understanding of the impact of 
price increases on real income. When 
John Maynard Keynes published The 
General Theory of Employment, Interest 
and Money in 1936, he could assertively 
argue that price increases would not 
make workers very restive, while money 
wage decreases would. Today, workers 
do think in terms of real income (which 
considers prices as well as wages), not 
just money income. Public discussions of 
consumer price increases, inflation, and 
wage and price controls have raised the 
general consciousness of public eco- 
nomic issues, For whatever reasons, 
many people feel they are overtaxed, that 
the situation is worsening, and that tax 
increases are wasted in expenditures on 
the poor.!? At the same time, it is com- 
monly, although vaguely, assumed that 
the American tax structure is progres- 
sive: It is believed that as income rises, 
taxes also increase, both absolutely and 
as a percentage of income. 

In fact, the total tax structure is not 
progressive. There are really two tax 
systems, the federal and the local. Most 
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Table | 
TAXES AS A PERCENTAGE OF INCOME: 1965 

——— M———— ÁN 
INCOME STATE AND 
CLASSES FEDERAL LOCAL TOTAL 
Under $2,000 19 25 44 
$2,000-$4,000 l6 и 27 
$4,000-$6,000 17 10 27 
$6,000-$8,000 17 9 26 
$8,000-$10,000 18 9 27 
$10,000-$15,000 19 9 28 
$15,000 and over 32 7 39 
Total 22 9 31 


Source: Pechman, J. 1969. The rich, the poor and 
the taxes they pay. Public Interest (17, Fall):33, 
from Economic Report of the President, 1969. In- 
come excludes transfer payments, but includes 
realized capital gains in full, and undistributed 
corporate profits. 


economists agree that the federal system 
is at least proportional, if not progres- 
sive, Income groups contribute about the 
same proportion of income to federal 
taxes, except for the highest income 
group (where a high percentage of in- 
come is paid for taxes) and the lowest 
group (which pays no taxes, but receives 
transfer payments).* (See TABLE 1.) On 
the other hand, the local systems, includ- 
ing that of the state, are invariably re- 
gressive. By relying largely on sales and 
property taxes, they place a dispropor- 
tionate burden on lower and lower-mid- 
dle income groups. This two-tier system, 
federal and local, results in a total tax 
structure that is progressive for most of 
those at the top and very bottom, and 
proportional for the rest: those in the 
$2,000-$4,000 income range pay the 
same percentage of their income for 
taxes (27%) as those in the $10,000- 


* Social security taxes appear to be proportional, since the same percentage is deducted from 
all covered wages. However, they are not, because only a certain amount of wages is tax- 
able. The consequence is that an individual with $7,800 (now $9,000) income pays a higher 
percentage of his income for social security than does someone with a higher income. Social 
security tax rates have increased considerably and are favored by some as ways to pay for 
medicine and national health programs. They appear to be fair, in that users (beneficiaries) 
pay, but they have a regressive quality and should be limited as a mode of gathering revenue. 
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Table 2 


ALLOCATION OF TAXES AND TRANSFER 
PAYMENTS BY INCOME CLASS (IN PER- 
CENTAGES): 1968: 


——_ 


INCOME TAXES 
(ADJUSTED MINUS 
MONEY INCOME) TOTAL TAXES TRANSFER 
Under $2,000 1.2% —18 
$2,000-$3,999 3.2 —17 
$4,000-$5,999 58 +27 
$6,000-$7,999 9.2 +84 
$8,000-$9,999 10.8 +12 
$10,000-$14,999 25.8 +287 
$15,000-$24,999 22.5 +259 
$25,000-$49,999 11.7 +14.0 
$50,000 and over 98 +125 
Source: Herriot, В. and Miller, Н. 1971. Who 


Paid the Taxes in 1968. National Industrial Con- 
ference Board, Table 3. 


$15,000 bracket.* The consequence of 
the tax system for income distribution is 
that: 

the pre- and post-tax distribution of income 
are not noticeably different . . . Either pre- or 
post-tax the richest quintile has approximately 
eight times as much income as the poorest 
quintile.13 

Another way of looking at the tax struc- 
ture is in terms of the share of the total 
tax bill paid by each income class, rather 
than the percentage of income taxed. 
"TABLE 2 shows that, in 1968, the rich 
($50,000-plus income) and the well- 
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to-do ($25,000 to $49,999 income) pro- 
vided slightly more than 2096 of taxes. 
The taxes of the $15,000 to $24,999 in- 
come class were 2696 of all taxes. There- 
fore, those with annual incomes under 
$15,000 paid more than half of all 
taxes.** (Surprisingly, those under 
$4,000 paid 4.6% of all taxes.) Since 
$15,000 is not luxurious, but only 
slightly above the level of living defined 
as adequate, many Americans of moder- 
ate income argue that the taxes collected 
to support “the system” impose heavy 
burdens on them.*** 


THE WELFARE SYSTEM: 
HOW MUCH? 

Perhaps more important to taxpayers 
than the question of how much they pay, 
however, is the feeling that taxes are mis- 
spent. Even when the government de- 
liberately engineers a recession in order 
to reduce inflation, many people deplore 
rising welfare rolls and unemployment 
compensation; they blame these in- 
creases on the poor. The sense of in- 
equity is exacerbated by a system that 
takes money from wage earners and gives 
it to nonworkers—to the “undeserving” 
poor and jobless. 

The charge that taxes are levied on the 
middle classes to support the welfare 


* The high tax rate of the uppermost income groups is overstated; it is offset considerably 
by their constant effort to transform income into capital that is not taxed, and by their 
sizable non-cash sources of well-being (fringe benefits, expense accounts, tax exempt income, 


еїс.). Moreover, 


those at the very top (the highest one percent) actually have a lower rate 


than those below them.19 Sylvia Porter 18 notes that, іп 1966, 154 Americans with incomes 
over $200,000 paid no taxes. In 1969, there were 574. 


** In other words, those making $15,000 or more paid 46% of the federal taxes in 1968, 
yet they represented slightly less than 20% of the population. On the other hand, they ac- 


counted for 40.6% 


of the aggregate income for families, and 50.8% of the aggregate income 


for individuals during that same year.93 (рр. 816-217) 


*** As we will argue later, 
benefits received from government, 


taxes paid to government have to be viewed also in terms of 
though this is hard to estimate. How do various income 


groups differentially benefit from defense expenditures? The picture is complicated, but one 
surprising finding it that the $2,000-$4,000 income group still pays 16% of its income for 
taxes—even after adjusting for government (transfer) payments. 
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population is valid in a sense, but there 
is more to the story. In 1969, federal, 
state, and local expenditures exceeded 
$300 billion.?3 (»- 400) The total welfare 
budget for cash transfers (including state 
and local expenditures) in 1970 was $16 
billion. Even in New York City, where 
welfare expenditures recently passed 
educational costs as the largest single 
item in the city budget, welfare outlays 
are still less than 10% of city-collected 
taxes." (Although welfare represents 
25% of the City budget, 75% is reim- 
bursed by the federal government.) In 
other words, only a small percentage of 
total tax expenditures is spent on direct 
cash welfare subsidies for the poor. 
Furthermore, the average welfare bene- 
fit level has declined relative to the me- 
dian income of employed civilian males. 
(In 1950, average money benefits in gen- 
eral assistance were 19.9% of median 
income of civilian employed males; in 
1960, 16.7%; іп 1968, 15.995,94 35) 

Since such a relatively small portion of 
tax dollars go to the poor, it is difficult 
to see from this fact alone why welfare 
for the poor has become such an obses- 
sion of American life. Is it because wel- 
fare cases, the poor, and the blacks are 
treated as interchangeable terms? News- 
papers feature welfare "chiseling" as 
though it were a great morality drama. 
Expanding welfare rolls, it seems, can 
only be due to sinister and illegal acts 
of the poor and to criminal negligence by 
welfare authorities. 

The poor are not the only ones de- 
pendent upon some form of special con- 
sideration from the government for their 
sustenance. Yet, the dependence of many 
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non-poor individuals and industries on 
government support seems to be virtually 
ignored. This dependence takes a variety 
of forms, including special tax considera- 
tions, subsidies and grants, and outright 
Bifts, but is treated differently according 
to the position of the "dependent." 
(Stinchcombe ?5 provides an interesting 
discussion of variables affecting reactions 
to dependency; also, see 5115.23) In each 
case, government assistance can go to in- 
dividuals or to corporations, and the aid 
recipient then comes to rely on govern- 
ment policy for extra income, sustenance, 
or the creation of wealth. How does this 
happen? 


TRANSFERS 

We begin our examination of the bene- 
fits derived from taxation by committing 
the same error as many do: we look first 
at the poor to determine how they fare. 
In this section, we appraise the bene- 
ficiaries of one form of government 
expenditures, the transfer system. In fol- 
lowing sections, we study other govern- 
mental activities that benefit one or an- 
other group of income recipients, By 
beginning with the transfer System, we 
do not mean to imply that we consider it 
the most important system of govern- 
ment support. In fact, we consider it less 
important than other forms of public 
largess, Nevertheless, many think of cash 
gifts to the poor when they think of “wel- 
fare,” so it seems an appropriate place to 
begin. 

Transfers is the term used to describe 
the direct flow of income from the gov- 
ernment to individuals.* It is one of the 
ways in which tax revenues are spent. 


* Transfers refer to transactions in which, presumably, no direct production of goods or 
services is involved. It is contrasted with government expenditures that pay for some 
productive activity (e.g., highway construction). The transfer can be in the form of cash 


ог a service (e.g., Medicare). 
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The best known transfer is welfare, a 
government expenditure on behalf of the 
poor, But it is highly misleading to be- 
lieve that only the poor are the bene- 
ficiaries of transfers. Of households that 
were not poor before they received trans- 
fers in 1966, 28% were given at least 
one or more cash transfers. These fam- 
ilies received 42% of the $39.2 billion in 
total cash transfers received by all fami- 
lies.? (The pre-transfer poor were those 
non-farm families of four that, in 1966, 
had an income of less than $3,350.) If 
all transfers are considered—cash and 
non-cash, public and private—the total in 
1967 was $132 billion. The pre-transfer 
poor were not the primary beneficiaries, 
receiving $48 billion, or 36.496, of the 
total.* 

On the other hand, the non-poor who 
received $83.8 billion in transfers paid 
$121.3 billion in taxes and other trans- 
fers. But the burden of this loss in income 
was not evenly distributed. The Herriot- 
МіШег 11 calculations, based on other 
definitions, suggest that when total taxes 
and transfers are offset against each 
other, it is the *middle income individ- 
uals,” not the highest income groups, 
who pay the highest percentage of their 
incomes in net taxes (total taxes minus 
transfers). (See TABLE 2.) 

A simple version of a society's non- 
poor taxing themselves to help the poor 
is erroneous; their taxes help themselves 
and benefit others in similar situations, 
as well as aid the poor. A complicated 
network of exchange—involving a per- 
son with himself and with others during 
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the year and across the years (as in so- 
cial security taxes and pensions )—is in- 
volved. The first truth is that everyone 
pays taxes and everyone benefits from 
them. The second truth is that the poor 
are not the main, or even primary, bene- 
ficiaries of the expenditures of taxes. 
When we study foregone taxes, as in the 
next section, it becomes increasingly 
clear that the tax system is not the weight 
on the non-poor it is thought to be. 


TAX DEDUCTIONS: 
WELFARE FOR THE MIDDLE CLASS 
The power to tax citizens and distrib- 
ute public monies resides with the gov- 
ernment, and complicated mechanisms 
of politics and economics determine the 
tax structure. For example, in some 
states, food is exempt from sales taxes 
(New York); in others it is not (Michi- 
gan). When it comes to who is to be 
taxed and how, there are no iron laws.** 
The flexibility and selectivity of tax 
structures is illustrated in the system of 
tax expenditures, those losses in govern- 
ment revenues that result from special tax 
law provisions, Individual taxpayers call 
tax expenditures deductions, expenses 
deducted from income before taxes are 
determined. According to Stanley S. Sur- 
rey, former Assistant Secretary of the 
Treasury for tax policy, tax expenditures 
probably totaled “well over $50 bil- 
lion” during fiscal 1970, while in fiscal 
1969, “they amounted to over $45 bil- 
lion.” 28, 29, 30 An example of how tax ex- 
penditures operate is provided by deduc- 
tions for mortgage interest payments in 


* The transfer-beneficiary side of governmental expenditures is very complicated, and other 


ways of calculating their impact on 


different income groups may lead to varying results. 


Lampman 12 is widely regarded as the leading interpreter of the transfer scene, and it is his 


analysis that we use here. 
** Dahrendorf7 has stated that, 


"There is a view of human mature behind every view of 
liberty." "Taxation" might be substituted for “liberty,” 


with the recognition that the view 


of human nature is affected by the constellation of power forces in a society. 
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Table 3 
SELECTED ITEMS OF TAX EXPENDITURES: 1968 & 1969 (IN MILLIONS OF DOLLARS) 


Deductibility of interest on consumer credit 
Deductibility of interest on home mortgages, owner 
Deductibility of property taxes, owner occupied homes 


Additional exemptions, retirement income credit, and exclusion of OASDHI 


income for aged 
Exclusion for employee pensions 


Deductibility by individuals of charitable contributions 


Deductibility of medical expenses 
Deductibility of child and dependent care expenses 


1968* 1969» 

1,300 1,600 

occupied homes 1,900 2,200 
1,800 2,350 

2,300 2,700 

3,000 4,000 

2,370 3,000 

1,500 1,600 

25 25 


* Compiled from "Tax Expenditures," Tables 5-5, 5-6, 
tenance Programs, Background Papers, Washington, 
223-225. 


‚ 5-7, in President's Commission on Income Main- 
D. C.: Government Printing Office, 1970, pp. 


> Surrey, S. 1971. Tax Expenditures. See references 28, 29, 30. 


owner-occupied homes. In 1969, these 
deductions resulted in a tax expenditure 
of $2.2 billion.* There is some dispute 
over the efficacy of this type of deduc- 
tion, Proponents of this special provision 
argue that allowing such a deduction acts 
as an incentive to build homes, maxi- 
mizes freedom of choice, and limits gov- 
ernment bureaucracy; opponents argue 
that there are better, less expensive, and 
more equitable ways to do the same 
thing. What is certain, however, is that 
it has important consequences for in- 
dividual taxpayers. Because different in- 
dividuals or businesses have different de- 
ductions (see TABLE 3), it is possible for 
those with the same gross incomes to 
have quite different tax rates. 

A man living in his own home may 
pay the same “rent” as a tenant with the 
Same gross income, but he receives sub- 
stantial relief from the government. This 
is a selective government subsidy to 
homeowners over home renters, to those 
who can afford to buy a house over those 
who cannot, to suburban and rural resi- 
dents over urban dwellers. At the same 


time, by providing this subsidy, the gov- 
ernment makes it possible for those who 
can afford the down-payment not only 
to become homeowners, but also to ac- 
cumulate wealth, since property values 
tend to rise. This interest deduction pro- 
duces horizontal inequities—those at the 
same income level are treated differently 
and unfairly; it also produces vertical in- 
equities because those with more expen- 
sive homes and higher interest payments 
can deduct more, and, since their surtax 
is higher, save a higher proportion of 
their would-be taxes. 

This policy of favoring owners has 
other clear class effects. In a pioneering 
analysis, Alvin Schorr 20 estimated that, 
in 1962: 


the federal government spent $820 million to 
subsidize housing for poor people. (The sum 
includes public housing, public assistance and 
savings because of income tax deductions.) In 
the same year, the federal government spent an 
estimated $2.9 billion to subsidize housing for 
those with middle incomes or more. That is, 
the federal government spent three and one 
half times as much for those who were not 
poor as for those who were. (Emphasis added) 


* Tussing 32 indicates that the practice of granting deductions for interest on mortgages for 
owner-occupied houses “is the largest single housing program in the Federal Government.” 
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For families in the upper 20% of income 
brackets, the subsidy was twice that go- 
ing to the poor. 

Finally, one man’s tax gain is another 
man’s tax loss. There is no reason to 
assume that to compensate for the $2.2 
billion lost in 1969 as a result of the 
subsidy to homeowners, federal expendi- 
tures were cut. Instead, the $2.2 billion 
was simply paid by other taxpayers. Put 
another way, if the deduction for owner- 
occupied homes were eliminated from the 
federal tax system, the tax burden on 
those who pay rent could be reduced by 
the same amount, Instead, tenants are 
taxed to subsidize those who can afford 
to buy homes. 

If we look at this issue more broadly 
and begin to consider deductions as a 
kind of welfare subsidy, a more compli- 
cated picture than that of the rich sub- 
sidizing the poor begins to emerge. As 
Titmuss * argued almost two decades 
ago, it is misleading to look at “welfare 
benefits” paid out by government as the 
single form of social welfare. “Occupa- 
tional benefits” connected with the job 
(and independently subsidized by gov- 
ernment as legitimate business deduc- 
tions from taxable income), and “fiscal 
benefits” arising from tax manipulation 
—to name only two other kinds of “wel- 
fare”—must also be included іп an anal- 
ysis. 

The end result of exemptions, deduc- 
tions, and maneuvering by high income 
recipients is that the effective tax rate for 
the upper two percent of tax units has 
been declining since World War II. (Ef- 
fective tax rates consider taxes as a per- 
centage of total income, rather. than of 
taxable income.) The system of deduc- 
tions helps explain why—despite com- 
plaints about high rates of taxation on 
high incomes—the top one percent paid 
an effective tax rate of only 26% of their 
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total reported income in 1967.1" 26 “The 
steepness of surtax rates (the percent- 
ages at which succeeding levels of income 
are taxed) should not be confused with 
the general level of taxation.” ? 4% xix) 

Blum and Kalven 2 have stated the sit- 
uation well: 


There has always been, both here and in other 
economically advanced societies, a large degree 
of official fraud in sponsoring a popular im- 
pression as to the amount of actual progres- 
sivity in the tax system. High surtax rates have 
invariably been accompanied by big holes in 
the tax base, so that the effective rates for 
most taxpayers are totally obscure and un- 
doubtedly far below the published schedule 
of rates . . . Instead of the majority voting high 
taxes on the minority, the minority seems to 
have beguiled the majority into thinking that 
this has actually happened. (p. xix) 

Government taxation provides sub- 
stantial benefits by allowing some indi- 
viduals to deduct certain expenses from 
income, as well as by providing the kinds 
of cash transfers typical of poor people's 
welfare. In our society, however, we de- 
fine the former type of welfare as an in- 
centive and the latter as a handout. But 
if, instead of allowing deductions, the 
government collected the taxes and then 
returned cash gifts equal to the deduc- 
tion, it would be difficult to see the differ- 
ence between the respectable deduction 
and the welfare dole. 


WELFARE FOR INDUSTRY: 
THE LOGIC OF 
INDUSTRIAL DEPENDENCE 


It should now be clear that the tax 
system is not a simple revenue-raising 
machine: it is a tool of public policy 
continually used to favor some sectors of 
the population over others. Moreover, 
the distribution of rewards and penalties 
is as much a function of politics and so- 
cial power as of “economic rationality.” 
The oil industry, for example, a power- 
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ful economic unit occupying a strategic 
position in our political and social sys- 
tem, is the recipient of special tax con- 
sideration, The oil depletion allowance 
specifies that the first 22% of gross in- 
come (but not more than 50% of 
profits) for some oil companies shall re- 
main untaxed, As a result, the oil in- 
dustry is subsidized by taxpayers whose 
taxes must compensate for the amounts 
unpaid by oil companies. Recently, the 
oil depletion allowance was reduced from 
27% % to 22%. The oil companies re- 
sisted the change with great energy and 
dire predictions about the future of the 
industry itself. As yet, no oil companies 
have gone under because of the reduc- 
tion. 

The tax system is only one economic 
tool of a public policy that provides se- 
lective assistance and is subject to ma- 
nipulation. Import quotas on such items 
as textiles and, once again, oil provide a 
protective tariff for special interest 
groups. Such measures limit competition 
from foreign products, and thus raise 
prices paid by American consumers, The 
oil import quota costs the American con- 
sumer an estimated $5 billion annually 
in higher prices for oil and gasoline.* 
The consumer thus subsidizes the oil in- 
dustry in at least two ways: 1) in in- 
creased taxes paid to compensate for 
federal revenue lost to the federal treas- 
ury through depletion allowances or “in- 
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tangible drilling costs,” and 2) in prices 
artificially inflated by import quotas. 
“The oil depletion allowance, поп-тесоу- 
erable drilling cost write-off and foreign 
tax credits,” says Peter Barnes," “make 
the American oil industry one of the 
largest welfare recipients in the world.” * 

The oil industry argues that 1) the 
depletion allowance is needed to com- 
pensate for the fact that oil is a depleta- 
ble resource; 2) the import quota spurs 
the search for domestic fuel supplies, 
thus reducing reliance on foreign pro- 
duction and contributing to the “national 
security;” and that 3) without such gov- 
ernment assistance, domestic fuel pro- 
duction and exploration for oil would 
cease to be profitable. The accuracy of 
these statements is clearly not beyond 
challenge. Nevertheless, the logic of the 
argument is as straightforward as it is 
extraordinary: the oil industry argues 
that it could not succeed without assist- 
ance from the government; that the 
world, and specifically this society, is or- 
ganized in such a way that this assistance 
is unavoidable. An analogous argument 
is made in the defense of welfare pay- 
ments to poor families who cannot live 
without government assistance. The ar- 
guments are similar, yet considered fun- 
damentally different. For our society has 
one set of rules for corporations and an- 
other for individuals, one set of rules for 
the rich and another for the poor.** 


*In 1970, major oil companies paid an average federal tax rate of 8.7% of their pre-tax 
earning of $8.8 billion. 


** The rationale of these expenditures that support business and higher income groups is 
"external economies"—that other groups benefit from these expenditures. For example, the 
rationale for an investment credit reducing business taxes is that employment will presumably 
increase as a result of increased business investment. But the case for each such positive ` 
external effect should be made explicit, rather than be assumed. The loss in taxes to the 
federal government because of tax exempt status of state and local obligations amounted to 
$2.6 billion in 1969. The gain in reduced interest costs for local government, however, was 
only $1.9 billion—a $700 million gain for wealthy individuals and commercial banks. The 
redistributive consequences—the differential benefits each income group receives—is usually 
neglected in discussion of “external economies." (See Surrey,2® pp. 26-27.) 
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GOVERNMENT POLICY: 
WORKFARE FOR THE RICH 

In addition to favored treatment under 
tax law, or through import quotas, gov- 
ernment subsidies may come as outright 
gifts or in the form of price supports. 
The extensive farm program combines 
both. Schultze 21 has described the sys- 
tem well: 


Our massive and complex system of agricul- 
tural subsidies clearly runs among the more 
important programs of the federal government. 
Its total cost in 1969 measured as the sum of 
direct outlays of federal funds and the amount 
represented by higher prices paid by the con- 
sumers of agricultural products, roughly equal- 
led the cost in the same year of all federal, 
state and local welfare programs, including 
Medicaid. 


The farm program was designed to help 
farmers, especially those with small 
farms, threatened by increases in their 
own productivity as a result of the appli- 
cation of new technologies; the result 
has been a boom for relatively wealthy 
farmers with large land holdings, while 
offering little relief for the small farmer. 
Schultze 22 again: 


In the case of farm commodity supports, for 
example, recent studies of farm income dis- 
tribution have shown that in 1966 the 16 per- 
cent of farms with sales of $20,000 and over 
accounted for 68 percent of all cash receipts 
from farming, and taking into account non- 
farm income, had an average net income of 
$19,800. Since the benefits of federal farm 
programs are roughly proportional to pro- 
duction volume, this means that about two- 
thirds of federal farm subsidy benefits accrued 
to the upper one-sixth of the farm population, 
whose average net income was almost $20,000. 


Beyond that, irrigation projects started 
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by the Bureau of Reclamation since 
1964 have resulted in an average total 
subsidy for each affected farm of $122,- 
000. Striking examples of this policy can 
be found in Southern California, where a 
typical cotton farm of 320 acres receives 
$42,000 per year in free irrigation. If the 
same farmer grows an expected 450 
bales of cotton that year, he receives an 
average cash subsidy of $28,000—a total 
annual subsidy of $70,000.* 

This pattern of government support is 
nowhere more obvious than in the de- 
fense industry, where the utter and com- 
plete dependence of major corporations 
for their survival on government соп- 
tracts has become a way of life. The 
Lockheed case is only the most glaring 
example of what has become a continual 
pattern of industrial dependence upon a 
steady stream of government orders for 
tanks, planes, ships, electronic equip- 
ment, and the like. 

The Lockheed incident demonstrates 
that a government contract in extreme 
cases is not a guarantee of success. 
Nevertheless, these contracts have ob- 
vious value. In 1968, General Dynamics 
Corporation received $2.2 billion; Lock- 
heed Aircraft, $1.8 billion; United Air- 
craft, $1.3 billion; and McDonald Doug- 
las Corporation, $1 billion worth of 
defense contracts. Defense industries аге 
major recipients of federal funds, but 
they are by no means alone; even major 
“consumer-oriented” corporations are 
tied into huge government contracts— 
American Telephone & Telegraph, Gen- 
eral Electric, General Motors, Radio 
Corporation of America, International 


ж Schultz 22 shows that, for a subsidy cost of $800, it is possible to place one low-income 
family in decent housing, and consequently, “In terms of trade-offs, therefore, the continua- 
tion of irrigation and commodity subsidies means that public policy considers the maintenance 
of this particular farm in irrigated production to be worth the placing of 90 low-income 


families in decent housing.” 
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Telephone and Telegraph. In 1968, Gen- 
eral Electric received $1.4 billion, 
A.T.&T. received $775 million and 
G.M., $629 million from the Department 
of Defense alone.* 


HIDDEN SUBSIDIES 

Perhaps the most extraordinary eco- 
nomic power available to the govern- 
ment is the ability to create wealth or 
largess. Charles A. Reich, in a fasci- 
nating article from his Consciousness II 
period, discusses this developing power 
at length. He points out that the gov- 
ernment's right to grant licenses and 
franchises and monopolies creates vast 
opportunities for converting public 
power or right into private wealth. The 
granting of the "right" to use a particular 
wave-length frequency to broadcast tele- 
vision programs is, in fact, the creation 
of a new and enormously important en- 
tity. These rights come in many forms: 
stockmen may use public lands for graz- 
ing; Comsat Corporation can use scien- 
tific information developed through pub- 
licly funded research; defense industries 
get cost-plus contracts, guaranteeing 
them a profit; the Civil Aeronautics 
Board guarantees against true competi- 
tion by franchising only certain carriers 
and fixing the airline rates. This power to 
convert public rights into private wealth, 
this system of government largess has 
demonstrated the capacity to create for- 
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tunes for some institutions and individ- 
uals. 

The forms of government subsidy to 
business are not immediately obvious, 
but the impact is sometimes dramatic. 
Often, the assistance comes in the form 
of a technological breakthrough like the 
recent development of an automatic 
tobacco harvester—the result of 23 years 
of work by biological and agricultural 
engineers at North Carolina State Uni- 
versity. The harvester will do the work of 
eight men, and those farmers who can 
afford to purchase one will have a dis- 
tinct competitive advantage over those 
who cannot. The 23 years of research, 
representing an enormous public invest- 
ment, is about to be converted into pri- 
vate gain. 

The new harvester will have an im- 
pact on migration as well. “Тһе harvester 
is expected ultimately to displace thou- 
sands of small farmers—perhaps 50,000 
of them in North Carolina alone,” writes 
William К. Stevens." “Most of those ex- 
pected to be displaced are black.” ** 
Since many of those forced off their 
farms during the coming years will go 
to cities, it is likely some will need public 
assistance, at least for a while. The con- 
sumer, then, after subsidizing the de- 
velopment of an important technological 
breakthrough that will aid only a rela- 
tive handful of farmers, will subsidize 
some of the machine’s victims. To a large 


* Barry Bluestone, Department of Economics, Boston College, is investigating the relation- 
ship between dollar amounts of government contracts and levels of profits and wages of 
various industries. In any case, in 1970, direct cash subsidies to business were $10 billion 
(including agricultural subsidies) .24 


** It is unlikely that the research will result in less expensive cigarettes for the consumer 
who sponsored it. The article also notes that “blacks will probably be totally out of agricul- 
ture by the end of this decade, and certainly by the end of the next decade,” says Dr. Selz 
C. Mayo, head of Sociology and Anthropology at North Carolina State, and a recognized 
authority on black migration. “Indeed,” says Dr. Mayo, “if the harvester’s social impact were 
to be concentrated in a two-to-three year period, it would set off an exodus from the tobacco 
farms that would make the migration of the children of Israel look like nothing.” 
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extent, this is nothing new. In fact, it is 
the history of agricultural development in 
the United States. It is interesting, 
though, to reflect on the pattern of sub- 
sidies and the beneficiaries of this parti- 
cular form of public largess—access to 
scientific information. Who will benefit 
from the public support of the automatic 
harvester? Those forced off the land? 
The cities? Tobacco farmers with large 
land holdings? 


THE POLITICS OF ECONOMICS 

We have tried to make three points: 
1) the tax structure is not progressive, 
2) the very poor and many wealthy in- 
dividuals both rely on government sup- 
port, but 3) the poor are seen as a special 
case. More generally, we have argued 
that public policy economic decisions are 
politically charged; who gets what and 
the way in which public wealth is dis- 
tributed is a function of the political and 
social organization of power and pres- 
tige. 

A major problem for the poor is that 
they are not organized either to counter 
the myths about government largess or 
to manipulate the politico-economic sys- 
tem. More importantly, those who are or- 
ganized reinforce the dominant view that 
it is the poor who receive the bulk of gov- 
ernment subsidies. The rich and powerful 
oil companies and defense industries 
have learned how to manipulate the or- 
ganization and symbols of the society 
so that they, the major beneficiaries, ap- 
pear to be the big losers. Barnes, dis- 
cussing the oil industry, makes a similar 
point: 

It has been calculated that the exclusion of 
low-cost import adds about five cents per 
gallon to the price of gasoline and about $100 
a year to the average household’s oil heating 
bill, for a total cost to consumers of $5 to 


$7 billion annually. Tax loopholes and state 
prorationing cost several billion dollars more. 
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Yet all these subsidies contribute only margi- 
nally to the size of proved reserves (a Treas- 
ury Department study in 1969 concluded that 
if the oil depletion allowance were eliminated 
entirely, proved U.S. oil reserves would drop 
from a 12 year to an 11 year supply). If Con- 
gress were directly asked to appropriate $10 
billion each year to buy a small increase in 
proved oil reserves and concomitantly, to un- 
derwrite fuel monopoly, it undoubtedly would 
have refused to do so. The genius of oil in- 
dustry politics is that the question is never 
posed in those terms, (Emphasis added) 


Economic decisions about the distribu- 
tion of public wealth are increasingly 
politicalized. They extend far beyond is- 
sues of taxation and subsidy. Govern- 
ment decisions penetrate into business 
and households, affecting the amount 
people receive in income and making it 
more or less attractive to spend their in- 
come in one way or another. Thus, taxa- 
tion reduces monetary income, while 
government expenditures on schools and 
social services may distribute income and 
wealth elsewhere; tariffs increase the 
amounts that individuals must spend to 
buy particular goods, while policies that 
subsidize fourth-class postage spur the 
expansion of solicitation of consumer 
spending through the mail; a decision to 
locate a space installation in Houston 
rather than Oklahoma has enormous im- 
pact on the lives and opportunities of 
both business and workers in the two 
areas. These governmental decisions are 
political acts, not inexorable economic 
events. Decisions could have gone іп 
different directions, and, indeed, oppos- 
ing choices have been proposed. 


CURRENT POLICY 

Current economic decisions illustrate 
further the significance of the politicali- 
zation of economic action. The 1969 
Nixon policy to increase unemployment 
as a way of reducing inflationary pres 
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ТаЫе 4 
FEDERAL INDIVIDUAL INCOME TAX RETURNS, 1958: INCOME AND OTHER DATA 
ADJUSTED 

NON- GROSS SALARIES DIVI- SALES OF 
ADJUSTED GROSS TAXABLE TAXABLE INCOME AND DENDS CAPITAL 
INCOME CLASSES RETURNS RETURNS ($1,000) WAGES IN AGI ASSETS 
TOTALS 12,440,000 61,288,708 538,296,039 81.7% 2.7% 3.1% 
under $5,000 12,008,570 19,934,944 58,173,492 86.8% 1.9% 0.9% 
$5,000-$10,000 393,155 22,940,852 170,115,657 90.6% 0.9% 0.8% 
510,000-15,000 24,431 11,960,870 144,253,752 90.9 0.9% 1.1% 
$15,000-$20,000 6,803 3,654,186 61,999,190 84.6 1.8% 22 
$20,000-$25,000 2,734 1,178,276 26,015,747 72.6 3.7 3.8 
$25,000-$30,000 1231 519,206 14141850 61.5 5.1 5.3 
$30,000-$50,000 1,645 717,788 26,959,536 48.6 7.5 7.5 
$50,000-$100,000 893 300901 19,321,874 37.1 11.9 11.8 
$100,000-$200,000 316 62,84 8,272,339 27.8 20.4 21.8 
$200,000-$500,000 140 15,327 4,425,942 16.5 25.3 39.8 
$500,000-$1,000,000 БІ 2,583 1,744,087 8.1 247 55.0 
$1,0000,000-plus 31 1,091 2,272,563 39 22.1 68.0 


Source: New York Times, Letters to the Editor, September 13, 1971. The data are taken from Depart- 
ment of the Treasury, Internal Revenue Service; Statistics of Income, Individual Income Tax Returns. 


sures meant that those marginal low-pay 
workers whose job and pay opportunities 
are highest when unemployment is low- 
est were literally forced to pay in lost 
income for the inflationary policies of the 
late 1960s, Indeed, one result of the 
early Nixon policy was to increase the 
number of persons below the poverty 
line, the first such increase since 1959.15 
Increasing unemployment was not the 
only policy option open to the Nixon Ad- 
ministration. An alternative would have 
been to impose wage-price controls early 
in the presidential term to reduce infla- 
tionary forces, rather than relying on 
increased unemployment to limit de- 
mand. The adoption of a “controls” pol- 
icy indicates that an incomes policy was 
initially rejected on ideological and poli- 
tical, rather than economic, grounds. 
Moreover, an effective and just “con- 
trols” program could distribute the 
burden of fighting inflation more evenly 
across social and economic classes. As 
an illustration, wages and prices—not 


profits and dividends—were frozen. But, 
as TABLE 4 shows, while for some seg- 
ments of the population wages are the 
key source of income, for other segments 
profits or capital gains are central. Con- 
sequently, a decision to freeze wages is 
a decision to ask some to sacrifice much 
more than others. 

Part of the Nixon economic program 
is an investment tax credit for business, 
called a “job development credit.” But 
to qualify for the credit, it is unnecessary 
to create jobs; a business may simply 
continue its planned capital investments. 
Meanwhile, the revenue lost to the gov- 
ernment by the tax credit will simply be 
passed on to other taxpayers, or lead to 
the postponement of previously planned 
programs. Which programs? By now we 
should be able to guess—Family Assist- 
ance and Revenue Sharing Programs. By 
having their programs postponed, the 
poor will subsidize businesses’ invest- 
ment tax credit. The power to manipulate 
the symbols of the society, to label a 
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business bonanza a “job development 
program,” to have some segments of the 
society subsidize others, is an awesome 
power indeed.* 

The form of the Nixon income policy, 
as it has developed, is not politically 
neutral any more than any economic 
policy is. To be bi-partisan, the widely 
heralded Democratic Kennedy-Johnson 
tax cut of 1964 can be taken as another 
example of the politics of economics. 
A great Keynesian victory for which 
President Kennedy had campaigned was 
finally won in the early days of the John- 
son Administration; in order to stimulate 
consumer and corporation spending and 
expand the growth rate, taxes were те- 
duced at a time when the federal govern- 
ment was already running a deficit. The 
embracing of Keynesian strategies is con- 
sidered to have been effective, although 
the contribution of the enormous increase 
in Vietnam spending to the economic ex- 
pansion cannot be ignored. But the bene- 
fits of the 1964 tax cuts were distributed 
unevenly. They helped large corporations 
much more than small ones, high-income 
families rather than the poor. Greater 
tax reductions for lower-income families 
would have been equally effective in stim- 
ulating the economy. Likewise, as Gal- 
braith argued, some reduction in taxes, 
coupled with an expansion in govern- 
mental spending directed primarily at 
the poor, would also have expanded the 
economy while coming closer to meeting 
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important national needs.** These alter- 
natives were discarded largely in order 
to win acceptance of the tax cut idea. 
That is, other national needs and politi- 
cal expedients dictated economic policy. 
Thus, the acceptability of Keynesian fis- 
cal manipulation was important, but it 
was gained with much less benefit to 
lower income groups than the economy 
could have delivered. 


DEPENDENCE 
AND INTERDEPENDENCE 


We have come a long way from “wel- 
fare” expenditures. The cases of oil, ag- 
riculture, investment tax credits and de- 
fense make it clear that the poor are not 
the government’s lone dependents. Gov- 
ernment has vast powers of taxation and 
expenditure. One of every five dollars 
for goods and services in this country is 
spent by the federal government. If state 
and local government expenditures are 
added, government spending accounts for 
$1.50 out of every $5.00 spent in the 
United States.9? (» 400) These spending 
powers are used to create wealth and 
to support industries and individuals; 
the money may be used for the very rich 
and/or the very poor. 

Metcalf!* has stated the 
squarely: 


issue 


Virtually every government action has dis- 
tributional implications, often of a substantial 
magnitude which cannot be ignored . . . 


* The Eisenhower Administration used new symbols to attempt to expand the economy by 
undertaking a highway construction program which eventually cost over $100 billion, as well 


as defacing the American landscape. This was presented not as 


the economic program that 


it was but as a national defense measure to improve the domestic mobility of the armed forces. 
It obviously benefited construction and related industries; alternative programs, recommended 
at the time by John Kenneth Galbraith and others, would have benefited lower income citizens 


and would have improved public amenities. 


** The so-called War on 
budget of the Office of 
allocated for the poor. 


Poverty was a feeble attempt in this direction but the first year 
Economic Opportunity only slightly increased the total 


already 


TAXATION AND ITS BENEFICIARIES 


This is done by designating: 

program beneficiaries, producers of goods and 
services to the government, and taxpayers 
through influence on the aggregate level of 
economic activity ... 

Politics and interest groups, as well as 
the mass media, try to create acceptable, 
attractive symbols that capture support. 
Symbols and politics are not separate 
compartments; the utilization of these 
symbols increases political prowess. If 
one can show that taxation harms busi- 
ness, or a particular type of business, 
then taxes may be reduced or relieved. 
If one can appeal to business values 
rather than to humanitarian values, then 
public expenditures are more likely to 
be forthcoming. (Better to be a Lock- 
heed these days than a welfare recipient.) 
A cultural myopia has produced the 
special view that Americans have of who 
benefits the most from federal support. 
It is a selective vision that serves some 
interests very well, for if we focus on how 
well the poor seem to be doing, we are 
diverted from realizing that others are 
doing much better. 

The non-poor receive much more by 
way of government handouts than do the 
poor, Even more striking, the non-poor 
receive their subsidies in a way that fa- 
cilitates the creation of wealth. For these 
groups it is not merely a question of sur- 
vival, of struggling through another day 
only to turn the check over to the grocery 
chain or the landlord. 

In the last 35 years, public expendi- 
tures and receipts have increased enorm- 
ously, as have the scope and importance 
of governmental economic decisions and 
activities. Many myths have grown up 
about who pays and who benefits from 
this activity. A complex and frequently 
invisible network of connection and con- 
sequences ensues. One way of summariz- 
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ing this network has been the metaphor 
of a Welfare State, in which a floor is 
provided for all, cradle-to-grave security 
is insured, and in which the poor, espe- 
cially blacks, benefit. It is a popular 
metaphor but it is inaccurate. The tax 
system does not produce greater equality. 
The United States is not a welfare state. 
The non-poor benefit more than the poor 
from a host of governmental activities, 
and the rich and near-rich are not being 
taxed into poverty or into losing their in- 
centives to work. 

The symbols of our society are out of 
concordance with the realities. That is 
when a society is most in trouble. 
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SOME CONTROVERSIAL FEATURES OF H.R. 1 


Passed by the House of Representatives on June 22, 1971, H.R. 1 is awaiting 
consideration by the Senate Finance Committee. It involves amendments to 
the Old Age, Survivors and Disability Insurance system (OASDI), to Medi- 
care and Medicaid, to the federally assisted programs for the needy aged, 
blind, and disabled, and it introduces some major changes in the present Aid 
to Families with Dependent Children (AFDC) by creating two new federal 
programs: Opportunities for Families (OFF) and the Family Assistance Plan 
(FAP). The following report on the Family Programs (Title IV) is excerpted 
from an analysis of H.R. 1 by Eveline M. Burns, Ph.D., published by the 
Community Service Society of New York. 


I Family Programs are the most 
controversial portion of H.R. 1, 
creating as they do major changes in the 
AFDC program and in assistance for the 
working poor. This Title also contains 
provisions affecting the social services. 
These programs are to be in effect for 
five years, after which Congress will con- 
sider whether major changes are neces- 


sary. 


POSITIVE FEATURES 

The proposal calls for creation of a 
federally financed and administered 
Family Assistance Plan (FAP) with uni- 
form minimum standard ($2,400 for a 
family of four) and uniform eligibility 
conditions. It extends assistance to the 
working poor who at present are speci- 
fically ineligible for assistance in most 
states, and it provides for significant 
amounts of income to be disregarded in 
determining the amount of income count- 
able against the $2,400. It is to be ad- 
ministered by a new agency within the 
Department of HEW. 

A new program, Opportunities For 


Families (OFF) aims to facilitate and 
encourage self-support. As will be indi- 
cated below, there are many questionable 
features in the proposed implementation 
of this policy. Still, it cannot be rejected 
out of hand unless one is prepared also 
to reject the prevailing work ethic. 
Among the proposals that would en- 
courage and facilitate (rather than com- 
pel) acceptance of paid employment or 
training are the following: 

1) Disregarding of the first $720 a 
year plus one-third of earnings in excess 
of this amount in determining if a fam- 
ily’s income is more than $2,400, to as- 
sure that the family will be better off by 
working. Women who are required to 
pay all or part of the costs of child care 
services may deduct such payments from 
their countable earnings. This deduction 
plus disregarded students’ earnings and 
irregular income cannot exceed $2,000 
for a family of four. 

2) Authorization of $700 million in 
the first year to the Secretaries of HEW 
and of Labor for provision of child care 
services; an additional $50 million to 
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HEW for construction and renovation of 
child care facilities annually. 

3) The Secretary of Labor has the 
responsibility of providing training, 
counseling and related services and as- 
sistance in finding jobs for those classi- 
fied as employable. 

4) Provision of $800 million for crea- 
tion of temporary public service jobs 
that would pay at least the federal mini- 
mum wage, or prevailing wages for simi- 
lar work, if higher. Such a job cannot be 
held for more than three years; federal 
subsidy would decline from 10046 of 
cost of employment in the first year, to 
75% in the second, 50% in the third. 

5) Incentive payments of $30 a 
month for persons in training or voca- 
tional rehabilitation. 

6) Both Secretaries are required to 
offer family planning services to clien- 
teles and to make such assistance avail- 
able if requested. 

Strong inducements are offered for 
a state that supplements the basic FAP 
payment to allow the federal government 
to administer the program. 


UNDESIRABLE OR 
CONTROVERSIAL FEATURES 

In the income maintenance program 
(FAP): 

1) The low level of the federal mini- 
mum—well below the poverty line and 
below current assistance standards of 
all except 22 states. 

2) No provision for automatic in- 
creases with increases in the cost of liv- 
ing, and no provision for future staged 
increase in the minimum. 

3) No requirements that states sup- 
plement the low federal minimum up to 
current payment levels. No federal fi- 
nancial sharing if they do so. 
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4) Recipients of FAP are not per- 
mitted to buy or use food stamps. 

5) States are permitted to impose 
residency requirements in their supple- 
mentary programs. 

6) Use of income declaration for eli- 
gibility is specifically ruled out; families 
must reapply for benefits every two years 
and make quarterly reports of earnings. 

7) Payment of FAP to persons not 
members of the needy family is permit- 
ted if the Secretary decides the payment 
is not being used appropriately, but no 
indication is given of the conditions un- 
der which such third party payments may 
be ordered. 

8) Families headed by a full-time col- 
lege or university student would be speci- 
fically excluded. 

9) Does nothing for childless couples 
under age 65 and for single persons, 

10) Perpetuation of the disgraceful 
discrimination against families with chil- 
dren, which has existed since 1935. Міп- 
imum payment for aged, blind, and dis- 
abled couples is exactly the same as for 
a family of four under FAP, with worse 
discrepancy for larger families. | 

The Work Program (OFF) compels 
employable persons to register for and 
accept available work or training under 
penalty of loss of FAP for refusal. In 
what seems a commendable effort to re- 
duce administrative discretion in the de- 
termination of who is regarded as em- 
ployable for registering under OFF, the | 
bill requires everyone aged 16 or over 
to register except those who are ill, in- 
capacitated, or old; young people under 
age 22 if attending school; a person car- 
ing for a family member who is incapac- 
itated; and mothers of very young 
children. One must question the social 
desirability of forcing a work or training 
program on mothers of children above 
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the age of three (six for the first two 
years of the program) and making no 
distinction on the basis of the number of 
children in the family. A woman with a 
husband who is registered is not required 
herself to register, while a woman with 
no man to help share the burdens of 
housekeeping and child care is required 
to register. 

There is a lack of adequate protection 
against pressure to accept substandard 
jobs. Secretaries are permitted to pur- 
chase child care from profit-making 
agencies and organizations. 


THE FINANCIAL ARRANGEMENTS 

Under FAP, the federal government 
will be responsible for cost of payments 
and administration needed to bring fam- 
ilies up to the $2,400 level. State supple- 
mentation above this level carries no 
federal subsidy. This arrangement gives 
least relative help to the states that were 
either more liberal or carrying heavy 
caseloads in 1971. New York, whose es- 
timated expenditure in 1973 under pres- 
ent law would be $851 million, would 
secure a net saving of $188 million; 
whereas Florida, whose estimated expen- 
diture under present law would be $174 
million, would have 170.3 million. A 
state is only protected if it does not in- 
crease its standard of payments above 
the January 1971 level. Financial pro- 
tection is available only if a state agrees 
to federal administration of its supple- 
mentary program. 


THE SOCIAL SERVICES PROGRAMS 
H.R. 1 provides for an extensive range 
of social services for the needy aged, 
blind, and disabled and for families with 
children. It is noteworthy that the only 
services for which open-end financing 
is provided are those of direct interest to 
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the OFF program: family planning and 
child care. For all other services there is 
authorized a closed-end appropriation— 
$800 million in the first year. Social ser- 
vices need not be statewide, if the Sec- 
retary of HEW agrees to an exception. 


ADMINISTRATION 


Assistance payments for FAP and 
OFF groups will be administered by a 
new agency to be created within the De- 
partment of HEW, with its own field 
installations, Social Security Administra- 
tion will also be involved, as all appli- 
cants for cash assistance will have or will 
be given social security numbers that will 
be used in checking reports on earnings. 
The new agency will also administer sup- 
plementary state payments if the state 
agrees to federal administration. 

The OFF program will be adminis- 
tered by the Secretary of Labor and a 
new Assistant Secretary post will be 
created to deal with it. The bill leaves un- 
clear what agencies the new official will 
use to administer the program locally. 
He is to administer the program to 
achieve greatest results in reducing de- 
pendency and may use a state’s employ- 
ment service or other non-federal agen- 
cies. Or he may administer the program 
directly if no agency is available to meet 
his standard of performance. The exist- 
ing employment offices are scarcely 
suitable to carry out the vast range of 
responsibilities given to the Labor De- 
partment. These responsibilities include: 

1) Providing services such as coun- 
seling, testing, job training, and followup. 

2) Providing health, vocational re- 
habilitation, family planning, counseling, 
social, and other supportive services in- 
cluding minor medical services as 
needed, 
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3) Providing child care services by 
using projects under HEW jurisdiction, 
where feasible, or directly through con- 
tracts with public or nonprofit agencies 
or by purchase from profit making en- 
terprises or contracts with school systems 
to supply after-school child care for 
youth of school age. 

4) Developing public service employ- 
ment programs through grants or by con- 
tracts with public or private non-profit 
agencies or organizations, and placing 
workers in them. 

5) Administering voluntary reloca- 
tion assistance. 

The states will administer: 

1) Supplementary assistance if they 
do not agree to federal administration. 

2) Payments made for special needs 
of FAP. 

3) Social services as now, in conjunc- 


The full analysis of H.R. 1, from which the foregoing was condensed, 
munity Service Society of New York, 105 East 22nd Street, New York, N.Y. 
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tion with HEW where federal grants are 
involved. 

The bill calls for separate administra- 
tion of cash payments and of social ser- 
vices. There is commendable provision 
in H.R. 1 for research into and evalua- 
tion of new programs, including annual 
reports and recommendation to Con- 
gress. Authorized are $10 million to the 
Secretary of Labor for report on OFF, 
and $10 million to the Secretary of 
HEW for report on FAP. 

While there is provision for appoint- 
ment in each state of at least one local ad- 
visory committee to assist in evaluating 
effectiveness of OFF, no provision is 
made for representation of the OFF 
clientele, reference being made only to 
employers, workers and the general pub- 
lic. 


is available from the Com- 
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REVENUE SHARING 
AND THE UNBUILDING OF PYRAMIDS 


Matthew P. Dumont, M.D. 


Assistant Commissioner for Drug Rehabilitation, Massachussets Department of Mental Health 


ow it is entirely possible that we have 
N so structured institutional life in this 
country that there is no way for it to im- 
prove, The result of that revelation might 
be a sudden recognition that if nothing 
works rationally and humanely by way 
of social policy, at least we can act kindly 
to one another. It may be a little while 
before a critical mass of such a sense of 
despair transubstantiates into a new hope. 
In the meantime we need to muddle 
through with somewhat less devastation. 
Revenue sharing would seem to be an 
instrument of that kind of wholesome 
humility. Big government, even when 
working with the best of motives, has had 
catastrophic results." A radical decentral- 
ization of power might bring us a little 
closer to the real American Dream— 
pluralist, populist, and libertarian. It cre- 
ates an image of Paul Goodman and 
Richard Nixon recognizing their com- 
mon humanity and returning America's 
greatness to its own people. 
Unfortunately, like so much else that 
emerges from Washington, revenue shar- 
ing has the form without the substance 
of social change. If there was any single 
advantage to a national government, it 
was that in its allocation of resources the 
vested interests that dominated local and 
state governments would be neutralized 
by a broader arena of such forces. In re- 
turning revenue to the states, counties, 


and cities of the nation in bloc grants, 
resources are not brought closer and 
more equitably to the people. What it 
amounts to is the transfer of funds from 
one incompetent administrative unit to 
another incompetent administrative unit 
of less accountability and greater idosyn- 
crasy. 

It is a truism of political science that 
for the great majority of citizens the 
closer and more local the elected official 
the less known he is to the electorate. 
Most people do not know who their state 
representatives are, and city councilors, 
selectmen, and aldermen are rarely rec- 
ognizable as other than bumper stickers 
at election time. The vestedness and old 
fashioned corruption of local government 
is legendary. Even in the hands of pro- 
fessionalized managers, cities and towns 
have not been run with the business-like 
rationality they were expected to bring. 

Big city governments have already 
spoken for themselves. Whether media- 
tive in style (e.g., New York City), pro- 
active (e.g, Chicago) or homeostatic 
(e.g., Los Angeles), they have not been 
conspicuously successful. Of course their 
plea for more money is reasonable in the 
face of capricious federal programming, 
but there is really very little indication 
that big cities can spend the money more 
meaningfully than through the gross 
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pseudo-Marxism of their welfare sys- 
tems. 

I will not burden this short statement 
with a lengthy description of the inade- 
quacies of state government? I will 
merely repeat the utterance overheard 
from a new, young legislator emerging 
from a state assembly after a gavel had 
come down abruptly on a barely audible 
voice vote for a billion dollar capital 
outlay budget. He said, "What hap- 
pened?" 

And yet there was something in the 
conception of revenue sharing that car- 
ried with it the vitality and imagination 
of the Constitution. A centralized author- 
ity should do little more than allocate 
resources and prevent exploitation. There 
had been divinely ordained kings order- 
ing multitudes of lives through regimen- 
tal hierarchies equally relentless in peace 
and war. There were pyramids of power, 

and whether brutal or subtle, malevolent 
or kind, despised or loved, the men at 
the top were preoccupied with staying 
there and those at the bottom might be 
subordinate or rebellious but were always 
base. 

The Bill of Rights summoned a new 
authority. The purpose of national lead- 
ership was to serve the interests of the 
people, and in a pluralistic society those 
interests could be best served by a radi- 
cal proscription of collective power. The 
destiny, if not the very nature, of man 
was never to be defined. Leaders were 
to dedicate themselves to that freedom 
from definition. 

Who knows what went wrong? Was 
there a defect in the idea, the plan, or 
man himself? Perhaps we never had the 
courage of that conviction, and the more 
thoughtless and desperate its rhetoric the 
less resolute were we in its realization. 

Still adhering to a pseudomorphic al- 
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legiance to democratic idealism, we have 
a conglomeration of centralized power 
more distant, more unresponsive, more 
unaccountable, more imperialistic and 
more devastating than any in the history 
of mankind. America has subjected itself 
to a double bind. 

Bureaucracy was the megamachine 
designed to construct the Egyptian pyra- 
mids. It is a machine predicated on a 
single, super-ordinate authority and un- 
remitting fidelity from a huge mass of 
subservient and faceless agents. It is not 
in the nature of bureaucracy to lend itself 
to democracy. A hierarchy of authority 
is appropriate and functional only for 
serving gods, kings, or ineluctable ideas. 
What has happened in America is that 
pyramid building has been refined to a 
more subtle art. Systems analysis and 
program budgeting are merely the latest 
incarnation of Pharoh’s divinity, one 
more attempt to maintain hegemony 
through arcane tools. 

We are about to enter a period of 
awesome attempts to control deviant be- 
havior. No-knock entry, preventive 
detention, and involuntary civil commit- 
ment are merely the grosser accoutre- 
ments of a new burst of initiative in the 
constraints of individual freedom. Highly 
professionalized and rationalized instru- 
ments, group predictors of behavior, data 
storage and retrieval systems, psycho- 
pharmacological and operant condition- 
ing mechanisms, and an undreamed of 
variety of other L.E.A.A. supported in- 
novations are on the horizon. The mili- 
tary’s concern for domestic disorder has 
focused more on credit ratings than old- 
fashioned eavesdropping. An array of 
control mechanisms are about to emerge 
within this country (with all of its 
dreams) that would put armies of ty- 
rants to shame. And only faceless, mid- 
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dle-managerial hordes will pilot these 
mechanisms, no more malicious as in- 
dividuals than their subjects. 

And still, as ever, the real needs of 
people will go unmet because the іпећ- 
ciencies and self-serving functions of the 
bureaucracies designed to meet those 
needs will not be overcome by the mas- 
sive infusions of resources the Defense 
and Justice Departments are heir to. 

Revenue sharing will not serve as a 
countervailing force if it takes the form 
of bloc grants to state and city govern- 
ments. (It is precisely in such form that 
the Law Enforcement Assistance Admin- 
istration is ministering to the death of 
democracy.) 

What is necessary is a re-allocation of 
national resources with the commitment 
to individual needs and rights that the 
first ten amendments to the Constitution 
spoke of. One such model was the ten- 
tative and troublesome program called 
Community Action. Resources went to 
the lowest level of service delivery, to the 
level of face-to-face transaction and con- 
frontation, The distinction between the 
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provider and the consumer of service 
was to be blurred. There were to be no 
new pyramids. To say that the Commu- 
nity Action Program failed is to confuse 
the prospects of the first real experiment 
in American democracy with the per- 
functory, conflicted, and abortive re- 
sources made available to it. 

There may be other models for rev- 
enue sharing that carry the hope of meet- 
ing the needs of people while protecting 
their freedom, But the final path for that 
hope will reside in the dissolution of 
pyramidal structures of control and the 
de-bureaucratization of human services. 
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PROPOSED CHANGES IN HEALTH CARE PRACTICES 
IN THE BLACK COMMUNITY 


Essie A. Eddins, R.N., M.S. 


Center for the Study of Democratic Institutions, Santa Barbara, Calif. 


he black revolution in the United 

States underscores the importance of 
the health problems of the blacks, which 
should concern all Americans for the 
following reasons: 

1. Our affluent society has allowed, 
and is continuing to allow, a widening 
gap between the health of the white and 
black populations. This adds fuel to the 
smoldering black revolution, which ex- 
plodes frequently into confrontations. 
Those concerned with health care must 
contribute their skills to the resolution 
of these conflicts, which are being inten- 
sified daily, particularly in our urban 
ghettoes. 

2. The health problems of the blacks 
are also the health problems of the poor. 
There is a difference between the black 
and white poor, however, because of dis- 
crimination and segregation that continue 
to affect poor blacks. If he is to serve the 
black, the health worker, and especially 
the educator, must himself undergo a 
revolution in his thinking. Only then will 
he be able to understand the changes oc- 
curring in the black community. 

3. The nation has an inherent obli- 
gation to provide quality comprehensive 
health care to every American. There- 
fore, financial support for a nationwide 
“man in his environment” program is a 
necessity. Without it, our ghettos will 

continue to grow into black jungles of 
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unmanageable proportions that could 
threaten this nation. Dr. Grier * has made 
reference to a phrase in the Book of 
Common Prayer that describes our na- 
tional performance with respect to the 
health of the blacks: 

We have left undone those things which we 
ought to have done; and we have done those 
things which we ought not to have done; and 
there is no health in us. 

The task our country faces today is ur- 
gent. 

The major health problems of blacks 
cannot be considered apart from the 
crushing numbness of ghetto life, inade- 
quate education, unemployment, low in- 
come, poor housing, and poor sanitation. 
Illnesses generated by these conditions 
prevent many blacks from making use of 
educational, training, and employment 
opportunities that could break this cycle. 

The limitations this imposes on blacks 
are compounded for their children, The 
cycle of deprivation starts with lack of 
proper care during pregnancy, which 
leads to a high rate of infant mortality, 
premature births, mental retardation, 
and congenital defects. The close rela- 
tionship between race and the risk of 
childbirth is shown by the national rate 
of death due to complications of preg- 
nancy, which is four to five times greater 
for blacks than for whites.* Therefore, 
to be conceived black is to be at risk 
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while still in the womb that is meant to 
shelter you. Once born, malnutrition, 
infection, and inadequate health care 
take their toll. Before you know you are 
black you have experienced what it is 
to be black. 

The meaning of blackness, however, 
reveals itself more clearly as children 
grow in slum environments. The impact 
of poor nutrition and psychological de- 
privation has been documented for 
years, 99.1? but most recently by an 
IO test of black children in Bolivar 
County, Mississippi. Black infants ini- 
tially scored 117.5 as against a national 
norm of 100 for white children. During 
the second quarter-year of life and 
through fifteen months of age, their func- 
tioning was on a par with white norms. 
However, by the third year of life, their 
IOs were down in the 80s. The deprived 
young, most of them unable to break 
out of this cycle of poverty as they grow 
up, remain the stepchildren of our medi- 
cal care system throughout their lives. 
This fact has widened the difference be- 
tween mortality and morbidity rates for 
blacks and whites, as revealed by major 
health indices. 

These problems do not arise primarily 
from lack of medical funds and knowl- 
edge, or from a shortage of doctors. 
Right now this country is spending $63 
billion for medical care, an amount ex- 
pected to rise to $100 billion by 1975. 
The Nixon Administration is proposing 
new measures to encourage medical 
school expansion aimed at producing a 
50% increase in graduates by 1975. 
However, no matter how much money is 
available to pay for health care or for an 
increase in health personnel, there is no 
assurance—in fact, there are grave 
doubts—that care will be given to all 
who need it. The failure is in our delivery 
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system, and the training and distribution 
of personnel, which derives in part from 
a failure to recognize two basic premises: 

1. All citizens have a right to deter- 
mine the manner in which health care 
is distributed. 

2. Health involves an environmental 
etiology of illness as well as the simple 
diagnosis and treatment of a specific 
illness; health care must focus on man 
in his immediate social environment. 

Consumer participation in health af- 
fairs is not a new concept, but the de- 
gree of control a local group exerts has 
never been clearly defined. The ОЕО 
guidelines for the establishment of neigh- 
borhood health centers call for “maxi- 
тит feasible citizen participation” and 
encourage the formation of local health 
committees that are given some degree 
of authority over certain aspects of the 
center. This is simply an evasion of the 
main issue, ie., consumer control. Dr. 
Martin Cherkasky,? current director of 
Martin Luther King Neighborhood 
Health Center in South Bronx, New 
York, has said that “providing compre- 
hensive medical care and offering com- 
munity members the first chance they 
ever had to learn a vocation, count for 
nothing with consumers if they cannot 
control their own destiny." Anything less 
than consumer control will inevitably re- 
sult in two lines of authority (one too 
many) and gradual disinterest and dis- 
enchantment on the part of the local 
community, Therefore, we recommend: 

1) The consumer board (composed 
of community residents) should assume 
complete responsibility for all matters of 
policy formation and the hiring and firing 
of personnel in neighborhood health cen- 
ters. Health personnel should be em- 
ployed for defined purposes, and should 
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not be involved in fundamental policy 
decisions. 

2) There should be the immediate 
establishment of an independent and 
totally impartial consumer commission 
to establish a bill of rights for consumers 
in an effort to change the OEO's guide- 
lines for consumer participation. 


T: conform to the second basic prem- 
ise—that people should be served in 
their environment—health services op- 
erating to meet the health needs of blacks 
should be located within the home com- 
munity. Where health services are con- 
cerned, each “community” should com- 
prise an area within which a problem can 
be defined, dealt with, and solved. It is 
also recommended that the planning, or- 
ganization and delivery of community 
health services by both official and 
voluntary agencies be based on this con- 
cept of a community of solution, rather 
than primarily on political jurisidictions. 

Neighborhood health centers are the 
only new multipurpose service systems 
that focus on man in his immediate social 
environment; the commercial multi- 
specialty group practice and group in- 
surance plans may serve families but not 
within larger social contexts. Being com- 
mercial they have little incentive to 
worry about non-users who, in effect, 
increase profits but they have great in- 
centive to exclude potential or actual 
users who drain profits. In addition, the 
five major health plans before Congress 
at present appear to be primarily con- 
cerned with the reimbursement of physi- 
cians and not with the total health of the 
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community.* Therefore, we recommend 
that the present major health plans be re- 
jected (including those before Congress) 
and that neighborhood health centers 
be financed by the federal government. If 
we agree that it is a proper function of 
government to institute measures for na- 
tional security and the general welfare, 
then the financing of health care that is 
to meet the needs of consumers must be 
given high priority. However, we do sug- 
gest that this association study the health 
plan that will be introduced in Congress 
by Senator Brooke in the near future on 
behalf of the National Medical Associa- 
tion. The current president, Dr. Walden, 
has said that this plan is concerned with 
“who will control the delivery system 
and how to deliver health care to all 
people, i.e., rural and urban areas” [Per- 
sonal communication, Oct. 1, 1971]. 
Neighborhood health centers not only 
permit, but also demand, manpower 
roles, educational and research methods 
that are relevant to the community's 
needs. To staff the centers, we should 
recruit the unemployed from the neigh- 
borhood, thus providing jobs and a rele- 
vant service system in which to train 
manpower. Lack of care stems in part 
from lack of communication. Staff em- 
ployed from the center's neighborhood 
are likely to share the same life style a$ 
the consumer, thus reducing the danger 
that differences of social or economic 
condition, language, or other circum- 
stances may prevent an individual from 
getting the care he needs. We suggest that 
non-professional jobs in neighborhood 
health centers be viewed as temporary 


* The five major health plans before Congress are The National Health Insurance Plan (the 
Nixon Administration's plan), the National Health Insurance and Health Services Improvement 


Act (sponsored by Sen. Jacob Javits), 


Medicredit (endorsed by the American Medical As- 


sociation), the Health Security Act (sponsored by Sen. Edward Kennedy), and the National 
Health Care Act (sponsored by the Health Insurance Association of America). 
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roles, giving an employee new career 
options through increased motivation and 
more formal training. 

While many agree on the principle of 
family-centered health services, recent 
innovations in health manpower are, in 
effect, contrary to that principle. Health 
School educators are promoting and pro- 
ducing many kinds of new professionals. 
However, when one plans and promotes 
service at the neighborhood level, one 
does not need more professionals who 
perform a variety of services for fewer 
people, one needs a few professionals 
who are able to relate to blacks in the 
urban ghettos. In Carter's! terms, one 
needs a generalist. This plan allows for 
continuity of care, coordination of ser- 
vice and less likelihood of a breakdown in 
communication. Another key element in 
fostering communication is the utilization 
of black doctors, of whom there are far 
too few. Presently, there are between 
5,800 and 6,000 in the United States— 
about two percent of the total number 
of physicians. Therefore, we recommend 
a massive recruitment that would in- 
crease this to at least 15% by 1975. 

The present system of education trains 
students in a social environment where 
consumers and co-workers are fairly 
anonymous; that is, in the hospital ward 
and out-patient departments. Health pro- 
fessionals have frequently asked whether 
students can learn to relate to the people 
they serve if trained in a non-service en- 
vironment. If students and faculty learn 
and teach in a service environment, will 
they not be more likely to learn the af- 
fective elements of service? Since there 
is no evidence that health professionals 
can relate to the blacks in our urban 
ghettos or teach others to do so, we are 
advocating a new curriculum structure 
to be offered to medical and other health 
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students, For example, medical students 
could spend their senior and internship 
year in a health center, working their 
hospital training into service at the 
neighborhood level and not vice versa. 
Here professionals work within two en- 
vironments that exert pressure for ser- 
vice—the health center staff and the 
neighborhood social environments. 

In community health centers we are 
relating social environment to health. As 
Haggerty® has pointed out, and as 
stressed by Carter," observation that low 
socio-economic status is correlated with 
ill health does not help us at the clinical 
level. New clues need to be generated 
at the clinical level and tested at the 
population level. This not only can be 
done at the neighborhood level of social 
organization, but in addition the result 
can be applied right back to the neigh- 
borhood. Finally, as Kark,” Cassell, and 
Carter ! have emphasized, neighborhood 
health centers are not primarily an in- 
strument of district location, community 
participation, bureaucratic organization, 
and preventive care, but an instrument 
of vision into man in his social milieu for 
the purpose of increasing our ability to 
clarify causes, alter courses, and deliver 
care. 
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PROPOSED NATIONAL HEALTH INSURANCE PROGRAMS 


Irving H. Chase 


President, National Association for Mental Health 


he Administration’s national health 

insurance proposal, introduced by 
Senator Bennett and Representative 
Byrnes, provides six different methods 
of prepaying or paying for health care: 

1) The newly proposed “Family 
Health Insurance Plan" would operate in 
conjunction with the proposed Family 
Assistance Plan and would provide cov- 
erage for medically indigent families. 
Services to be provided include 30 days 
of in-patient care in a hospital or ex- 
tended care facility, emergency care, and 
limited out-patient physician services. 
Specifically excluded from payment are 
the costs of psychiatric care. 

2) The National Health Insurance 
Standards Act would require all employ- 
ers to make available to all employees 
(except religious, public, those covered 
by the “Family Health Insurance Plan,” 
and persons eligible for Medicaid and 
Medicare) a basic health insurance pro- 
gram. There would be a two-day deduc- 
tible on hospitalization and a $100 de- 
ductible and 25% co-insurance on all 
other services, with the exception of 
well-baby care up to age five years. Total 
benefits per person covered would not 
be more than $50,000 with a $2,000 res- 
toration each year. 

Benefits would include hospitalization 
and hospital services, including drugs 
while an in-patient, and outpatient ser- 


vices provided by physicians and Chris- 
tian Science Practitioners. Specifically ex- 
cluded from coverage are psychiatric care 
and drugs to outpatients. 

As a result of protests from the Na- 
tional Association for Mental Health and 
other concerned organizations, the Ad- 
ministration has agreed to add some cov- 
erage for out-patient and partial hospi- 
talization services in organized settings. 

3) Medicaid would be continued for 
those individuals who are covered by the 
following public assistance programs: 
Old Age Assistance, Aid to the Blind, 
and Aid to the Permanently and Totally 
Disabled. Mental health services would 
continue to be provided on the present 
limited basis. 

4) Medicare provided for under Title 
XVIII of the Social Security Act would 
be continued for those aged 65 and older 
who are covered by Social Security. The 
limited mental health benefits now pro- 
vided under Medicare would be con- 
tinued. 

5) Public employees at every level of 
government and members of the clergy 
are excluded from coverage under the 
Act. They would presumably be covered 
by health insurance contracts similar to 
those now provided for in the Federal 
Employees Health Benefit Act. It should 
be noted, however, that at the present 
time a substantial percentage of public 
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employees at the state, county, and 
municipal levels are not covered by 
health insurance. 

6) Part-time and casual workers are 
not covered and would presumably have 
to purchase insurance privately. 


BURLESON-McINTYRE PROPOSAL 

Sponsored by the Health Insurance 
Association of America, this legislation 
provides for both public and private 
plans, the first to be funded through 
public grants and Social Security, the sec- 
ond through deductions from federal 
income taxes and provided by private 
insurance companies. Recognizing short- 
ages of resources, the program envisions 
three phases or "priorities" of benefits, 
the first to become available upon enact- 
ment, the second after three years of op- 
eration, and the third after six years of 
operation. 

In general the Burleson-McIntyre 
proposal does not discriminate between 
illnesses of a “physical” nature and those 
of a purely “mental” nature. For the first 
three years of operation, the plan would 
provide for three physician's visits per 
year with a patient's co-payment of $2 
for each visit. In the second three years 
the number of insured visits would in- 
crease to six, with the same level of co- 
payments. After six years, in phase three, 
there would be no limitation on the num- 
ber of visits but the co-payment would be 
increased to 50% of the authorized 
charge. Also, after the expiration of six 
years (in phase IIT) home visits would 
be included for mental conditions with a 
co-payment of 50% of authorized 
charges. 

Drugs would not be included in the 
program until after the first three years 
following enactment. Thereafter, pre- 
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scribed drugs would be included with a 
co-payment of $1 per prescription. 

Inpatient benefits would be restricted 
to 30 days per spell of illness for the first 
phase, with a co-payment of $10 for the 
first day and $5 for each succeeding day. 
In the second phase (the fourth through 
sixth year of operation), the plan would 
provide for 90 days of hospitalization at 
a co-payment rate of $5 per day, while 
after six years the plan would provide up 
to 300 days of hospitalization per con- 
finement with the same level of co-pay- 
ment. 

АП of the above benefits are subject to 
a number of restrictions and exclusions 
too numerous and complex to be detailed 
here. 

The deductible and co-insurance pro- 
visions of this proposal will discourage 
early treatment; there are no provisions 
to promote integrated, comprehensive 
services with continuity from one source 
of care to the next; it would perpetuate 
the dual health care system of our 50- 
ciety, providing one system of care for 
the employed and a separate and inher- 
ently unequal system for the indigent and 
“qninsurable;” and, finally, it fails to 
establish any really adequate systems of 
quality control to make reasonably cer- 
tain that services will be provided in an 
efficient and effective manner. 


KENNEDY-GRIFFITHS-CORMAN 
PROPOSAL 

The Kennedy Bill, as it is popularly 
referred to, is an amalgam of two bills in- 
troduced in the 91st Congress; one by 
Senator Kennedy, acting on behalf of the 
Committee for National Health Insur- 
ance, and another by Congresswoman 
Martha Griffiths, acting for the AFL- 
CIO. Late in 1970 the two groups agreed 
to join together and to support this bill. 
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This legislation would provide com- 
prehensive health services to all residents 
of the United States, similar in its scope 
of coverage to Britain’s National Health 
System, Benefits include both medical 
and dental services—preventive, thera- 
peutic, and rehabilitative. There are no 
deductibles, no co-insurance and no wait- 
ing periods. Financing is through pay- 
roll taxes and contributions from the 
General Fund. 

The proposed legislation states‘ that it 
seeks to encourage the organization and 
growth of hospital-related “comprehen- 
sive health service organizations” and 
provides for a wider latitude of benefits 
from those organizations than from solo 
practitioners. 

Out-patient psychiatric services, if 
provided by other than a comprehensive 
health service organization, hospital, 
community mental health center, a men- 
tal health clinic providing comprehensive 
services, or an “approved” day-care ser- 
vice, will be limited to twenty visits dur- 
ing a benefit period. (The benefit period 
is to be defined by regulations, but pre- 
sumably will be a “spell of illness”). 

Out-patient mental health benefits 
other than day care when provided 
through any of the above organizations, 
would be covered without limit during a 
benefit period. Psychological and social 
work services would be covered only 
when they are provided as part of an 
organized service, such as one of those 
listed above, Day care would be covered 
up to sixty days when provided by a 
hospital or hospital-affiliated service, but 
would be unlimited when provided by a 
community mental health center or a 
comprehensive health service organiza- 
tion, Hospitalization for a psychiatric pa- 
tient is limited to forty-five consecutive 
days during a benefit period. 
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Prescribed drugs would be covered if 
provided through a comprehensive health 
service program, a participating hospital, 
a skilled nursing home operated by a 
participating hospital, or prescribed by 
qualified specialists for patients with cer- 
tain specified chronic diseases. In the lat- 
ter case, both the condition and the 
prescribed drug must be on a Board 
approved list. The proposed legislation 
would establish a Health Security Board 
for the purpose of administering the pro- 
gram. 

Two bills have been introduced in the 
Senate as amendments to S. 3, both of 
which would expand the mental health 
benefits that would be provided under 
the legislation. One, introduced by Sena- 
tor Moss, would remove the 45-day limi- 
tation on in-patient services to psychia- 
tric patients and the 60-day limitation 
on day care services. The other, intro- 
duced by Senator Gravel, would extend 
the 45-day limitation on in-patient psy- 
chiatric services to 90 days and would 
eliminate the limitation on day care ser- 
vices. 


JAVITS PROPOSAL 

S. 836 and 837, introduced by Senator 
Javits, would essentially extend the bene- 
fits of Medicare to the entire population 
and provide for federal grants to hospi- 
tals, medical schools, and costs of plan- 
ning and developing “comprehensive 
health care systems,” 

The Javits proposal retains all the 
shortcomings of the mental health bene- 
fits of Medicare: a lifetime limit of 190 
days’ in-patient service in psychiatric 
hospitals and a limitation on out-patient 
Psychiatric services of $250 per calendar 
year or 50% of actual cost, whichever is 
the lesser amount. 
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HANSEN AND 
FULTON-BROYHILL PROPOSAL 

S. 987, introduced by Senator Hansen 
and several other Senators, and H.R. 
4960, introduced by Representatives 
Fulton and Broyhill, is the proposal sup- 
ported by the American Medical Associ- 
ation and has generally been referred to 
as the “Medicredit Plan.” 

In general, this proposal would pro- 
vide a federally subsidized program, 
similar to Medicaid, to those individuals 
and families paying less than $300 an- 
nually in federal income taxes and would 
provide an income tax credit to everyone 
else who purchased an approved private 
health insurance program. Like the Javits 
and Burleson Bills, it would provide for 
a diversity of choices to the consumer 
with regard to the specific delivery sys- 
tem from which he would obtain medical 
care. Similarly, it would probably not 

change the present organization of medi- 
cal care in our society. 

S. 987 does not differentiate between 
medical care services for physical con- 
ditions and mental conditions, Inpatient 
services for all conditions are limited to 
60 days in any 12-month period (days in 
an extended care facility are counted as 
one-half days) and outpatient benefits, 
including psychiatric care, are limited 
only by the requirement that they be pro- 
vided by a physician or under his direc- 
tion, and that the first $500 of medical 
expense is subject to a 20% co-insurance 
provision. (Inpatient benefits require a 
"deductible" of $50 for each hospital 
stay.) There is also a provision for “cata- 
strophic" expenses, which would be cov- 
ered under an income formula. 

The Bill would establish a Health In- 
surance Advisory Board that would es- 
tablish criteria for the approval of health 

insurance by the State Insurance Depart- 
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ments and would assist in establishing 
utilization and peer review mechanisms 
in order to ensure quality of care. 


AHA PROPOSAL 

The American Hospital Association's 
proposal termed the “Ameriplan,” 
would provide a federalized program, 
paid for from general revenues, for the 
poor and a system of private insurance 
for the non-poor, funded by a payroll 
tax. Services, including mental health 
benefits, would be comprehensive al- 
though it would limit nursing home care 
and other forms of long-term institu- 
tional care. 

The specific language of their proposal 
states that “care in long-term institutions 
for tuberculosis, mental illness, and for 
the mentally retarded would be totally 
excluded” and that “the system must be 
designed so that at the outset it provides 
care for persons suffering from alcohol- 
ism, drug abuse, and acute mental ill- 
ness." 

The major innovation of the “Ameri- 
plan” would be that of creating “Health 
Care Corporations,” organizations of in- 
stitutions and physicians on an area-wide 
basis that would contract to provide 
comprehensive services on a capitation 
basis to persons electing that form of 
coverage within the specified area, The 
AHA proposal has not yet been intro- 
duced as a bill in either House of the 
Congress. 


PELL-MONDALE PROPOSAL 

S. 703 would establish a program of 
minimum health benefits for employees 
and their families at the expense of the | 
employer. It would also authorize the 
creation of health services corporations 
similar to the “Ameriplan” proposal and 
would establish regional health planning | 
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councils in major geographic regions in 
the country. 

The Bill would provide for 12 days’ 
hospital in-patient care after a deductible 
payment for the first two days, and ten 
days’ care in a skilled nursing home for 
convalescence from serious illness, ac- 
cident, or surgery. Out-patient services 
would be available from hospitals, physi- 
cians, optometrists, podiatrists, and 
chiropractors and would include one 
diagnostic examination per year. The 
proposal also provides for catastrophic 
coverage of those medical care costs that 
exceed 25% of an employee's annual 
gross income, 

The Bill includes a section that would 
provide for federal financial assistance to 
non-profit health service corporations to 
assist them in their organization and op- 
eration, building and staffing medical 
care and medical educational facilities, 
and the development of improved health 
care delivery methods. The Bill also pro- 
vides for the Department of HEW to 
make direct loans to these corporations 
and to guarantee loans negotiated by 
them from lending institutions, 
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The Long Amendment, S. 1376, 
would provide catastrophic health insur- 
ance protection for persons under age 65 
who are covered by Social Security. The 
Services provided would be essentially 
the same as those covered by Medicare 
for both in-patients and ambulatory pa- 
tients without limit. However, the first 
60 days of hospitalization during a year 
would not be covered, and each day’s 
Stay thereafter would be covered with a 
co-insurance of $15 per day paid by the 
patient. 

Extended care services would be pro- 
vided without limit, except that payment 


would be made only after the patient had 
met the 60-day hospital deductible and 
was covered for at least one hospital day 
under the catastrophic program. This 
provision is subject to a co-insurance 
payment of $7.50 for each day spent in 
the extended care facility. 

The present Medicare limitations for 
psychiatric services to ambulatory pa- 
tients would be retained. However, be- 
fore any payments are made for out-pa- 
tient benefits, a family must meet an 
annual medical deductible of $2000, 
which would be computed separately 
from the hospital deductible, Payment 
would be subject to a 20% co-insurance 
requirement. 

Representative Wilbur Mills, Chair- 
man of the House Ways and Means 
Committee, has indicated that he is con- 
sidering the introduction of another pro- 
posal for National Health Insurance. 
While he has given no indication of 
what his thinking might be in the matter, 
a number of people who are familiar with 
his general approach to the problems of 
providing and paying for health care 
have surmised that he would probably 
favor approaches similar to that of Sena- 
tor Long. 


DINGELL PROPOSAL 

Representative John Dingell, whose 
father was one of the sponsors of the first 
National Health Insurance proposal, the 
Murray-Wagner-Dingell Bill introduced 
а quarter of a century ago, has now in- 
troduced his own proposal for National 
Health Insurance in the 92nd Congress, 
Н.Е. 48. 

Dingell’s proposal would establish a 
National Health Insurance program cov- 
ering all residents of the United States, 
except those now covered by Medicare, 
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and would be financed by payroll taxes in 
a manner similar to Social Security. 

There would be no co-insurance or de- 
ductible under Dingell’s proposal, no dif- 
ferentiation between services for physical 
illnesses and mental illnesses, and no lim- 
itation on services other than the follow- 
ing: in-patient care limited to 60 days 
during the spell of illness, no payment for 
nursing home care or other forms of in- 
patient aftercare, and no coverage for 
drugs other than those that are unusually 
expensive. Services that would be pro- 
vided without limit, if they meet the stan- 
dards to be prescribed in federal терша- 
tions and state plans, would include phy- 
sicians’ services, dentists’ services, home 
health services, laboratory and x-ray ser- 
vices, the services of other health pro- 
fessionals working under the supervision 
of physicians and dentists, and medical 
appliances, prostheses, and eye glasses. 

Hospitals and other institutions would 
be reimbursed on a “reasonable cost” 
basis, but subject to maximum rates that 
would be established by regulations. 
Physicians and other health professionals 
would be reimbursed for their services 
on a fee-for-services basis, on a capita- 
tion basis, or by salary if they were em- 
ployed by an organized system of care 
such as a prepaid group practice pro- 
gram or a hospital. 

Under Dingell's proposal, Medicare 
would continue to operate as it does now, 
but a special study commission would be 
established to determine the most feasi- 
ble methods of incorporating that pro- 
gram into the proposed National Health 
Insurance program. 


SUMMARY 
The foregoing analyses of National 
Health Insurance proposals lead one in- 
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evitably to certain kinds of general con- 
clusions: 

1) During the past two decades our 
nation has invested heavily in studying 
our health delivery systems, in extensive 
analyses of patterns of utilization. of 
health services and in a wide variety of 
research and demonstration projects di- 
rected toward developing new and better 
techniques to provide health care in the 
most efficient and effective manner pos- 
sible. As a result, there is general agree- 
ment among health professionals and our 
nation's political leaders that health care, 
in order to be both efficient and effec- 
tive, should utilize the team concept in 
delivering services; should be readily ac- 
cessible to the consumers of health care; 
should provide for continuity of care— 
including preventive, diagnostic, thera- 
peutic, and rehabilitative services; and 
should seek to use a wide range of com- 
munity resources in meeting the needs of 
patients. Yet few of the national health 
insurance proposals really include. these 
concepts and programs in their actual 
text. Although terms such as “health 
maintenance organizations” and “health 
service corporations” are included in 
their language, only one of them, the 
Kennedy-Griffiths-Corman bill, actually 
uses the financing mechanism of national 
health insurance to promote those kinds 
of concepts. It would appear that the 
bulk of these proposals have been writ- 
ten in a vacuum, with their authors pay- 
ing little attention to progressive devel- 
opments in the health care delivery 
system of our nation during recent years. 

2) Through many of these proposals, 
including even the Kennedy proposa» 
which is the broadest in its scope of any 
of the bills proposed so far, there runs a 
common thread of discrimination in set 
vices to the mentally ill. This discrimina- 
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tion takes the form of limitations on 
services to the mentally ill that are not 
applied to those who are afflicted with a 
diagnosed condition of physical illness. 
There seems to be a general assumption 
that services to the mentally ill are ter- 
ribly expensive, tend to be open-ended, 
and are not subject to the same kinds of 
quantity and quality controls as are those 
services provided to the physically ill. 
This is simply not the case. In fact, ге- 
cent research indicates that when mental 
health services are provided on a prepaid 
basis they tend to be, if anything, under 
utilized and their provision may, in fact, 
lead to a reduction in the overall utiliza- 
tion of medical care by the population to 
which they are available. Studies con- 
ducted among the patient populations of 
the Health Insurance Plan of Greater 
New York, the Kaiser-Permanente Pro- 
gram of Northern California, and the 
Group Health Association of Washing- 
ton, D.C., all lead to these conclusions. 

Secondly, modern trends in mental 
health therapy emphasize early interven- 
tion of a relatively brief intensive nature. 
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The scarecrow of interminable, psycho- 
analytically-oriented therapy is simply no 
longer applicable to most mental health 
services provided in the United States to- 
day. 

3) The National Association for 
Mental Health insists that any national 
health insurance program finally adopted 
should exclude any type of discrimina- 
tion by providers of services that is un- 
related to the therapeutic needs of their 
patients, such as race, religion, creed, na- 
tional origin, or ability to pay. None of 
the health insurance proposals presently 
being considered by the Congress spe- 
cifically exclude such discrimination. It 
is our understanding that those proposals 
that would provide for payment to pro- 
viders of services through the private sec- 
tor would permit such discrimination be- 
cause Title VI of the Civil Rights Act of 
1965 applies only to direct federal ex- 
penditures, Therefore, the only proposals 
that would meet this criterion are the 
Kennedy-Griffiths-Corman proposal and 
the Dingell proposal. 
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MARKETING MEDICAL CARE: 
THE HEALTH INSURANCE PLAN ALTERNATIVES 


Dr. John P. Huttman 


San Francisco State College 


ealth care in the United States has 
H largely been treated as a conven- 
tional economic commodity, subject to 
market demand and supply. The variety 
of proposed health care insurance pro- 
grams may be grouped into three major 
alternatives, reflecting differences in the 
treatment of health care as a commodity. 

One alternative, identified with Sena- 
tor Edward Kennedy, involves compre- 
hensive universal national health insur- 
ance, intended to cover the entire health 
care costs of all citizens. Financing would 
be through a combination of govern- 
ment, employer, and employee contribu- 
tions. 

A second alternative, endorsed by 
President Nixon, would provide for vol- 
untarily contracted health care insurance, 
financed by individual and govern- 
ment contributions. Under the Nixon- 
type program, the consumer would as- 
sume the costs to a specified level 
through a deductible feature, while 
above the deductible to a specified higher 
level the burden would be fractionally 
divided between the consumer and insur- 
ance plan through a co-insurance fea- 
ture. 


234 


A third alternative, “medicredit,” as- 
sociated with the American Medical As- 
sociation, would be based upon the ex- 
pansion of existing health insurance 
schemes. It would provide for individual 
insurance contracts, with tax deduction 
incentives for the more affluent and di- 
rect subsidies to the poor. 

The Kennedy and Nixon-type pro- 
grams would also have provisions for 
subsidizing the insurance of the poor. 
The Kennedy-type program, with fixed 
income related consumer insurance rates, 
would largely shift the burden for health 
care expenditures to government and 
isolate consumer demand for health care 
from market cost responsiveness. The 
AMA-type program, through insurance 
premiums reflecting aggregate costs of 
health care insurance schemes, and the 
option of consumers to elect varying de- 
grees of coverage, would be largely mar- 
ket motivated. The Nixon-type program, 
with whole and partial direct consumer 
payments to stipulated levels, and joint 
government-consumer financed insur- 
ance, would be partly market responsive. 

Under economic criteria, the three 
major health care insurance alternatives 
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may be compared in three respects: op- 
timality of resource allocation among 
health care and other commodities; op- 
timality of health care distribution among 
consumers; effectiveness of the mecha- 
nism for stimulating quantity expansion 
and quality improvement of health care. 
According to economic theory, the mar- 
ket process facilitates the most efficient 
allocation of resources. Unresponsive to 
market costs, the consumer under the 
Kennedy-type program would be unre- 
strained in his health care consumption. 
The demand for “free” health care 
would probably greatly exceed demand 
at market prices. Resources would have 
to be shifted away from production of 
goods rationed to consumers by the price 
mechanism to production of health care 
commodities, respresenting a misalloca- 
tion of resources. However, the AMA- 
type program would be equally deficient 
in this respect, since once the consumer 
had contracted for a stipulated level of 
insurance he would similarly be moti- 
vated to indulge in unrestrained health 
care consumption, The Nixon-type pro- 
gram would probably remedy this de- 
ficiency at lower cost levels of individual 
health care consumption, since under di- 
rect whole and, to a lesser degree, un- 
der partial consumer payments, the con- 
sumer is motivated to relate marginal 
costs imposed upon him with marginal 
benefit experienced, In the case of health 
care costs exceeding the stipulated de- 
ductible and co-insurance levels, the con- 
sumer would be unrestrained from at- 
taining higher levels of consumption, 
since no penalty is incurred by doing so. 
For instance, resistance of the consumer 
to surgery as a substitute to less expen- 
sive forms of treatment might be low- 
ered. Economic theory assumes that the 
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behavior of the market-responsive con- 
sumer will be economically rational. 
However, since the health care costs of 
the individual consumer under the AMA- 
type plan are submerged in the pro- 
gram’s aggregate costs, consumption pat- 
terns are not likely to be motivated by 
the premium rates reflecting total market 
costs. Acquired in low costs units, health 
care under the Nixon-type program 
would likely be efficiently allocated in 
terms of the utilization of resources for 
both health care and other goods. Re- 
sources would likely be mis-allocated 
among health care and other commodi- 
ties under the AMA-type and Kennedy- 
type plans, and higher priced health care 
goods under the Nixon-type plan. 

The three alternative programs would 
differ with respect to the allocation of 
health care among consumers. The 
AMA-type program would tend to con- 
centrate health care goods with the more 
affluent, as reflected in more compre- 
hensive insurance coverage with the 
incentive to maximize consumption. De- 
pendent upon the structure of the in- 
surance scheme, the Nixon-type program 
could intensify the concentration of 
health care commodities with the more 
affluent, since the deterrent effect of the 
deductible and co-insurance features 
could prove formidible to the less afflu- 
ent, with impact diminishing rapidly with 
rise in income. Greater equity in the dis- 
tribution of health care commodities 
would be possible under the Kennedy- 
type than under the Nixon-type or AMA- 
type plans. 

The three alternative programs would 
differ with respect to their impact upon 
the health care industry in terms of the 
quantity and quality of output. Since the 
AMA-type program largely ignores the 
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mechanism through which health care is 
dispensed, by default the existing struc- 
ture would be perpetuated essentially 
intact. Slight motivation would be gener- 
ated to rationalize the health care indus- 
try to achieve reduced costs, economies 
of scale, and integration of functions. 
Such inefficient activities as the acquisi- 
tion of blood plasma through market ar- 
rangements would likely continue, Since 
the Nixon-type program would also 
largely concentrate upon the consump- 
tion rather than the dispensing activities 
of health care, it would similarly offer 
slight prospect for improvement in these 
respects. The capacity of the health care 
industry to tolerate inefficiency under the 
AMA-type and Nixon-type programs 
would be a function of the industry’s 
ability to raise premiums to absorb in- 
creased costs. The experience of pri- 
vately dispensed health care suggests a 
strong capability on the part of the in- 
dustry to maintain and improve profits 
through increased prices rather than re- 
duced costs of production. Individuals 
unable to afford the high costs of health 
care, in the form of expensive premiums, 
might contract for reduced coverage un- 
der the AMA-type and Nixon-type pro- 
grams. While market equilibrium of de- 
mand and supply would be achieved 
through the instrument of insurance pre- 
mium in substitution for market price, 
this would disguise the inadequacy of 
care for which many would contract. 
The Kennedy-type program has pro- 
visions for the establishment of Health 
Maintenance Organizations, as an at- 
tempt to improve the health care dis- 
pensing mechanism, The HMOs would 
be intended as comprehensive health 
care facilities, offering economies 
through coordination of different aspects 
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of health care, aggregating certain ser 
vices, and promoting economies of scaled 
It would also engage in preventive medie 
cine activities, There would be greatel 
incentive under the Kennedy-type thi 
under the AMA-type or Nixon-type pro 
grams to introduce economies. Unlike 
the other two alternatives, the Kennedy 
type programs would һауе fixed pr 
miums so that demand could not be 
equated to supply through an increase in 
premium rates to consumers. The level 
of costs of the Kennedy-type to governi 
ment and consumers, short of curtailing 
the program, could only be constrained 
by increased efficiency in the dispensing: 
of health care. The equity character of. 
the Kennedy-type program, with heal 
care dispensed on a basis of appare: 
need rather than ability to pay directly or 
indirectly through gradations of insur- 
ance coverage, would create incentive 
for the health care industry to intervene 
in areas beyond the scope of conven-: 
tional medical activities. In addition to 
the coordination of diagnostic centers, 
centralization of arrangements for am- 
bulance services, and similar functions, 
the health care industry would be mo- 
tivated to identify and reduce the sources. 
of need for health care commodities, in 
cluding housing inadequacies and diet 
deficiencies. 

In terms of the criteria considered 
allocation of resources among health care 
and all other commodities, allocation 
health care among consumers, and 
mechanism for producing and distrib- 
uting health care commodities—the Ken- 
nedy-type program, on balance, appeals 
to be superior to the AMA-type 
Nixon-type programs. Although 
Nixon-type program would seem to 9* 
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partially market responsive with respect 
to resource allocation to health care and 
to other goods, the deficiency of market 
responsiveness of the Kennedy-type pro- 
gram is matched by that of the AMA- 
type program. The Kennedy-type pro- 
gram would offer the potential for equity 
with respect to the distribution of health 
care goods, while the AMA-type and 
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Nixon-type programs’ would appear 
markedly deficient in this respect. The 
Kennedy-type program would seem to 
suggest considerable capacity for im- 
provement of the mechanism for dis- 
pensing health care, coupled with strong 
incentive to do so, while both the AMA- 
type and Nixon-type programs would 
seem to lack motivation in this regard, 
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PROPOSAL FOR A NATIONAL HEALTH SYSTEM 


The Physicians Forum 


New York City 


Те American health care system is 
failing. Medical care is a commodity 
to be bought, rather than a right for all. 
The poor are ignored or offered charity; 
care for other groups is deteriorating. 
Physicians concentrate in affluent neigh- 
borhoods and have largely abandoned 
rural and ghetto areas. Other health 
workers receive meager wages and scant 
respect. A fragmented, institution-dom- 
inated system of care is unresponsive to 
the community and is pervaded with 
racial, economic, and sex discrimination. 
The war machine is well fed but public 
health, hospitals, medical education, and 
medical research are starved relative to 
increasing needs. For the world’s most 
affluent and technologically advanced па- 
tion, our health indices are a disgrace. 

The American people need and de- 
serve a society that guarantees the right 
of all to health. 

The physical and mental health of the 
American people is dependent on the so- 
cial and economic health of the nation. 
We recognize that ultimately the health 
problems of our country can be effec- 
tively attacked only with a fundamental 
restructuring of our society from the 
present private-profit, special-interest 
oriented system to one that is structured 
primarily for the social welfare of all its 
people. 


We therefore propose: 

= The eradication of racism from all 
phases of American society. 
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= A guaranteed income, set at a level 
high enough to eliminate poverty. 

= The abolition of hunger and malnu- 
trition, a national disgrace in this most 
affluent country. 

п The planned reconstruction and 
transformation of our decaying cities to 
provide better housing, intelligently de- 
ployed in relation to educational, recrea- 
tional, transportation, and employment 
facilities. 

= Opportunities for education and vo- 
cational development, available to all, 
with adequate opportunity for advance- 
ment commensurate with ability and 
achievement. 

The industrialization, mechanization 
and commercialization of our country 
have produced hazards of grave concern 
to our health and well-being. Among the 
by-products is pollution of our physical 
and social environments. The federal and 
local governments have abdicated their 
responsibility; corporate interest has re- 
placed the public welfare. 


We therefore propose: 

= Rigid enforcement of existing air- 
pollution codes and establishment of new 
ones where needed, with penalties of suf- 
ficient magnitude to discourage chronic 
offenders. 

» Crash research programs to produce 
nonpollutant engines and other tech- 
nological innovations to reduce pollu- 
tion. 

в Immediate promulgation and strict 
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enforcement of the highest safety stan- 
dards for the automobile industry and 
strict enforcement of laws aimed at the 
prevention of highway accidents. 

= Establishment of plants capable of 
treating and converting solid wastes. 

= Strict control of industrial wastes 
and hazards, with the cost borne by in- 
dustry. 

= Establishment of a national con- 
sumer code with strong laws protecting 
the people by insuring truth in advertis- 
ing, packaging, and labeling of foods and 
drugs. 

= Renunciation of nuclear, biological, 
chemical, and all weapons of mass de- 
struction; disavowal of war with its in- 
tolerable psychological and physical toll 
on others as well as ourselves. 

Lack of organization and coordination 
of the several aspects of health care 
makes it impossible for people to receive 
adequate care. Services have been estab- 
lished that meet the needs of profes- 
sionals, not patients, Until our health 
resources are appropriately structured 
and placed under consumer control, they 
will continue to fail to meet the needs of 
patients. The following proposals estab- 
lish the foundation of a new system de- 
signed to solve the national health care 
crisis. 


MANPOWER 

Current methods of training health 
care personnel cannot begin to provide 
the manpower to meet the nation’s im- 
mediate needs. Our country is confronted 
with a health manpower crisis that re- 
quires emergency measures now. 


We therefore propose: 

п A massive increase in enrollment 
and training programs in the health pro- 
fessions based on the immediate expan- 
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sion of existing medical, dental, and 
nursing schools and other facilities, as 
well as creation of new training re- 
sources. Large scale federal financing is 
needed for both new and expanded fa- 
cilities and training programs. 

= Elimination of economic barriers to 
education and training programs through 
federal financial support for schools and 
students, 

= Creation of new health careers, un- 
restricted by outmoded requirements, 
with special emphasis on recruitment of 
personnel from those sections of the pop- 
ulation that have been excluded from the 
health field because of economic and 
racial discrimination. 

= A large increase іп the number of 
physicians and other health care person- 
nel, sufficient to provide adequate ser- 
vices for all, including people in rural 
and poverty areas. 

* The use of allied personnel to as- 
sume many of the tasks currently per- 
formed by physicians. These personnel 
would function as members of the health 
care team. 

* Development of an adequate salary 
structure for all health workers so that 
health personnel will not be exploited by 
institutions or practitioners. The right to 
unionize should be established for all 
health workers. 

* Elimination of separate state licen- 
sure requirements and establishment of 
national criteria for all health workers. 


FACILITIES AND SERVICES 

The availability and distribution of 
health care facilities and services are in- 
adequate in type, quantity, and scope, 
and they do not begin to meet even the 
most urgent health needs of the nation. 
Our hospitals and medical centers are 
being used inappropriately; their services 
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are provided on the basis of ability to 
pay or the personal interests and con- 
venience of the professionals. 


We therefore propose: 

= Creation of local and regional com- 
munity-controlled health boards with re- 
sponsibility for the provision of all per- 
sonal and environmental health facilities 
and services. Each board should have its 
members selected by the actual consum- 
ers of health services in the area. 

= Distribution of facilities in kind and 
number, so that patient services are 
based on health needs. The types of 
facilities and services should include 
educational and preventive services, 
screening programs, neighborhood health 
centers, acute and chronic hospitals, or- 
ganized home care, rehabilitation ser- 
vices, skilled nursing homes and all other 
services required to provide comprehen- 
sive care. 

= Creation of regional networks of 
health facilities and services, including 
medical schools, hospitals, neighborhood 
health centers, and other health services, 
in order to make the full range of ser- 
vices available to all people in the region 
regardless of where they live. These net- 
works are to be under the direction of 
the regional community-controlled health 
boards. 

" Encouragement of diversity and ex- 
perimentation with new and different 
methods of providing care. 

= Abolition of discrimination because 
of economic status, color, sex, religion, 
or political affiliation in all facilities and 
services. 


HEALTH WORKERS AND 
HEALTH CARE 


To assure effective and high quality 
personal health services, we propose: 
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= Practice by personal physicians and 
other health workers in groups based in 
neighborhood health centers. 

= Payment of physicians, as well as 
other health workers, by annual salaries 
commensurate with training, experience, 
and ability. 

= Peer and consumer review of the 
quality of care provided, and ongoing 
educational experiences for all health 
workers, including full time postgradu- 
ate education without loss of salary. 

= Creation of clear avenues of 
advancement—career ladders—for all 
health workers. 

» Obligatory service for specified time 
periods by physicians, nurses, and other 
health workers in rural, poverty, and 
other deprived communities. 


FINANCING OF HEALTH SERVICES 

Our present method of payment for 
personal health services precludes ade- 
quate health care for the people of the 
United States and supports the two 
classes of medical care that currently ex- 
ist. Prevention is not encouraged. Too 
few incentives for better care exist. In- 
efficient systems are supported and re- 
warded. 


We therefore propose: 

= Establishment of a national health 
care fund to pay for all personal health 
care, including preventive, curative, and 
rehabilitative services. This is to be 4 
mandated trust fund, so constituted as to 
remove it effectively from annual appro- 
priations by Congress. It is to be financed 
by a progressive income tax surcharge 
for health. 

= Distribution from the trust fund of 
all funds for personal health services to 
be made to the regional and local com” 
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munity-controlled health boards on a per 
capita basis. 

= Funding through general tax funds 
for environmental health services, medi- 
cal research, health education, and con- 
struction of health facilities. 

= Establishment of a national Depart- 
ment of Health with Cabinet status, 
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which would be responsible for the ad- 
ministration of all health services, per- 
sonal and environmental. The Depart- 
ment of Health is to consult regularly on 
basic policies with a National Health 
Board composed of representatives from 
the regional community-controlled health 
boards. 
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PROPOSAL FOR | 
À NATIONAL HEALTH CARE PLAN 


The Medical Committee for Human Rights 


espite the massive infusion of gov- 
D ernment monies, institutional health 
care providers face a virtual collapse of 
the old methods of financing. Private 
hospitals are threatened by skyrocketing 
costs. This in turn endangers the drug 
and hospital supply companies who de- 
pend on hospitals as retail outlets. Blue 
Cross rates leap higher and higher, and 
subscribers protest. Trade unions must 
allocate an increasing portion of wage 
hikes to merely maintain their present 
level of medical benefits. The swollen 
costs of employee health benefits shrink 
corporate profits. State and local govern- 
ments cannot afford the rising costs of 
their medical programs. Finally, not only 
poor but middle-class consumers find 
medical costs beyond their means. 

The solution embraced by the provid- 
ers and financiers of medical care is some 
form of national health insurance. The 
new ingredient in the old struggle for na- 
tional health insurance is the powerful 
array of forces now favoring its enact- 
ment—private hospitals, parts of the 
medical-industrial complex, Blue Cross, 
labor, management, and federal, state, 
and local government. 

While there are significant differences 
among the various health insurance pro- 
posals, all are essentially schemes for 
financing medical care. While some of 
the proposals encourage group practice, 
none seriously confronts the fundamental 
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issues about the American health system 
—]profiteering, public accountability and 
consumer control, accessibility, and ra- 
cial and sex discrimination, All the na- 
tional health insurance proposals, no 
matter how liberal, would give public 
funds to the profit-making sector to do 
with as it wishes. k 

The national health care plan pro- 
posed by the Medical Committee for Hu- 
man Rights begins where the most pro- | 
gressive of the current health insurance | 
proposals, Senator Kennedy’s Health Se- 
curity Act, leaves off, and addresses the | 
fundamental inequities in the American 
health care delivery system. 


ORGANIZATION | 
All people residing in the United 
States are equally entitled to complete 
treatment and preventive health services, ` 
easily accessible in their own commu- 
nities, and with no charge at the time of 
obtaining service. We oppose deducti- 
bles, co-insurance, and limitations on 
services. k 
The health care system we now have 
should be converted into an orderly ar- 
rangement of community health centers, 
general hospitals, and specialty medical 
centers. The community health center | 
will provide a wide range of treatment, 
preventive, educational, social, and re- 
habilitative services, including dental, 
mental health, obstetrical, and optome- 
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tric care, and X-ray and laboratory ser- 
vices. Transportation, child care, and 
home care services will be essential com- 
ponents of the community health center. 
Care will be provided by interdiscipli- 
nary teams of health care providers. 
Door-to-door preventive health care 
screening and education will be made 
available. 

Each community health center will be 
linked to a general hospital for hospitali- 
zation, specialty consultation, or special- 
ized diagnostic or treatment procedures. 
General hospitals, in turn, will be linked 
to regional specialty hospitals for par- 
ticularly difficult problems. This organi- 
zational plan combines the need for high 
quality, personal care in the patient’s 
neighborhood, and the need for special- 
ized and technical medical knowledge 
and equipment. 

MCHR believes that poverty, malnu- 
trition, racism, occupational hazards, 
war, and pollution are major underlying 
causes of disease. Here we speak only of 
the structure of the health care delivery 
system, but the true prevention of disease 
requires solutions to these social and en- 
vironmental problems. 


FINANCING 

Health care should be financed by a 
progressive national tax on total wealth. 

Current national health insurance pro- 
posals would be financed by employer- 
employee payroll deductions, which fall 
heavily on working people, or by income 
taxes. Because of loopholes and tax gim- 
micks, the very rich do not contribute 
their fair share of income taxes. MCHR 
proposes that the health plan be financed 
by revenue collected by strict application 
of the principle that those most able to 
pay be taxed at a higher rate than those 
less able. All forms of income and wealth 


243 


—including salaries, savings, stocks and 
bonds, inheritance, and real estate—will 
be taxed; no tax advantage should be 
gained by placing one’s wealth in parti- 
cular loophole categories. 


PROFITS 

The profit motive seriously distorts 
medical practice. Unnecessary opera- 
tions are performed; useless or even dan- 
gerous drugs are pandered on the public; 
patients are hospitalized who could be 
cared for at home; and money is spent 
on expensive, sophisticated technology to 
the neglect of primary patient care. Bil- 
lions of dollars for health care are di- 
verted by drug and medical supply com- 
panies, health insurance companies, and 
nursing homes into profits, advertising, 
and administration. 

Nobody should gain monetarily from 
another’s sickness. MCHR believes there 
should be an end to profit-making in 
health care. 

The operation of profit-making hospi- 
tals, nursing homes, drug companies, and 
medical supply companies will be turned 
over to non-profit public control. Insur- 
ance companies will no longer have a 
role in the health care delivery system. 
Physicians will no longer be paid on a 
fee-for-service basis, because it encour- 
ages the profit motive to enter into medi- 
cal decisions. 


ADMINISTRATION 

Health care institutions now are con- 
trolled by the same people and interests 
profiting from health care delivery. None 
of the current national health insurance 
proposals challenges this concentration 
of power. MCHR believes that control 
of health facilities should reside with its 
consumers and health workers. 

Every institution providing health care 
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COMMUNITY MENTAL HEALTH 


INTRODUCING A NEW HUMAN SERVICE TO THE INNER CITY: A CASE 
STUDY 


Gerald Bauman 


Lincoln Community Mental Health Center, Albert Einstein College of Medicine, 
Bronx, New York 


Raymond B. Pitt 
John Jay College of Criminal Justice, City University of New York 


The introduction of new human services in deprived urban communities is an in- 
sufficiently understood, complex and difficult process. A dramatic and still unfold- 
ing instance of this process began in 1965 at The Lincoln Hospital Mental Health 
Services, located in the Southeast Bronx, an economically deprived urban commu- 
nity. 

This paper presents, as a case study, the life history of one of those services, the 
Household Project, a psychiatric rehabilitation demonstration-research program sup- 
ported by a grant from the Social and Rehabilitation Services of the Department of 
Health Education and Welfare. Begun in 1968, the three-year project's history is 
not without drama, including the physical ejection by staff members of the project 
director from his office, the arrest of several staff members and the ultimate survival 
and success of the project. 

The project's first 18 months are viewed from three main perspectives: 1) indi- 
vidual staff members' behavior and personal characteristics; 2) the influence of 
"traditional" group dynamics within the project's 17 person staff group of profes- 
sionals, paraprofessionals and clericals; and 3) the impact of events external to the 
project itself, such as rising community militancy, interagency politics, the Lincoln 
Hospital Mental Health Services' upheaval and subsequent reorganization, etc. 

The data appear strongly to support the conclusion that the project passed through 
a series of developmental stages that were predictable from group-dynamic theory 
derived from T-group and therapy group observations reported in the literature. Ол 
the other hand, the pacing, behavioral forms and ultimate outcome of this process 


4” 
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appear to have been significantly influenced by individual staff members’ character- | 


istics as well as by events in the project's milieu. 
It appears that the phasic development described here may be ubiquitous and in 
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fact necessary for the development of effective task groups. Conclusions, inferences, 
and suggestions for future programs are therefore oriented to facilitating efficient and 
productive resolution of these problems rather than their avoidance or prevention, 


NATURAL DELIVERY SYSTEMS: ACCESSIBLE SOURCES OF POWER 
FOR MENTAL HEALTH 


Alice H. Collins 
Field Study of Neighborhood Day Care, Portland, Oregon 


The present crisis in support for human services makes it imperative to explore the 
Possibilities of using natural systems of service delivery. The belief that they consti- 
tute a large and untapped resource for increasing community mental health grows 
out of a seven-year acquaintance with natural systems of family day care. This proj- 
ect involved families with young children. Other investigators have noted the exist- 
ence of natural systems of care that served single adults, returned mental patients, 
and general populations in remote rural areas. There seems reason to believe that 
the method of intervention developed in the Day Care Neighbor Service will be suc- 
cessful in natural systems of service delivery involving high risk populations of 
especial concern to mental health professionals. 

Central to natural systems, it was found, are “natural neighbors.” They most 
closely resemble members of the extended family who were recognized as specialists 
within that system—the aunt who looked after the ill and elderly, the cousin who 
“had a way” with rebellious adolescents. Most of the individuals in extended families, 
like their counterparts in present natural systems, were able to function well most of 
the time through their constant and numerous contacts with one another and with 
the direct and indirect services of their neighborhoods, When more help was needed 
they turned to the recognized system “specialist.” Today, unrelated individuals carry 
on this traditional neighboring activity. It seems probable that others, in different 
positions, also play a neighbor role. Apartment house managers, bartenders, service 
Station operators, coffee shop waitresses may be central figures in systems that center 
about the facility. 

Natural neighbors should not be equated with volunteers or para-professionals 
who have been recruited out of their natural role into a facility and trained to take 
on some professional tasks. Success with natural systems is believed to depend on 
professional acceptance of natural neighbors in a manner analogous to the partner- 
ship offered to members of other professions—education, medicine, the ministry— 
who are helped to solve problems in their own practice in which they retain their 
Position and role, 

The method described for identifying natural systems and the natural neighbors 
central to them, and for relating effectively with them, derives in part from anthro- 
Pology and in the main from mental health consultation. Criteria can be developed 
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for the selection of natural neighbors who, as participant observers, can keep the 
consultant informed as to the idiosyncratic functioning of their system, and as part- 
ners can make use of the consultants’ expertise to augment their own. Client centered 
consultation provides the basic model, although some modifications are necessary in 
initiating and maintaining contacts with natural neighbors and in collecting data 
necessary for evaluation. 

Contrary to present trends, formal training programs are not recommended for 
natural neighbors. Training implies an inferior-superior, or at best, a teacher-pupil 
role and vitiates the desirable colleague relationship. Individual consultative inter- 
views appear to be desirable since natural neighbors can be expected to differ very 
widely in their economic and educational characteristics and life styles. The responsi- 
bility for adaptation rests on the consultant, not on the natural neighbor who is al- 
ready well adapted to his chosen role. It appears probable that, after the relationship 
is established, monthly face-to-face contacts between consultant and natural neigh- 
bor will maintain it. In the Day Care Neighbor Service it was found that one con- 
sultant could maintain contact with fifteen natural neighbors who, in turn, were 
in close touch with fifty to seventy-five different families. 

Evaluation of Day Care Neighbor Service was chiefly of its feasibility and con- 
firmed that the services it purported to deliver—recruitment of natural neighbors, 
maintenance, and matchmaking—were in fact carried ош, The feasibility of other 
natural service delivery systems should be studied under experimental conditions, 
but at this stage, the highest priority should be given to further descriptive studies of 


natural systems and in what ways they are amenable to strengthening through con- 
sultative techniques. 


INTEGRATION OF A SPECIALIZED COMMUNITY MENTAL HEALTH 


SERVICE INTO A GENERAL COMMUNITY WELFARE PROGRAM: GREAT 
BRITAIN'S NEW MODEL ERE 


F. Roy Dennison, E. M. Thomson, George Carson, J. L. Watters 
Department of Social Services, London Borough of Newham, England 


The advantage of a single, unified social service, including mental health, long under 
discussion in Britain and America is being put to the test under the Local Authority 
Social Services Act, which took effect in 1971 in England and Wales. The authors, 
who have all participated in the process, will describe the combining of the Mental 
Health, Child Care (U.S.A. Welfare) and the Welfare Services into one generic 
service, with teams of workers serving the different geographic areas of the Dockside 
Borough of Newham in London's East End. Additional comments from other pro- 
niv people S ks йен including Baroness Serota who had much to do with 
е Act through Parliament, will i i 
critical situations of the new жыш T и esi 


One immediate advantage is the wider spectrum of resources and services made 


Ж 


—- 


COMMUNITY MENTAL HEALTH 249 


available to the family or individual. However, the question arises of whether the 
family is seen as possible recipients of a “generic” service or whether they are still 
categorized as “an old age case” or “child care case.” A brief study of all new appli- 
cations in Newham is being made to see whether assessments are indeed being made 
in terms of individual needs rather than how the individual fits into the agency struc- 
ture and function. 

Some of the matters receiving attention are: how staff members are shifting from 
a specialized to a generic style of treatment, what further training is necessary, and 
how this can best be provided. 

The new organizations are inevitably larger and the new hierarchical structures 
have had the immediate effect of removing the more senior staff from direct service to 
clients to supervisory and administrative posts, and in some situations reducing the 
number of workers available to the clients as well. This presents a challenge in utiliz- 
ing the special skills and knowledge of the various team members to the greatest 
advantage. Newham had developed a strong and effective network of mental health 
services, including close working relationships between hospital-based and com- 
munity-based personnel, The matter of maintaining and extending the collaboration 
of psychiatrists and social workers is an important aspect in maintaining the effec- 
tiveness of the services. Some as yet unanswered questions are: how the generic social 
worker will develop the skills and knowledge of some of the present specialist work- 
ers, how tasks requiring less skill and knowledge can be defined and assigned to 
workers with less training and experience, how the new district organization can be- 
come viable, sensitive organisms, able to respond to their smaller neighborhoods, 
with full participation of the voluntary organizations and the citizens themselves. 


LOVE TO SHARE: A COMMUNITY PROJECT TAILORED BY OLDSTERS 
FOR “LATCH-KEY” CHILDREN 


June В. Ellis 
Child and Family Consultants, Inc., Fort Smith, Arkansas 


National awareness is increasingly focused not only upon the dilemma of personal 
and social maladjustment of the aged, but also upon the personal and social dysfunc- 
tioning of an increasing number of elementary school age children whose mothers 
are absent from the home. For both groups, these crucial phases in their life cycle 
are often characterized by an unpredictable family system with no one to listen 
or hear their needs. This paper presents a description of the Love to Share Project, a 
model of intervention suitable for large scale application to counteract despondency 
in oldsters by providing them with a source of love and a feeling of usefulness and 
to counteract withdrawing behavior in children by providing them with a special 
milieu tailored to foster healthy emotional development. “Love to Share” Centers 
are selectively situated in areas of high incidents of working mothers and are staffed 
by forty-four oldsters, men and women fifty-five through eighty-two, who feed and 
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care for one hundred “latch-key” elementary school children after school until their ' 


parents return home from work. 
Data was drawn from the Family Service-Travelers Aid Agency from which old- 


sters sought financial assistance and counseling and parents sought help in under- 
standing withdrawn behavior in latency children. These children consistently had 
one thing in common—they entered the house alone at the end of each school day. 
Interviews revealed that the empty house triggered feelings of their internal emptiness 
and aloneness, bringing about varying degrees of withdrawing behavior. Statistics 


Ж 


supporting the need for the project were compiled through the Bureau of Census, the | 


. Fort Smith Public Schools, and the Fort Smith Chamber of Commerce. 

Among the oldsters employed in the project, 50% were housewives between the 
ages of 60 and 70; widowed more than one year; retired more than two years; and 
had raised 2-3 children. Sixty percent considered their health good and 87% said 
they had no special health needs that should be considered with respect to the job. 
Educationally, 40% had more than an eighth grade but less than a high school edu- 
cation and 40% had a high school but less than a BA in college. Ten percent hada 
BA in college and three percent a MA degree. Two percent omitted education on the 
application. 

The success of the project is measured in the children’s continuing to come to the 
centers and the fact that 75% of the original applicants are still employed. 

At the conclusion of the first year of the project, 100% said looking forward 10 
working оп the project added interest to their life and broadened their ideas and 
interests. Fifty percent listed the love of the children and 33% gave making friends 
with others oldsters as an important gain for them. 


SLOGANS, SLOTS AND SLANDER: THE MYTH OF DAY CARE NEED 


Arthur С. Emlen 
Portland State University, Portland, Oregon 


In a position paper on day care policy, the thesis is advanced that the alle ed need 
ee: of day care slots arises from a mistaken diagnosis of жей. дау 
vailing ee paper are to examine рі 
sumer demand did t RU nog dicusiproblems of estimating СОЁ 

The paper is vui. present a coherent philosophy of day care needs and services 
eral years of original оп a critical review of the literature and on the results of 52% 
п es к and demonstration by the Field Study of the Neighbot 
dren’s жаз While th ystem, a research project funded by the United States Chl 
care arrangement е informal neighborhood da; 
three i ers in Portland, Oregon, the results 0 
2 es samples debunk the ugly caricature of private family day cate? 


The myth of day care need is based partly on the mistaken assumption that рї 
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vate, informal varieties of day care are of poor quality; yet the available studies, in- 
cluding our own research, lead us to a much more favorable view of family day care 
as a type of care that is preferred and used by large numbers of working mothers not 
only because it is physically convenient, flexibly accommodating, socially ap- 
proachable, and consumer controllable, but also because it is perceived, and cor- 
rectly so, as a comfortable and familiar setting in which one finds a responsible 
nuturant caregiver who is capable of providing love and comfort as well as new so- 
cial learning experiences for the infant, toddler, or preschool child. These caregivers 
are not a mercenary lot who take excessive numbers of children in a commercial 
enterprise; rather they are women who find the role of caregiver gratifying and who, 
because their own nests are now beginning to empty, respond to the needs usually 
only of one, two, or three other children. Most of the children in these arrangements 
are under six years of age although their older siblings usually join them after school. 

Study of the social interaction between mothers and sitters in family day care has 
revealed a remarkable capacity by both parties to overcome the strains they report 
arising from the competing role requirements of being working mother or home- 
maker or caregiver and homemaker, and—despite these pressures—to create an ar- 
rangement in which they can report a high degree of satisfaction with the adjust- 
ment of the child and with each other’s concern for the child. 

Those who seek to improve the quality of private family day care should recog- 
nize that even without the benefit of supportive services this informal system of child 
care has much to recommend it. Its viability rests upon a natural feasibility and on a 
fit between the needs and satisfactions of the parties to the arrangement. Family day 
care is a widespread cultural invention that meets the day care needs of young chil- 
dren оп а scale twice the magnitude of day care centers. 

National thinking has become fixated on the day care center as the answer to the 
needs of the working mother or as the context in which compensatory educational 
and child development programs should take place. It is only the idea that day care 
has to take place in an organized facility that leads to the claim that millions of new 
day care facilities are needed. By assuming that informal child care arrangements in 
family settings represent part of the need, when in reality they are the nation’s pri- 
mary natural resource for out-of-home day care, the myth alleges need where it does 
not exist and makes for widely inflated estimates of consumer demand. 

We conclude that the potentials of private family day care are sufficiently promis- 
ing to justify our accepting it as a basic resource to which we could bring supportive 
services designed to strengthen and enrich it further. We advocate an approach that 
would rely on informal child care arrangements made in the home and in the neigh- 
borhood, that would use natural systems of service delivery (such as we demon- 
strated with the Day Care Neighbor Service) to reach and strengthen child care pro- 
vided in such settings, and that would call for economic, social, employment, and 
educational policies to help change the rates at which satisfactory child care arrange- 
ments are made. 
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GROUP HOMES FOR SCHOOL AGE CHILDREN IN DAY CARE 


Norman S. Finkel and Sylvia G. Thomas 
Samuel Paley Day Care Center, Philadelphia, Pennsylvania 


For the past year and a half the Samuel Paley Day Care Center, a United Fund 
agency and Federation of Jewish Agencies Constituent, has administered an after 
school day care program for older elementary school age children in families in the 
community. The purpose of the project was to demonstrate how such homes could 
effectively be used to provide day care for children ages nine through eleven after 
their school day. 

In the pilot phase of this program the agency operated two group homes serving 
ten children. During this period we found that the group homes are not only an effec- 
tive tool in working with older school age children but can be an effective means of 
helping the moderately troubled school age child through the development of a thera- 
peutic environment within the group home. 

Though it is recognized that day care, as a child welfare service, strengthens family 
life by supplementing and supporting the home, day care for the school age child has 
been a neglected area of child care. In the development of our own service in the 
past four years we have initiated day care for school age с ildren in our building and, 
through the use of two group homes, day care for the older school age child. 

Younger school age children in day care are served in large play groups. The 
demonstration project, using group homes in the community, offers a way of pro- 
viding an appropriate environment for the older school age child. The older child 
needs a small group because it offers him maximum opportunities for interaction and 


- 


the development of friendship ties with his peers. The informal friendship group 


enables the older school age child to meet his needs in a better way than is possible іп 
the large group. 

Residential treatment, whether in agency operated group ho itals, of 
placement in a day psychiatric facility ЙА ы» iie m odd 
when an agency has determined that a child requires more intensive treatment than is 
possible in out-patient counselling. Residential treatment requires separation of par- 
ent and child. It is a difficult, traumatic experience for a family. Day treatment 79% 
quires placement of the child in a special setting. The group home allows the familj 
to remain intact, enables the child to continue to live in his own community and be 


helped in an agency setting that is an accepted and natural part of the community. " 


ae = e care center, particularly a center administered as a child welfare 
2 iui di 

ns conducive to the development of psychological dis 
orders. The day care center is in the unique position of being able Bes incipient 


imd : = 
otional disturbance and to do something about it. It can function in a preventiv? 


sense and, in the instance of the disturbed child, as treatment 


Troubled children are enrolled b: i i 
л у their parents in the center not they а 
troubled but because their parents need supplemental help in Bux am for 


them. In day care we frequently see the family in which there is a working mothe 
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and a child who, though disturbed, is not so disturbed that he must be placed. Often, 
day care centers work with such children feeling that participation in the daily pro- 
gram can help the child. The parent is usually urged to seek counselling. Sometimes 
this is a condition the parent must accept if the child is to remain enrolled at the day 
care center. It is our assumption that though day care is helpful to both the child and 
his parent, it has the potential to be far more effective if a treatment orientation is 
built into the program of care. It is also a possibility that, without treatment, the 
troubled school age child will flounder in adolescence. 

The paper will discuss evaluations done prior, during and following a child’s 
placement at the Center. These include: a) comparative evaluations of a child’s ad- 
justment in school; b) comparative evaluations of parent-child relationships during 
placement; c) evaluation of the child in the group home by group home mothers 
group leaders; d) parental assessment of the child; and e) evaluation of the parent- 
child relationship. We will also consider a) diagnostic criteria used for placing chil- 
dren in the home; b) in-service training programs developed for group mothers and 
group leaders; c) criteria for evaluating whether the group home is effective; and 
d)criteria for evaluating the child’s experience in the group home. 


PROMOTING ACCOUNTABILITY IN MENTAL HEALTH SERVICES: THE 
NEGOTIATED MANDATE 


Harvey M. Freed 


Community Mental Health Program, Illinois Department of Mental Health and the 
University of Illinois College of Medicine, Chicago, Illinois 


While money was more readily available for mental health services in the 1960s, the 
same rate of increase in funding cannot possibly continue in the 1970s because of the 
generally much higher funding base with which the decade began. And the many 
demands that will be made on the tax dollar will present mental health programs 
with stiff competition from other health, education, and welfare needs. In poor com- 
munities with a multitude of problems, health services often are not priority— 
mental health services even less so. Cries of professional organizations will not be 
heeded, since they will be seen as self-interest groups. An alternate course of action 
is to build community support for mental health services. 

Two features important in obtaining such suport are localism and the negotiated 
mandate. That is, programs should be as neighborhood based as possible, since this 
encourages citizens to engage actively in the process of negotiating about the use of 
resources, Priorities established centrally, whether at the federal, state, municipal, or 
even program level, may not impress community residents with their significance. 
Therefore, the task of being responsive to community needs will often necessitate 
stretching the mental health mandate sufficiently to cope with some of the problems 
felt by the local constituency to be most critical, even though they may have a tenu- 
ous relationship to “mental health"—i.e., problems revolving around jobs, housing, 
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education, etc. The danger of stretching the mandate so far that funding sources 
be alienated will be minimized if the local citizenry is brought face to face with 
funders, in order to promote negotiation of the mandate and mutual accountability, 

A second advantage of negotiating program mandates at the neighborhood le 
is that such a process promotes the growth and development of more respon 
community leadership, The necessity to define what “the community" wants 2 
how best to obtain it encourages those who purport to be leaders to represent ОЙ! 
more effectively. After all, the goal is not to co-opt the most capable citizens so 
they form a lobby for the enlargement of the mental health establishment, but тай 
to encourage them to develop the capacity to obtain sufficient resources to mot 
effective programs wanted by their constituents. 

An example of such interaction has occured in the Medical Center Commun 
Mental Health Program in Chicago, sponsored by the Illinois Department of Men 
Health and the Department of Psychiatry of the University of Illinois College 
Medicine. The program serves four communities, with outposts and relatively au 
nomous programs in each. The local programs have very different characters bal 
on the different needs of these black, Mexican and Central European communiti 
respectively. One program strongly supports Chicano community organizatiol 
efforts, a second emphasizes clinical work and consultation with established inst 
tions whose goals are generally consonant with the Central European residem 
while the third and fourth are subcontracted to two black community organizatio 
in an effort to support and build on their leadership potential for their neighbi 
hoods. The latter focuses heavily on problems of employment, housing, and welfa 

Such an arrangement poses certain organizational and administrative difficultit 
But it also offers opportunities to obtain meaningful community support in the í 
velopment of mental health programs, and to promote responsible commun 
leadership. 1 


EFFECTS OF NEIGHBORHOOD WORK TRAINING PROGRAMS ON 


ene EXPERIENCES OF ECONOMICALLY DISADVANTAGE 


Irwin J. Goldman, Martin Kohn, Roslyn G. McDonald 
New York State Division for Youth, New York, New York 


The New York State Division for Youth has recently completed a longitudinal stu 
of the effects of neighborhood youth and work training programs on the subsequ 
employment experiences of out-of-school, out-of-work, economically disadvantag 
youth. Four programs in New York City were studied. Three offered four months 
training that included supervised work experience, remedial instruction, group 
individual counseling, job referral, and trade training in one program and job ski 
training in another. The fourth program emphasized individual counseling and |6 
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referral. The mayor question of the study was whether one or more programs had 
affected the subsequent employment of trainees, and, if so, in what manner. 

Male applicants to the programs during 1962 through 1965 were the subjects of 
follow-up investigation. Information was obtained primarily through interviews with 
the youths, supplemented by information from relatives and records, At the time of 
program application, applicants were randomly assigned to experimental and con- 
trol groups, with only the former entering the programs. To our knowledge, this is , 
the sole evaluative study of community youth training programs relying on random 
control groups and extensive analysis of post-program employment histories. 

The main findings of the study were that programs apparently affected employ- 
ment along one dimension, related to job mobility, but did not appear to affect any 
other dimensions examined. Subjects, up to four years after they left the programs, 
appeared less likely than controls to change jobs, to change occupational fields, or 
to aspire to jobs of a different occupational level than current jobs, and appeared 
more likely to hold individual jobs longer. The effects on job mobility appeared to 
increase with age of youth at follow-up, suggesting that program effects may not 
become fully apparent until several years have elapsed. However, no differences 
were observed on the characteristics of jobs held, rate of employment, annual in- 
come, or satisfaction with the job situation. 

The findings indicate that neighborhood-based training programs may have a 
significant impact on job behaviors within the control of the youth, e.g., his willing- 
ness to remain with a job. However, doubts are raised regarding the ability of such 
programs to actually lead to improved job opportunities. Further findings in this 
study indicate that the youths do not want to maintain for other than short periods 
of time the jobs which they actually do obtain. Programs may be improved by 
stressing such services as effective job placement and development, and counseling 
after a youth obtains a job. Beyond this, other types of governmental action appear 
necessary to alter the number and kinds of jobs available to disadvantaged youth. 


A TRADITIONAL AGENCY SERVES ITS COMMUNITY IN NEW WAYS 


Harriet Goldstein 
Association for Jewish Children, Philadelphia, Pennsylvania 


This paper describes a group counseling drug prevention program for over 7,000 
eighth grade students that was introduced by the Association for Jewish Children 
throughout the Philadelphia Public School System. The rationale for the program 
as a preventive measure developed as the agency surveyed the number of children 
requiring placement who used drugs as a means to handle their adjustment difficulties 
and as the agency evinced its philosophy to try to avoid breakdown of children 
through methods of earlier intervention. Additionally, the sectarian agency that con- 
ducted the program did so as a way of making a contribution to the community out- 
Side of its normal work. 
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The project was made possible by a $100,000 grant. The primary goals of the 
project were 1) to inform students about drugs, and 2) to give them an opportunity 
to discuss the personal and social concerns that might lead youngsters to drug use, 
The eighth grade was chosen because this is a crucíal year, preparatory to entering 
high school, Parent counseling groups were also formed in order that parents might 
become more aware of their relationships with their children and with the current 
life experiences their children were having. 

The program was carried out through a staff of eight counselors, each assigned to 
one of the eight school districts in the city. The counseling groups consisted of 15 
children who met one hour for eight weeks. The project covered four eight-week 
sessions. As an additional dimension to the impact of the project, children were 
taken on field trips to drug treatment centers, and parents and children attended 
evening showings of How Was the Trip?, a Plays for Living drama about drug abuse. 
Parents, children, school personnel, and the drug counselors became involved in 
community programs developing drug control facilities. 

The paper will discuss the group counseling techniques utilized with the children 
and parents and will describe the pre-planning with the Board of Education, which 
resulted in a successful collaborated effort between the schools and a voluntary 
agency. The additional benefits accrued from the program will be analyzed. 


RADICAL APPROACHES TO THE FORMATION OF A COMMUNITY 
MENTAL HEALTH CENTER: NEW WAYS OF OUTREACH AND 
DELIVERY OF SERVICES TO A POOR, INTEGRATED COMMUNITY 


Nathaniel McCaslin 
Western Michigan University, Kalamazoo, Michigan 


Bernard Klappersack 
North Shore Child Guidance Center, Westbury Branch, Manhasset, New York 


The main objective of this paper is to describe the radical and innovative approaches 
needed to open the Westbury Branch Office of the North Shore Child Guidance Cen- 
ter in polarized communities. The authors will attempt to demonstrate that commu- 
nity approved programs сап be established in poor, integrated communities. The paper 
will describe how a mental health center in this type of setting needs to focus more 
on a comprehensive health picture and a total approach to each individual. The put 
pose will be to describe how in this format emphasis is on community participation 
in directing and setting goals and how the old child guidance clinic, based on 4 
medical model, is rapidly becoming a thing of the past. 

The data for this paper will be in the form of a case history of social action. The 
data collection will be historical in describing how the clinic came to be established 
in the community and in detailing the amount of ground work that was needed be- 
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fore such a community based clinic could actually open its doors. Secondly, the 
method of data collection will highlight a social action case history following one 
child through his contact with the clinic. Through this case history, which will in- 
clude not only clinical work but sociological, political and health intervention, the 
process of total involvement will become much more clarified. In addition the paper 
will describe the many roles that clinic staff members must play on a daily basis. A 
listing of the current areas in which the clinic is involved will be presented to illus- 
trate the amount of community involvement of a clinic such as this on any given day 
or week. 

The basic point of this paper involves the findings that a community clinic must 
include all types of problems within its doors. Therefore, there is no type of problem 
that can be defined as outside of the clinic’s realm. According to this type of struc- 
ture the clinic becomes responsible for all problems brought to it in one way or an- 
other. The clinic may either deal with the problem directly if it is within its area of 
expertise; if not, it is then obligated to see to it that the individual is put in touch 
with an agency that can deal with the problem. To achieve this, the authors stress 
the importance of being thoroughly familiar with the socio-political structure of the 
community where service is to be offered. Also, unless staff members are willing to 
adopt a new or modified modus operandi, the chances of experiencing success are 
greatly minimized and the possibility of alienating potential consumers of services is 
increased. The involvement of community residents during the initial planning stages 
is of utmost importance and in this particular project served as a unifying force for 
the residents who were physically and psychologically polarized by past experiences. 
The presented material is by no means the answer to overcoming all of the problems 
involved in delivering services; however, it can serve as a model for working in com- 
munities with a similar socio-political structure. 


NEW MEXICO’S COMMUNITY DEVELOPMENT PROJECT: AN 
EXPLORATION IN HUMAN SERVICE DELIVERY 


Judy Mayhon and Lawerence C. Brown 
Health and Social Services, Santa Fe, New Mexico 


Paul R. Dingman and Ron Melancon 
Grafton State Hospital, North Grafton, Massachusetts 


The Community Development Project of the New Mexico Department of Health 
and Social Services grew out of the necessity to find new means to develop and to 
provide services for the relief of human suffering. As the 60s progressed, it became 
clear that New Mexico could never support through tax funds the quantity of services 
needed, It was also becoming clear that traditional health and social service con- 
ceptions of delivery systems would not provide the degree of effectiveness required. 
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The project was initiated with the placement of community social workers ani 
community social service aides in selected areas that represented a wide variety j 
geography, ethnic composition, economic base, and community attitudes tov 
public welfare. Y 

The task assigned to the community social workers was to seek out problem are: 
and needs, the resolution of which could be accomplished principally by the acti 
ties of the citizens of the community with minimum technical assistance by the paid 
staff of the Health and Social Services Department. The problems selected for atten- 
tion as part of this project encompassed virtually every conceivable aspect of hu- 
man need or suffering. They ranged from extremely concrete problems, such as the 
development of a water supply system in a small community, to quite abstract prob- 
lems, such as the development of citizen participation in confronting welfare boards 
and the State Legislature regarding the state's discharge of its responsibilities toward 
citizens. 

The degrees of success with which these community efforts met ranged, of course, 
from very nearly total success to very nearly total failure. More important, the 
project served its purpose in delineating a wide variety of ways in which citizens can, 
with relatively little paid technical assistance, define the problems that face them, 
outline the means and techniques that can be brought to bear upon these problems, 
and develop the strategies for enlisting resources and marshalling the resources and 
techniques in the fulfillment of their goals. 

The paper describes programs of community action initiated during the project, 
with the assistance of the community social workers and social service dei 
also describes programs subsequently developed spontaneously within commuli- 
ties in New Mexico. It also attempts to establish some concensus concerning basit 
principles upon which community social workers may operate. One factor that 
stands out, in reviewing the experiences of community social workers in the project, 
is that there is an apparent necessity for each individual to discover basic principles 
for himself, largely through his own experience, often by trial and error. In spilt 
of differences in the background or education of individuals, geographic distint- 
tions, and length and type of training, there existed a common tendency for each 
individual to “rediscover the wheel.” Dramatic failure or success or some it 
fluence of strong impact also seemed to be necessary. For example, each worket 
found out in his own way and time that citizens have both the right and the 1 
sponsibility to determine what is the necessary work in their community, how thè 
work should be done and who should do it; the largest single factor in determining 
what will or will not happen in the community lies within the citizens of that 
community. y. 

There is much evidence to suggest that professional workers may very well 
rob citizens of their rights and responsibilities, preventing them from developing 
their own abilities and creating a dependence on the professional worker. Thus the 
ultimate goal of community development is to make it easier for citizens to сапу 
out their charitable impulses toward fellow citizens, to help, the ordinary citizen) 
find the best way of relieving suffering among his neighbors. In whatever capacity 
citizens choose to become involved, the job of the professional is to develop 
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"environment in which both paid and unpaid workers may assist individuals to 
‘develop to their fullest. 

The community social worker has to give up the pleasure of this particular job 
nself because the citizen has more of a right to that pleasure than the pro- 
fessional worker. A professional worker, in letting the community become involved, 
very often finds new areas of satisfaction, one of which is assisting citizens to 
assume responsibility, progress, and grow. 


“CITIZEN PARTICIPATION IN COMMUNITY MENTAL HEALTH 
AT THE MUNICIPAL LEVEL 


Thomas F. McGee and William J. O’Brien 
Mental Health Division, Chicago Board of Health, Chicago, Illinois 


` Concerted attention has been focused on citizen or community participation in re- 
lation to mental health services; it is clear that a wide range of such participation cur- 
rently exists. However, this participation has tended to occur at the local com- 
munity level. Although local citizen participation in mental health services is 
crucial, citizen participation at the municipal level is of at least equal importance. 
The municipal level is where basic struggles about the existence and direction of 
mental health services occur. Citizen participation at this level also enhances 
sanction and recognition for local community participation. 
. In Chicago, as local communities became involved in the development of com- 
Ж munity-based mental health services, a city-wide board of citizen participants 
developed to participate in and review problems in municipally sponsored mental 
health services throughout the city. At its inception this body consisted of ten dele- 
gates representing five community-based centers. Presently, the Community Mental 
Health Board of Chicago consists of thirty-six delegates drawn entirely from eigh- 
teen community-based mental health center advisory boards. Since its establishment, 
it has been active and influential in a wide spectrum of mental health issues at both 
local ай. municipal levels. It is clear that the strength, vitality, and community 
relat Chicago’s mental health program would not exist without the in- 
і formed:and active participation of this body. i К 
Vigorous citizen participation at the municipal level is essential if meaningful 
mental health services are to be delivered consistently at the local level in an urban 
Setting. Both problems and promises are associated with genuine citizen participa- 
tion on a city-wide level. Problems arise as the health and political establishments 
may fear this type of participation, and may attempt to subvert or dilute it. To the 
\4 değree that such citizen participation develops spontaneously rather than being 
elected or legislatively appointed, it has a tenuous existence, and its chief strength 
lies in influence rather than power. Such centralized citizen participation may be 
effective in promoting community mental health, but it tends to have limited im- 
act in other health and welfare areas. 
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A major strength of citizen participation at the municipal level is found in shared ! 
successes and frustrations by many community participants, which leads them to 
become more adroit and sophisticated in approaching mental health issues. Knowl- 
edge, strength and experience gained on a municipal level greatly enhances local 
citizen participation. City-wide citizen participation forms a strong base for citizen- 
professional coalition necessary to develop and maintain community mental health 
services at all levels in an urban setting. While citizen participation in mental health 
services is vital at the local level, it is even more necessary at the municipal level, 
if the promises of community mental health are to approach fulfillment. 


ACCOUNTABILITY, MANAGEMENT INFORMATION AND SERVICE 
EVALUATION IN MENTAL HEALTH CARE: AN OUTLINE: 


Stephen I. Ring 


Eastern Pennsylvania Psychiatric Institute, Philadelphia, Pennsylvania; and Depart- | 
ment of Psychiatry, University of Pennsylvania Medical School 


The community mental health movement started a decade ago. Not enough con- 
clusive information has accumulated as yet concerning the effects of service reor- 
ganization on psychiatric morbidity and disability. In the next decade further 
changes will be planned along with the impending reorganization of general health 
care delivery. This paper outlines the potential components and ‘structure of à 
psychiatric patient accountability, management information, and service evalua- € 
tion system which appears simple enough for utilization under service circum- А 
stances yet factual and inclusive enough to provide some of the much needed 
information for an on-going process. 

The data collection characterizes the area population, the patients, and the 
services as an interlocking system. It measures services in the traditional terms: 
amount and type of treatment and treatment personnel, volume and type of patients. | 
It compares the demographic characteristics of the patients with those of the area 
population (representativesness). It documents the distribution of the total avail- 4 
able treatment time, funds, and personnel among the various demographic and 
diagnostic patient groupings. The outline also addresses itself to organizational _ 
features (e.g. comprehensiveness, integration and responsiveness of services); 10 
at least some assessment of treatment effectiveness and outcome; to aspects 0 
care concerning the mental health components of social pathology in population 
groups (6.8. juvenile delinquency, illegitimacy, school-dropouts, etc); and finally 
to cost-benefit analysis. b 

Particular care is taken to keep the amount of data to be collected at a minimum | 
and to maximize the benefits of the analysis of the data both to clinicians an 
administrators. A 

The system reflects the deficiencies of contemporary knowledge. Nevertheless | 
utilization (and continuous refinement and expansion) of such an information 
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evaluation, and accountability system, which aims to include measurements on 
service effectiveness and efficiency together with the more customary service sta- 
tistics on volume, will allow for a more objective appraisal of the accomplishments 
of mental health care, and therefore, for a more factual planning of further changes 
in the service system. 


FAMILY DAY CARE: ONE ALTERNATIVE IN THE DELIVERY 
OF DEVELOPMENTAL SERVICES 


June Solnit Sale 
Pacific Oaks College, Pasadena, California 


How best to meet the developmental needs of young children of working parents 
has led many to believe that the only solution may be found in group day care 
centers. The findings of the Community Family Day Care Project demonstrate that 
an alternative, small neighborhood-based arrangement of family day care also meets 
the developmental needs of children, as well as their families in terms of location, 
value systems, and cost. 

This paper will describe the operation of a federally-funded demonstration proj- 
ect in Pasadena, California, developed by Pacific Oaks College for the purpose of 
exploring existing family day care programs in order to determine means by which 
they may be supported and made more effective for young children, their families, 
and family day care mothers. The 22 family day care homes involved in the project 
deliver a variety of child development services to a diverse group of children and 
their families by women of mixed ethnic and economic backgrounds, The educa- 
tional, affective, and social nature of the programs are not babysitting and have 
never been given the recognition they justify. It became clear to the staff that the 
opportunities for horizontal diffusion within a neighborhood are significant in this 
kind of arrangement because family day care is a model of child-rearing that may 
be replicated in a parent's own home. 

In order to learn about this ubiquitous network of child care, licensed and un- 
licensed family day care mothers were hired by the Community Family Day Care 
Project as consultants and teachers. They were hired as consultants to the staff in 
discussions of problems and solutions to the everyday situations concerning family 
day care. The meetings provided a place for family day mothers to come and dis- 
cuss problems of mutual concern and socialize in a comfortable setting. They were 
hired as teachers of ten college students who were placed in the family day care 
homes in order to fulfill practicum field requirements in working with young chil- 
dren. All discussions were taped and students and staff were required to keep de- 
tailed logs of their work in the homes and community. Other services offered by 
the project included a toy loan; participation in a cooperative nursery school for 
Children requiring some time in a larger group placement; some college based 
classes designed specifically for family day care mothers; a monthly bulletin edited 
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by a family day care mother; and other connections with meaningful community 
resources. 

After the completion of one year of work with the family day care mothers, the 
notion of a self-help organization evolved and is now in the process of becoming 
realized. The initiation and implementation of the organization for the purpose of 
enhancing the status and importance of family day care, as well as making the 
service more visible will be described. 


) 
COMMUNITY CONTROL ІМ MENTAL HEALTH: HOW FAR CAN IT 60) 


Pedro Ruiz and Manfred I. Behrens 
Lincoln Community Mental Health Center, Bronx, New York 


This paper is being prepared in an attempt to measure the effects and consequences 
of a mental health program where consumer participation is applied. ү 
The analysis and experience presented in this paper is based оп а two-year 
follow-up (October 1969-October 1972) of the Lincoln Community Mental 
Health Center, an affiliated program of Albert Einstein College of Medicine 
of Yeshiva University, located in an urban ghetto in the Southeast Bronx 
After a complete disruption of services in March 1969, this program has regained 
its strength. A full review of the impact that community participation and/or control 
had exercised on this program is presented with special emphasis on how service 
delivery and the quality of services have been affected by this experience, This tWo- t 
year analysis is offered as a model alternative for the problems confronted in the 2101 
of mental health in the urban ghettos of this country. Special attention is placed 
on the use of nonprofessional staff (indigenous community mental health workers) 
as a way of resolving the shortage of manpower in the mental health field, as wel 

as providing better service delivery for poor communities. 

In general, a new approach to the mental health program is being outlined, 
one in which the community is the major tool in the finding of new philosophi 
and roles. This opens up new avenues for research in in the field of community 
medicine and social psychiatry. 
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THE RE-TOOLING OF A CHILD GUIDANCE CENTER: CHANGES AND 
CHANGEOVER FOR THE TASKS OF THE 70s. 


Rosalind M. Sands 
North Shore Child Guidance Center, Manhasset, New York 


Arthur K. Young, 
North Shore Hospital, Manhasset, New Y ork 


Like many child guidance clinics, North Shore Child Guidance Center (a mental 
health facility for parents and children in Manhasset, New York), after years of 
defining the role of the clinic team, assiduously performing traditional “treatment,” 
defending performance even when results were cloudy or disappointing, and narrow- 
ing services to those “treatables” who could fit into the slots offered, found itself 
in another world, Listening to the ferment in the country and following the man- 
date of community action groups, we sought to give service to the poor, the 
blacks, the disadvantaged, and the minorities. We hired paraprofessionals, departed 
from rigid “treatment” formulations, used new modalities (drugs, family, and 
group), and began outreach into untouched areas of the community. At the 
same time, the mental health field, reeling from the impact of these changes, was 
reexamining old, basic and “untouchable” tenets, and voices were crying that 
the emperor really has no clothes. Like a patient who selectively hears what he is 
ready to hear, we finally heard a prominent mental health expert say that the 
child guidance movement has been dead for 15 years. This had special impact 
for us, since when he said this a year ago, we were 14 years old. We are now 
engaged in re-definition of function, and in “re-tooling” so that form can be allied 
with function, We have approached the delineation of function and the “re-tooling” 
in stages of transition. Expressive of the continuing upheaval in the field, there is 
disparity in the thinking of the staff. 

Thus the plan of this paper—for change from traditional clinic, to interim design, 
to ultimate goal of radical restructure—represents the views of some, but is not the 
defined policy of the center. The paper describes five main thrusts to interim change: 
to discard the medical model; to reconsider definitions of mental health; to give 
weight to biological, physiological, social, and economic determinants for service 
and programming; to alter delivery of services by ensuring consumer participation, 
new kinds of staff, linkages with other community organizations such as hospitals, 
health groups, and schools; and to use a public health orientation which basically 
Means work with the poor. In the implementation of these avenues of work, freed 
from the burden of the past, we can innovate and create, focussing on problem 
Solving, rather than personality change, and more valid determinations of situations 
appropriate to traditional modalities. In addition, there would be emphasis on 
Programs such as early childhood diagnostic centers, treatment in the home, and 
Clinics on wheels. To make possible the interim plan, we suggest immediate 
Structural changes, adding community organizers to the staff and having consumer 
and community representatives sit with professional staff for programming and 
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with the board and executives for agency direction, We see as a possible ultimate 
design a comprehensive network of health, child care, and mental health resources 
for zero through adolescence—day foster care for infants, homemaker and house- , 
keeper aids, kibbutz-type features such as communal dining rooms, and medical 
and dental care—as freely available as are public schooling, social security, and 
medicare. 

But whatever the design, the consumer through his community organizations 
would determine the kind of care and facilities he wants and their location, 
Mental health would be only one of a number of such services. We emphasize | 
primary changeover from an elitist position, with the hierarchy of the old clinic i} 
team and board, to a democratic position in which the community can plan for 
its own destiny. We are aware that radical restructuring, “re-tooling,” and change- 
over create problems vis à vis the “establishment” of the present clinic. With such 
change, roles alter, power is transferred or shared, and different demands are 
placed on professional staff. The paper discusses these problems, as well as the 
special stresses in training and working with paraprofessionals, recruiting and 
holding black staff, and recruiting consumers for the tasks described. 


DON QUIXOTE WON’T YOU PLEASE COME HOME? 


Gary L. Tischler and Sheila W. Wellington 
Yale University School of Medicine, New Haven, Connecticut 


Less than ten years have elapsed since the passage of the Community Mental Health L 
Centers Act of 1963. The statute signaled the the institutionalization of a move | 
ment for change in both the scope and nature of mental health services that had 
begun shortly after the end of World War II. With the passage of the legislation, 
a number of centers found themselves confronted with the enormous task of translat- 
ing a rather broad and ambiguous legislative mandate into an operational reality. 
Dilemmas encountered during the process of implementation have caused many 
adherents, who had earlier been caught up in the whirlwind of the community 
mental health movement, to wonder whether they were about to be overwhelmed ' 
by the breakwind of a liberal idealism. Such wonderment is a frequent concomitant 
of the need to move from a position that can be supported on the basis of a moral 
imperative to one that must be justified on the basis of productivity. It is 00% 
thing to frame issues, but quite another to deal with them. 

It is the premise of the present paper that to reestablish the joie de vivre which 
was so much a part of the earlier phase of the movement it is now necessary 19 
create a better balance between pragmatism and idealism, To joust successfully, 
one is probably well advised to begin by correctly identifying one's windmills. Thus 
we shall begin by defining the issues. These include the funding minotaur, the 
dragon of consumerism, the medusa of mental health, and the sirens of invert 
elitism, Each will be explored in some detail and their implications discussed. 

Having identified windmills, we shall then move on to the selection of weapons |, 
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In this case the “weapons” involve a set of recommendations. The recommenda- 
tions pertain primarily to the role of sponsoring organizations and community in the 
structuring and development of mental health service systems, the interactive 
network of services in the community, and internal decision-making. While neither 
the choice of windmills nor weapons will guarantee outcome, they might provide 
sufficient initiative to help lift the pall of disenchantment that seems to surround 
an unmoving movement. 


PARENT-CHILD CENTERS: A WORKING RE-APPRAISAL 


Henry H. Work 
Neuropsychiatric Institute, University of California, Los Angeles, California 


Іп the efforts, ranging from Head Start through advocacy, to apply knowledge de- 
tived from theories of deprivation and stimulation to American children, the Parent- 
Child Centers play an important, if quantitatively minor, role. As previously 
described in this JOURNAL and in the meetings of the American Orthopsychiatric 
Association, 36 parent-child centers were established in the years following 1967 
. in urban and rural communities from Northern Vermont to Hawaii. The theoretical 
background of this organization and operation has been thoroughly discussed. 

During the past year, the author visited more than half of these centers and it is 
the purpose of this paper to present a comprehensive overview of their operations, 
functions and results. In so doing, four issues concerning their function stand out. 

The first concerns the application of knowledge of development that comes 

Írom both cognitive and affective theoretical positions. It would seem that the 
Concern for cognition and stimulation at times dominates the usage of concepts of 
needful affectual growth in many of these centers. Secondly, this concern is partly 
dependent on the fact that participant activity is a major function of these centers 
and, at times, it appears easier to organize a cognitive curriculum rather than an 
affective one. There are obvious disadvantages to the application of this otherwise 
excellent principle. The assets and shortcomings of staff training become crucial. 

Thirdly, every center appears to demonstrate benefit to both the children and 
their parents, Just how these results come about, no one is quite sure, The impact 
of the curriculum, staff, and participants vary from center to center, depending 
upon the styles of the leader. The relative value of education, health, and. the 
Social work components of these centers makes it difficult to state which of the 
Procedures produce the best results. A comparison between centers has not been 
Clearly planned nor carried out. There is a certain complacency and self-centeredness 
of the centers that makes them even more difficult to evaluate. 

1 Fourthly, the issue of bringing deprived children into an organized center leads, at 
times, to a loss of assets which arise from the culture whence the children came. 
Although this is freely acknowledged, very little is done to enhance the utilization 
9f older cultures in the newer center functions. There is a tendency to drift towards 
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middle class, white standards in all of the operations of the centers. The im] 
of this will be discussed. 

The PCC’s can be looked at as an idea whose time is ripe. Alternatively, 
be looked at as another example of American lack of systemization and о 
tion in creating programs for children. It remains necessary to understand the 
of the theoretical inputs so that a reasonable, intelligent approach can Бе 
to a highly complex problem which does not warrant the neglect which it 
in the past. 


NEW ROLES AND SYSTEMS 


THE PARAPROFESSIONAL MANAGEMENT AND DELIVERY OF PRO- 
FESSIONAL HUMAN SERVICES 


David A, Anderson and Bernerdene Jones 
City School District of Rochester, New York 


We intend to propose certain principles, and strategies for the “professional” use 
of paraprofessionals in education, i. е., school services, Thousands of uncredentialed 
persons are on school district payrolls. That so few are given genuine opportuni- 
ties to interact professionally with clients, i. е., children, parents and helping 
agencies, is a waste of resources and a form of discrimination. 

We intend to support these conclusions and offer alternatives by reporting 
observations gleaned from participation in programs utilizing paraprofessionals. 
The primary source will be SPAN (School Parent Advisors to the Neighborhood), 
a Rochester, ЇЧ. Y., based project employing 33 adults as home-school-community 
relations workers. 

Federal funding for compensatory services to educationally disadvantaged children 
has been a compelling force in pushing school districts to hire noncredentialed 
People. Many of those hired have come from the same impoverished neighborhoods 
as the children for whom these services are intended. 

SPAN, as the acronym suggests, is a consistent, visible bridge between school 
and neighborhood. The 33 parent advisors, i. е., SPAN workers, work with staffs 
of public and parochial, elementary, pre-kindergarten and secondary schools. They 
work on referrals—which usually means children in trouble—and they work at 
Teducing fears, anxieties, prejudices and malpractices that some professionals 
exhibit in their experiences with inner city children. More importantly, parent 
advisors work at motivating and involving parents in dealing with the educational 
needs of their children. 

Administrators, teachers and neighborhood groups know about SPAN. Some 
few relate well to it; others ascribe qualities and develop expectations relative to 
their own unfilled needs, However, neither SPAN nor other programs utilizing para- 
Professionals, can consistently expect even that qualified approval. 

Initially, there was widespread resistance to use of so-called paraprofessionals. 
Teachers and administrators resisted the "newcomers," who in the absence of 
Clearly defined and challenging job descriptions were frequently misused. Naturally, 
this created insecurities and tension. 
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Nevertheless many professionals have developed a healthy respect for workers - 
such as are represented in SPAN. Moreover, there is an understandable apprecia- 
tion by professionals of the capabilities and insights characterizing those parents 
who are wholeheartedly involved. 

The major problems associated with full, i. e., professional, utilization of para- 
professionals have to do with the expectations of hiring institutions, e. g., the 
school district. College and university credentials connote that the bearer has “pre- 
pared" himself, The label professional is assigned to persons who, upon achieving 
certain levels of university experience, certain fluency in the language of the field, 
exercise presumed skills in exchange for salaries and other benefits. ; 

The professional is expected to contribute to the further development and con- 
tinued production of the things or services for which his field is most noted. Rewards 
for such credentials may be intrinsic as well as extrinsic. But the field often sets 
up its own reward system: salaries, clan membership, status symbols, etc. 

We contend that while professional performance is expected of credentialed 
people the delivery of same depends on awareness of human need, applied with 
sensitivity to the client-population. | 

SPAN expects its parent advisors to become professional in working with parents, 
children and school personnel in their neighborhoods. In short the quality of being 
“neighbor” is seen as a professional activity. Valuing, rewarding, reinforcing this 
activity with academic and practial training, are things that credentialed professionals 
are asked to embrace. In addition to modifying their own attitudes, they are expected 
to place such responsibilities on their own agencies rather than allowing agencies 
_to force paraprofessionals to become niggers. 
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A MASTER’S DEGREE IN PENOLOGY FOR EX-CONVICTS | 

Robert Belenky | 
Goddard Graduate Program, Plainfield, Vermont 


Kenneth Abramson, John Anthony, Joseph Baltar, Arnold Coles, Martin Feenty 
Harry Orcutt, John Ramos 


Students, Goddard Graduate Program 


The paper is a progress report presented both by students and faculty of a M. A 
level program begun as an experiment at Goddard College. Its purpose is to utilize 
the vast experience and sophistication accumulated by victims of a social institution 
for its basic reform. The data are anecdotal but subject to careful and critic 
analysis by the parties concerned. The M. A. program is an unusual one for 
students, ex-convicts or not, in that it is almost totally individualized. Each student 
designs his own study plan and carries it out with the help of whatever resources 
may need. At the same time students meet frequently to offer support to оё 
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another and to exchange ideas and information. In the paper each student will 
discuss his own area of interests and will relate that to the wider problems of penal 
reform and the utopian goal of creating social institutions that serve to enhance 
the individual rather than to destroy him. 


COLLEGE STUDENTS AS PEER COUNSELORS 


Robert S. Berns 
University of California, Los Angeles 


Paraprofessional counseling developed in the last decade because of a shortage 
of trained professionals, economic necessity, and, finally, innovative techniques 
for those unable to receive or be helped through existing professional channels. 
Student interest in peer counseling stems from their present concerns in helping re- 
lationships and from youthful idealism. Underlying these motives, student interest 
in peer counseling contains elements of anti-professionalism. Both academic psy- 
chology, with its anti-clinical attitudes, and clinical psychotherapy, with its frag- 
mentation, have contributed to a “we can do it too,” attitude of students. Positive 
elements besides the immediate value of peer counseling accrue to the student who 
becomes more sensitized to himself in learning to be empathic with others. Careers 
in related fields may open up to these students through this training. 

This paper stems from the author’s experience in teaching courses in peer counsel- 
ing to minority and middle-class students as well as in supervising work and 
training. Differences in attitudes of minority and other students are considered. 

Less interest has been shown in peer counseling by counselees than by counselors. 
Face to face counseling has attracted very few students. A telephone helpline has 
been more successful. Negative aspects of student peer counseling are compared to 
Professional models. 


INTEGRATING CORRECTIONAL AND FAMILY SYSTEMS 


Harris Chaiklin 
University of Maryland, Baltimore, Maryland 


Conflict between family and bureaucratic systems obscures the need to develop 
о шешу to reintegrate offenders into the community when they аге released 
5 m prison. That almost all offenders have significant family ties, for good or ill, 
Cems to be one of the best kept secrets in American Corrections. That offenders 
9 their families can use community social services to aid in reentry seems to be 

Novelty to the correctional system. It tends to handle offenders as isolated in- 
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dividuals who are empty vessels into whom programs are poured slumgullion ! 
fashion. 

The Community Reintegration Project is designed to overcome the separation 
between institution and community and between individual and family. The pro- 
gram is voluntary, and the man continues with his normal prison routine. The 
service program is built around assessing individual and family needs and initiating 
referals and other facilitating activities for those situations identified as needing 
help. Through the use of sociodrama and other individual techniques emphasis is 
given to “practice” in working with experiences that the offender and his family 
will have to face on the prisoner’s release. The offender is brought to his family in 
the community and the family is brought to the offender in the institution. 

The mutual separation of the correctional institution and the community faci- 
litated developing the project’s service program. Working in the interstitial area 
between institution and community has meant that there were no established service 
procedures or existing spheres of job authority to contend with. 

Relating institutional and family needs has been somewhat more difficult. The 
correctional institution is a rational bureaucracy. It attempts to accomplish its 
primary control mission while struggling with budgetary and personnel shortages. 
In the past it has not done much to facilitate contact between offenders and their 
families or to help offenders with family problems that occur while the offender is 
incarcerated. 

The family, which is spontaneous and unorganized, has never been in a position 
to make any bureaucracy respond in a way that relates to its concerns. The families 
of offenders are relatively powerless in dealing with the correctional system. By 
constant attention to planning and coordination we have been able to develop 2 | 
great deal of family contact prior to the offender’s release. This has involved every- 
thing from developing volunteer services to handle transportation difficulties 10 
working with correctional officers to handle the scheduling, time, and space prob- 
lems that result from our doing a great deal of work in the evening. 

The project commenced in September 1970. As of November 1971, the project 
had served 177 men and their families; five men have returned to the correction 
system. 


* 


UTILIZATION OF PARAPROFESSIONALS IN SENIOR ADVISORY 
SERVICE FOR PUBLIC HOUSING TENANTS 


Jean Wallace Carey 
Community Service Society of New York, New York City 


The Senior Advisory Service was a four-year demonstration-research project m 
tended to develop and evaluate a two-year service program for persons age 
years and over who lived in four public housing projects in New York City's SOV 
Bronx. A staff of five nonprofessional workers, in-service trained and supe 
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by a professional social worker, undertook to reach out to some 1,000 tenants in 
an effort to ascertain problems and needs and to link the tenants with personal, 
neighborhood and community resources. The project was sponsored by the Com- 
munity Service Society through its Department of Public Affairs, in close coopera- 
tion with the New York City Housing Authority and with the financial backing 
of the National Institute of Mental Health of the U.S. Department of Health, 
Education, and Welfare. 

Three aspects of the demonstration were counted significant: 1) it was a 
neighborhood-based service; 2) there was emphasis on reaching-out efforts; and 
3) it employed mature workers without professional education, but with built-in 
safeguards afforded by advance delineation of their responsibilities, pre-service and 
on-the-job training, and on-going professional supervision and intervention in 
situations of risk, ambiguity, or complexity. 

It was hypothesized that the on-site presence in each of four housing projects of 
a warm, sensitive individual easily accessible and identifiable by older persons as a 
helping person and one responsive to their needs, would conserve and augment 
emotional, social, and physical functioning or at least would minimize adverse 
changes. Five aims were specified before the service was launched, one of which was 
to find out whether mature paraprofessionals would succeed in rendering connecting- 
link service of such quantity and quality as to convince informed persons that con- 
tinuance and extension of the program are warranted. 

The service model proved to be useful, and the results were largely positive when 
the demonstration was assessed. The results supported the premise that mature 
workers, carefully screened and employed after review of their general backgrounds 
and personal qualities, could discharge circumscribed responsibilities with com- 
petence and relative independence, given training and back-up support by a pro- 
fessionally qualified social worker. Despite the deprivation of the area and the 
paucity of resources, they functioned well as reaching-out agents, expediters, ad- 
Vocates, and friendly supporters, They extended themselves on the job and dis- 
Played a genuine sense of commitment. The one area where they showed least 
growth and accomplishment was in helping tenants to develop mutual aid pro- 
grams, due perhaps to the comparatively short span of the service phase and the 
research demands. 

Discussion is directed to the screening of applicants; the 13-week pre-service 
training period planned by the Society's Senior Staff Associate for Staff Development 
to provide understanding, knowledge and specific skills; on-the-job learning rein- 
forced by individual conferences and group meetings geared a) to enable workers 
to perform effectively, sensitively and comfortably within the program structure 
and b) to modify attitudes, misconceptions and stereotyped views; the particular 
problems of supervising mature workers with their own coping patterns and individual 
Styles of work who, moreover, functioned fairly autonomously; the use of a structured 
daily log and a one-page monthly narrative summary as tools in supervision; the 
need for a high degree of flexibility and discretion by the Program Director (who 
Served as supervisor) in employing sanctions and control, encouragement and 
back-stopping. Attention is given also to modifications in respect to training and 
field placements, based on the experience of this demonstration. 
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HEALTH PARAPROFESSIONALS FOR A MODEL CITIES PROGRA 
REVIEW AND EVALUATION TWO YEARS AFTER TRAINING 


Bernard Challenor 
Columbia University College of Physicians and Surgeons, New York, New York 


Jerome Collins 
Harvard Medical School, Boston, Massachusetts 


Barbara Hill, Betty Wornum 
Boston Model Cities Administration, Boston, Massachusetts 


An earlier paper, presented at the 1971 Annual Meeting of the American Ог 
psychiatric Association, entitled, “The Role of Mental Health Training in Hi 
Education," described a training program for a neighborhood health worker 
veloped by personnel associated with the Boston Model Cities Program, 
program was designed specifically for 20 residents of a disadvantaged commi 
to provide them with an opportunity for academically accredited training as fa 
health workers. 

Of the sixteen who satisfactorily completed the first year of the program 
students continued for a second year and received certificates. One of the gradi 
has gone on to complete training in medical records technology, another епі 
in a Bachelor of Science social work program and is currently performing 
service functions in a neighborhood health center. The remaining cight gradi 
were distributed among three Family Life Centers, where they are full-time 
ployees. 

The Family Health Workers perform both outreach functions in the comm 
around the Life Centers and clinical functions in the Center as members of 
giving teams, which include professional health personnel. They are continuing: 
education—growth and development through arrangements made by the spo 
ing agency for both in-service education and accredited continuing education. 

In future, more Family Health Workers may be needed, either to fill 
positions or to hire new workers, as additional manpower is required. Que 
are being raised about the standardization of training of these workers and wh 
the training received can or should be replicated. Many people have question 
value of the students’ academic preparation, feeling that it was nice bu 
necessary to produce a functional worker. These evaluations tend to overlook 
important goal of this program: the personal growth and educational епгісі 
of the students themselves. 

It is hoped that with on-going in-service education and continued acat 
course-work in accredited institutions, the Family Health Workers сап рі 
from trainee, to Family Health Worker, to Family Health Worker supervis 
further education and employment in one of the health professions. 
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SOME PROBLEMS OF EVALUATION RESEARCH IN THE TRAINING OF 
NEW CAREERISTS ў 


Sascha J. Kaufmann and Alexander $. Rogawski 
University of Southern California, Los Angeles, California 


The principal reasons and justifications for researching and evaluating New Careers 
training programs are largely the same as those advanced by—and in these days 
of cost-effective planning, expected of—any program or project: 1) to enable 
the granting agency to justify its expenditures for the program; 2) to provide 
the program staff with data on which to base decisions for making improvements in 
the program; 3) to help the individuals and groups associated with and/or po- 
tentially benefitting from the program; and 4) to meet the Scientific Age’s ex- 
pectation that knowledge be sought in, and disseminated to, as many areas of 
human endeavor as possible. 

However, there are other and—in the light of the recent cutbacks in govern- 
mental funding for all human service programs—more compelling reasons and 
justifications for continuing to research and evaluate New Careers training programs: 
1) the programs are innovative; 2) they are many and varied; 3) they have been 
sparsely and sometimes inadequately researched; and 4) perhaps because of the 
foregoing, they have, from their inception, been highly controversial. 

In the hope that researchers, indeed, everyone involved in and concerned with the 
survival of the New Careers movement will benefit from them, the authors—the 
researcher and project director of the Generic Training Program for Community 
Workers in Human Services—present and analyze the experiences they had in 
attempting to implement a controlled research and evaluation plan against the 
rational and irrational resistances of the groups that needed to be involved: New 
Careers trainees from poverty areas, high-level executives in the CAP agency re- 
cruiting the trainees, and middle-level administrative personnel in the public agency 
employing the trainees. 

Following a brief description of the Generic Training Program and its R and 
E plan, the authors examine the extent to which the resistances they encountered 
in implementing the plan are functions of: 1) a cultural gap between middle-class 
Iesearcher and low-income respondents; 2) the current "people power" phenomenon; 
and 3) the ongoing struggle for economic and political power between "the poor" 
(the New Careerists and their CAP organizers) and “the establishment” or “the 
System" (the public agencies) they seek to enter and change. 

The paper concludes with the authors’ suggestions for reducing some of the 
problems attending evaluation research in the New Careers field. 
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THE POLITICS AND PROBLEMS OF TRAINING IN A HEALTH SETTING 


Judith $. Krom 
Syracuse Neighborhood Health Center, Syracuse, New Y ork 


A neighborhood health center is a federally funded ambulatory health care unit 
designed to serve patients from a medically and economically deprived area, 
Centers have had two major goals as reflected in their federal guidelines, one is 
the provision of health services and the other is the selection, training, and upgrading 
of target area residents. 

This paper will present some of the barriers and problems that can prevent a 
neighborhood health center from effectively providing educational programs for 
its employees. The first set of barriers are those erected by the tranees, such as, 
high levels of anger and frustration caused by problems encountered in a life long 
struggle for survival. However, trainees are not always blameless; they often engage 
in conning, lying, and total abnegation of responsibilities to patients. 

Professional staff help create some of the barriers through a lack of knowledge 
and commitment to the concept of paraprofessionals, their training and education, 
utilization, and, most important, their value. Because of these feelings, job descrip- 
tions, are vague, training nonexistent or inadequate, there is lack of continual, 
meaningful and sensitive supervision, and no career ladders where an employee can 
anticipate a clearly defined set of steps and requirements for promotions. 

In addition, two attitudes prevalent among health professions are most destructive. 
These attitudes are unconscious and often not available for reasonable discussion. 
One can be labeled, “I got mine the hard way, so should they.” This attitude 
is never verbally expressed but is eloquent through actions. The second attitude 
is a total capitulation of health professionals to the hierarchical structure of the 
medical profession, which keeps people in low paying, low status jobs without any 
hope for advancement. Each level in various health professions is guarded by 
stringent requirements, licensure, and educational requirements, These requirements 


—— 
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are jealously guarded by members of the profession as а way of preventing less | 


qualified but talented people from becoming practitioners, Many are not necessary 
for the performance of duties and, thus, many professionals are overtrained for what 
they actually do. 

What are some of the solutions to these problems? Being a trainer is a political 
game. Professionals can not or will not discuss the above mentioned attitudes. 
Thus, these attitudes continue to block employees from advancement, accomplisl- 
ment, feelings of pride and self-worth. The trainer's job then becomes one of finding 
other ways to conduct training and receive support for programs. 

There are several potential ways of accomplishing this. These will be listed here 
and detailed in the presentation: 

1, find the power source within the Center, convince that person of the worth 
of training; 

2. organize the trainees to demand their right to education and advancement; 
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3. try a rational approach of convincing staff of the ultimate value to patients of 
this effort; 

4, seek outside funding to augment normal minimal fiscal resources available in 
a health setting; and 

5. develop support from community leaders, consumer board members or other 
indigenous people 

Until professionals and paraprofessionals unite with common purposes and goals 
both groups will lose much of the benefit mutually available. In order for a merger 
to take place many attitudes will have to change. 


EDUCATIONAL IMPLICATIONS FOR TRAINING IN COMPREHENSIVE 
HEALTH 


Sondra S. Reid 
Atlanta Southside Comprehensive Health Center, Atlanta, Georgia 


This paper will address itself to educational implications for training in comprehen- 
sive health centers based upon the experience of the Director of Education at the 
Atlanta Southside Comprehensive Health Center, Atlanta, Georga. The variety 
of options available to trainers in designing programs, the educational level and 
needs of trainees, types of remedial programs that must be provided and the 
Vital necessity for an ongoing counseling and guidance service will be discussed. 
The problems associated with negotiations with colleges and the advantages of a 
collegiate experience for paraprofessionals will be presented. The problems asso- 
ciated with providing credential educational programs because of restrictions placed 
by state licensured laws are given priority in this paper because their structure by 
nature affords no flexibility of scheduling so that paraprofessionals can acquire 
credential course programs. 

The Atlanta Southside Comprehensive Health Center faces the same opportunities 
and challenges, frustrations and rewards, that face other human service organiza- 
tions in this time of history. On one side of the equation lies the ever-burgeoning 
cry for human services, the lack of an adequate supply of professionals, para- 
Professionals and “new professionals,” and, indeed, an inadequate conception of 
What tasks are to be performed and by whom. On the other side are breakthroughs 
in the training and utilization of “indigenous” residents in community-oriented human 
Services agencies; the mobilization of civil rights and other advocacy groups around 
the need for meaningful employment and training programs; and the involvement 
of the federal government in funding various demonstration-type training pro- 
grams as ours. 

Some years ago, when The Great Society consisted more of dewy-eyed notions 
than hard, well-defined, and tested conceptualizations, training opportunities were 
developed which were, in a sense, self-contained, existing in an occupational vacuum. 
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The need for trained participants in the delivery of human services is voiced daily 
yet how these participants will be utilized and to what extent will the Establishment 
give recognition to these new professionals remains to be answered. 

Our Center, like other ОЕО Neighborhood Health Centers, has inevitably over 
the past four years participated in the positive and negative aspects of job creation, 
training, career development along with the delivery of health services. Guidelines 
and policies ascertained that residents of the target area to be served by a center are 
to be employed and educated to whatever degree possible. In cases this has meant 
identifying indigenous professionals and utilizing them in high paying supervisory 
jobs; more often, however, the population to be served contains few people with 
health-related or higher level professional training. Much rhetoric is expended on 
distinguishing between “job” and “careers.” It takes the staff of a health center sev- 
eral months of operation before it can reasonably deal with the complexities of de- 
veloping and implementing new careers. Thus, so called new careers are developed 
over a period of time according to staffing patterns. However, it becomes clear that 
these are “jobs,” in contradistinction to “careers,” in that they are essentially self- 
contained within the agency and are not certified or licensed by local or state govern- 
ment, therefore, do not lead in some automatic way into well-established professions. 
The first step in career oriented training for disadvantaged and undereducated people 
must be directed toward enabling them to acquire high school equivalency diplomas. 
It is necessary to plan specific routes for individuals who must acquire a college 
education while working. 

If career development means the availability of opportunities and career steps that 
will enable a person to move toward a desired career, then it is incumbent on the 
health center to develop a meshing-type of career development that articulates with 
the training and educational activities outside the center. Of grave public concern 
is the credentialing and licensing of health personnel who are being trained in the 
newly allied health fields. The Director of Education must join forces with others in 
demanding a system of licensing and credentialing that will provide the “new pro- 
fessional” career mobility. 


TANGENTIAL RESPONSIBILITIES OF A MEDICAL COLLEGE 


Victor P. Satinsky 
Hahnemann Medical College and Hospital, Philadelphia, Pennsylvania 


The time is propitious to point out that in view of the social pressures and the in- 
ordinate demands incident to the delivery of health care every possible resource 
be fully exploited. It would appear sheer waste to direct a million-dollar facility; 
purportedly embraced in a medical college institution, soley toward the educatio? 
of physicians and doctorates in the life sciences. The myriad facilities inclusive of 
sophisticated instrumentation and highly qualified personnel could be utili 


op 


NEW ROLES AND SYSTEMS 277 


simultaneously to fulfill the vast potentials lying dormant in both the local and 
remote communities. Accordingly a division of “Human Resource Development” 
is vigorously functioning out of the Dean’s office to provide unique educational 
opportunities both during the summer and the academic year for a wide range of 
individuals at various socio-economic and intellectual levels. 

At the present time programs are being conducted for: high ability college drop- 
out students; disadvantaged high school and college students; high ability college 
and medical college students for orientation to academic careers in cardiovascular 
disease; apprentice-preceptorship training for high ability and disadvantaged high 
school and college students; a program for high school teachers to learn how to 
teach science to disadvantaged students; Neighborhood Youth Corps; medical art 
and photography; medical communications; underachieving students; research 
psychology; nursing preparatory; medical administration; elementary and junior 
high school health manpower career orientation; etc. 

These programs feature research participation in on-going and/or independent 
projects depending on the age and level of education; faculty life science lectures; 
guest lecturers in the arts and humanities; field trips; research seminars; critiques; 
student government; recreation; extra-curricular activities. In general, half the 
time is spent in the research laboratory while the remaining time covers the other 
activities. For most of the programs a scientific report is required of a caliber suit- 
able for publication. In general, students are afforded carfare and lunches for the 
needy while the college and medical college students and high school teachers re- 
ceive stipends. The first program started ten years ago, and at the present time there 
are forty pilot to full-blown programs in operation. Plans are being made to imple- 
Ment additional programs aimed at special minority groups such as the Mexican- 
American, American Indian, and the Alaskan native, as well as particular goals 
such as hospital management, art therapy, counseling, medical sociology, and the 
handicapped inclusive of retardees, the blind, and the physically handicapped. 

For the most part, all programs have been funded by federal agencies and pri- 
vate foundations. 

Evaluation of the salubrious effects of the aforementioned programs have been 
largely anecdotal. The College Dropout Program, funded by the National Institute 
of Mental Health, is being formally evaluated by research psychologists. Plans are 
being made to similarly evaluate the other programs. 

It is noteworthy that at the present time approximately 400 participants of the 
Various programs are engaged in intensive activities for 8-10 weeks during the 
summer while approximately 100 students are involved in special educational 
programs during the academic year. Of the latter, 50 high ability high school stu- 
dents are spending their entire senior year at Hahnemann but will receive their 
high school diplomas from their respective home schools upon successful completion 
of this Hahnemann honors program. Plans are in progress to enable these students 
to obtain freshman year credit, and be admitted into the second year of any of 
twelve cooperating colleges, along with an additional five disadvantaged high school 
Seniors, three seniors in a medical art and photography program and four in medical 
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communications. Also, a pilot study is being conducted for three high school stu- 
dents who are spending their junior year in an academic honors program at Hahne- 
mann. If successful the academic year high school-Hahnemann-college triad will 
inaugurate a new concept in education. 


A PARAPROFESSIONAL SPEAKS TO TRAINING ISSUES 


Shirley Wigfall and Anna H. Mace 
Syracuse Neighborhood Health Center, Syracuse, New York 


I am the Director of Outreach for a Neighborhood Health Center, I am a com- 
bination administrator, supervisor, and social worker. Yet I have little formal train- 
ing and no credentials, Paraprofessionals have always faced certain obstacles in 
attempting to form careers from a succession of jobs. My own experiences provide, 
I believe, a good basis for an analysis of the role of professionals and paraprofes- 
sionals, especially in the health field today. Issues raised seem to focus on training 
and education as they have been, and could potentially be, utilized by professionals 
and paraprofessionals. Specifically, an analysis of the training issues from the per- 
spective of a paraprofessional may bring a new insight into problems that seem 
unsolvable to the professional at this point. 

As I advanced in my own field, I began to discover many subtleties.in the attitudes 
of professionals, which indicated to me that I was not felt to be on the same or even 
a different level as they. The credentialed professional does not know how to 
accept me. He uses terms to identify me that hide an implicit professional racism: 
“paraprofessional,” “subprofessional,” “nonprofessional,” and so on. He earns far 
more money and holds decision-making power. The reason is obvious to all of us; 
he holds a degree and I do not. 

However, regardless of the reasons that account for his having received the 
education rather than me, those who work in the health and health-related fields 
today must be ready to deal with, and to effectively utilize, the immense шап- 
power available. We all hear of the manpower shortage. What of the huge number 
of non-credentialed persons with vast life experiences that may have served as 
training for careers in human services? 

I serve patients who come to the Health Center from the neighborhood in which 
I live. I am involved in their lives, and I always have been. Because of my experi” 
ences I may actually be able to perform more significant and far-reaching human 
services to these patients than the physician himself, in spite of his formal educa- 
tion. 

Yet, as I become more involved in decision-making within the system, I must 
train myself to be constantly aware, emotionally and intellectually, that the system 
itself must be negotiated for the patient; this is my job. At times, I must convince 
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my fellow workers that this is my true concern, rather than a search for personal 
power. And I must keep myself aware of that as well. 

But, for a start, the professional must, through some kind of on-going dialogue 
and even in-service training for staff, become willing to accept an untrained (from 
his point of view) and non-credentialed person as a member of the primary care 
team. It is clear that we must reach the people who are our patients. It is an im- 
mense job. The professional is a technician. It is most often the paraprofessional 
who is best equipped to provide the human service, drawing on the resources of 
the professional. There must be a concerted effort to build a structure within which 
staff can form a mutual bond of respect and recognition, or human services can- 
not be delivered. The training that must be provided is not for the paraprofessional 
alone. He must cease trying to imitate and emulate the professional, and use his 
own skills. 


SOCIAL AND ECONOMIC ISSUES 


THE INDIAN ADOLESCENT 
James R. Allen 


University of Oklahoma Medical School and School of Public Healih, Oklahoma 
City, Oklahoma 


That the mental health of “Indians” is poor is no novel fact. From observations of 
youth attending one of the Indian boarding schools, it appears that this has roots 
in the reciprocal complementarity of inner conflict, social organization, and ideologi- 
cal movements. As with other young people, deviations in behavior may be symp- 
tomatic of faulty development, or may be primarily defensive or adaptive, part 
of the separation and restorative processes of adolescence. 

While blacks have been deprived of their labor and kept out of white society, 
Indians have been deprived of their lands and “civilized:” their children snatched 
up into federal boarding schools, thrust together despite historical tribal enmities, 
differing degrees of acculturation and knowledge of the rest of the world, and their 
tribes turned over to missionaries or the very religions that had backed European 
claims to their land. In a land of religious freedom, they had none until 1938. In 
a country dedicated to keeping Asian commitments, almost all treaties with In- 
dians have been broken, These are a people of low income, high unemployment 
and low death age, often not even counted among the “invisible poor,” in a period 
when individual groups are finding themselves variously acculturated and variously 
nationalistic. 

Each culture, with its principles of cognition, its laws of logic, and validation, 
offers its members a precategorized view of reality, White Americans have lived 
largely within a spectator-spectacle world view of the world resting on a reality 
in which observer and observed can be neatly separated, and in which reality is 
structured into sequential arrangements of cause and effect. One specific variant 
of this world-view incorportates a number of assumptions: the assumptions of 


inevitable competition, of a winner and loser in every transaction, of man as а 


species separate from and lord of the universe, of lineal time, and of the nuclear 
family. As an essential aspect of the technologized world, it has served as well, but 
it has also brought the threat of eccatastrophe to "spaceship earth." 

Legally there is no one definition of an Indian, and a person may be an Indian 
for some reasons and not for others. If he learns “white-man’s” ways he may see him- 
self, and be seen, as disloyal to his native heritage. He can accept anti-Indian 
280 
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prejudices, he can be a “white-man’s” Indian, or he can rebel against these stereo- 
types. In the words of the Indian leader Clyde Warrior, he can become a “slob,” 
a “hood,” or a “joke”; a *white-noser" or an “ultra pseudo-Indian"; or an “angry 
nationalist.” To reject “white man's" ways is to reject much of western civilization, 
but to return to Indian "first principles" is to return to principles that, however 
sound ecologically in their time, were never designed to deal with a world increas- 
ingly more unnatural. 

One might hypothesize that the invitation to renounce most of what was learned 
before school weakens the development up to that time, and hinders successful 
outcome of the developmental tasks of achievement and industry, a problem exac- 
cerbated by the fact that achievement and industry are inseparably bound to the 
"white-man" ways that are ambivalently, if not negatively, valued by his people. 
This also invites the elaboration of white and Indian "selves," complicating the 
adolescent task of identity formation. 


MONITORING THE IMPACT OF BUDGET CUTS UPON PEOPLE 
IN STATE HOSPITALS AND SCHOOLS 


Arthur Arnold, Benjamin Pasamanick, William Tyrrell, Albert Maiwald, Abbott 
Weinstein 


New York State Department of Mental Hygiene 


Faced with extreme budget stringencies, the New York Department of Mental 
Hygiene found it necessary to lay off and not replace personnel and to consolidate 
institutions through mass transfer of patients. As part of an effort to minimize 
harmful effects upon patient care, a system of alerting information was set up to 
locate and identify problems rapidly enough to enable corrective action to be 
taken, Nursing supervisors’ daily reports from 2400 wards of state hospitals, state 
schools, and children’s hospitals were tabulated and analyzed weekly in the central 
office. Death and transfers to infirmaries are watched as indicators of adequate 
medical and nursing care, runaways are noted as presumed indicators of adequate 
individual attention, and discharges are monitored as an indication of treatment 
effectiveness. Monthly summaries of data specific for such factors as age and 
chronicity provide a context for the weekly analyses. Continuing experience with 
this system will be presented, emphasizing those aspects that affect its usefulness 
as a monitoring device іп time of emergency. 
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RACISM AND INTRASPECIES VIOLENCE 


Robert Cancro 
University of Connecticut Health Center, Hartford, Connecticut 


Lloyd Baccus 
Institute of Living 


Under the impetus of the Warren Court, the United States began a critical self- 
examination of its racist attitudes and practices initially concerning blacks, and 
subsequently other minority groups as well. For a nation so to examine itself ina 
public and visible fashion was without historical precedent, It is easy to understand 
why so many believed this to be the beginning of a period of greater mutual under- 
standing and respect. Even the relatively jaded observers were excited by the pros- 
pects of removing this tragic malignancy from our society. Despite these initial 
excellent prospects we are forced to conclude that a new age of love is not upon 
us. Understanding has not deepened and mutual respect has not increased. The 
polarizations are more profound than before, and many whites have decided that 
the issue of racism is dead. An autopsy to determine the causes of this premature 
and unfortunate death is certainly warranted. 

The authors suggest that there are two important reasons that have not been 
adequately considered for this loss of interest, The problem of racism was presented 
to the public so as to appeal to the more noble side of those who were guilty of it. 
There was no visible or demonstrable benefit to the perpetrator of the aggression 
for stopping. While statements that the aggressor was brutalized by the aggression 
were frequently made, these were not effective arguments since it was transparently 
clear that the victim was far more seriously injured than the aggressor. People did 
Not see why it was in their enlightened self-interest to understand racism and to 


It is remarkable that laundry detergent goes on while racism, Viet Nam, gifted 
artists, and soon the environment become boring beyond interest. 

} This paper attempts to place the issue of racism into a broader context in which 
lt is seen as a specific case of intraspecies violence. In this way every individual 


difference be it race, ethnic origin, religion, sex, Psychopathology, etc. The more 
visible the difference (as we see in Tace and sex differences), the greater the poten- 
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tial for aggression and associated hate. The moderating and, to some extent, neu- 
tralizing counterforce is our need or dependency on these same humans for our 
survival. This dependency is often associated with more positive emotions, such as 
fondness, love, etc. To the degree that we need the individual or group to survive, 
the more effectively we restrain our aggression against them. 

In animals other than man, intraspecies violence is prevented by the combination 
of the ability to recognize the other animal as a member of the same species and 
the development of nonlethal ways of establishing relative or absolute social hier- 
archies. This paper develops an evolutionary view of the limited and overspecialized 
development of species recognition mechanisms in man and the concomitant reduc- 
tion of interpersonal dependence as a means for individual and group survival 
brought about by technological advances. The combination of these two factors 
has contributed substantially to the ease with which we attack and destroy each 
other. Several alternatives are discussed which may lead to a reduction in intra- 
species violence through an understanding of the biological limitations of man and 
the recognition of the necessity for operating within those limitations as real 
constraints. 


STUDYING DRUG USE IN THE YOUTH CULTURE 


Theodore N. Clark and Dennis Т. Jaffe 
Number Nine, New Haven, Connecticut 


Most drug programs have been started on a crash basis, due mainly to com- 
munity fears, with the intention of controlling or ending drug use by young people 
in that community. They began and remain fairly peripheral to the concerns of 
young people who use drugs, and consequently have not been very successful. Their 
lack of success is due to two factors: 1) making assumptions about the nature of 
the problem and those who use drugs that are at odds with reality, and 2) not 
including young people who are the target population in the design, planning, and 
implementation of the programs. 

To begin to correct for both these factors, the Office of Special Concerns of the 
Department of HEW commissioned the founders of the youth crisis center Number 
Nine to do a study of drug use and the youth culture. The purpose was to bring 
in clear information about drug use, by creating a process that would lead young 
People in several communities to organize a response to the problems that the 
information uncovered. It was to be an action research program in which the mem- 
bers of the group to be studied, young drug users, were also the research team. 
The use of young people with experience using drugs as researchers is necessary 
for several reasons. The first is that distrust of the motives of survey researchers, 
and the fear of arrest and coercion, make young people resist most research efforts. 
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The second is that the study does not want to build-in any bias to the information 
gathered. 

Most studies have the bias that drug use is a symptom of an underlying disturb- 
ance or an escape from reality, which most young people would not agree with, 
They see positive and negative reasons for drug use, and positive and negative out- 
comes, both of which this study is concerned with. The method was to have indige- 
nous young people interview themselves and other drug users at several sites. The 
interviews focused on the kinds of changes the person went through in the period 
around drug use, and how these changes related to drugs as well as to other experi- 
ences. They lasted for several hours, and were usually seen as useful experiences 
for the person interviewed. 

The findings are that it is not the nature of drugs that often creates dangerous 
or limited experiences, but the context of the drug use, and the individual’s own 
expectations and desires, This context includes the family and school, the two institu- 
tions that have the greatest effect on young people, as well as the community, 

Drugs represent some very significant social issues young people are vitally con- 
cerned with, and are attempting to resolve. Since drugs represent to many older 
people an attack on the virtues of the society, often young people see drug-related 
efforts as punitive, abusive, and degrading. The best intentioned efforts are often 
destructive in the wider context of the youth community, building frustration, dis- 
trust, and even rebellion, New guidelines are needed or present efforts will end up 
doing precisely what so many people fear has already happened: alienating young 
people completely, Most young people want society to make some changes, many 
of which are radical and far reaching but not necessarily violent and destructive. 
They have a highly sophisticated understanding of themselves and the workings of 
society, which programs related to them will have to take into account. 


ABORTION SEEKING BEHAVIOR IN EASTERN EUROPE 


Henry P. David 


Transnational Family Research Institute, American Institutes for Research, Silver 
Spring, Maryland 


Following a brief overview of the current abortion situation in the socialist coun- 
tries of Central and Eastern Europe, ongoing research projects will be described, 
including follow-up studies of children born to women denied abortion and matched 
controls, pilot studies of repeated abortion seekers and successful contraceptors, 
and other inquiries into fertility behavior. 


з 
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А WELFARE CRISIS: SO WHAT’S NEW? 


Audrey Olsen Faulkner 
Rutgers, The State University of New Jersey, New Brunswick, New Jersey 


This paper will view the present crisis in the funding and delivery of human services 
as a recurrent phenomenon reflecting values, philosophy, attitudes, and stereotypes 
about consumers of service by an important group of the voting and concerned 
public. Findings of a quantified case study of the decision making process and the 
decision makers in a voluntary state level planning organization will be presented. 
The results of the study will form the basis for suggestions about approaches to 
dealing with the recurrence of crises in funding and delivering services. 

Data collection spanned a 26-month monitoring of the organization’s decision 
making in setting priorities on welfare programs for the aged. Participant observa- 
tion, content analysis of taped meetings, interviews and questionnaires completed 
by the decision makers provided the data. 

Decision makers’ beliefs in a residual or institutional approach to the delivery of 
services to the aged (and other welfare service consumer groups) was found to be 
the most important factor influencing their commitment to working for the provision 
of services. Neither professionals nor laymen had accurate knowledge about social 
welfare benefit levels, even after extensive exposure to information. They tended to 
believe aged welfare recipients received much higher benefits than they did receive. 
Few had day to day contact with aged individuals, and only a small number of the 
study participants had any responsibility for the financial support of their own aged 
relatives. Approximately half of the voluntary organization’s decision makers were 
unwilling to support benefit levels, programs, and eligibility requirement relaxations 
that were supported by lawmakers and administrators in state government. 

These data suggest that emphasis upon attitude change for both social welfare 
professionals and the voting public should be given a priority by the helping profes- 
sions. Equal priority should be placed upon more effective means of conveying 
and interpreting accurate information about the true life situation of welfare recipi- 
ents, especially the aged. A research base for these efforts is essential—effective 
techniques for attitude change, better methods for transmitting information and 
insuring its retention, and an exploration of the relationship between knowledge of 
and attitudes about welfare recipients should be the focus of this research effort. 
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A PROFESSION IN TURMOIL: A SEARCH FOR RELEVANCE 


Andrea Greenberg 
Bronx Lebanon Hospital Center, Bronx, New York 


Our present ordering of national priorities does not allow for the possibility of 
delivering adequate health and rehabilitation services. In response to my own 
experiences and because of my particular vantage point, I will focus here on the 
effect this ordering of priorities has had and must have on the social work profes 
sion, one part of the general health delivery system. 

Because of problems in funding, many facilities and programs have been forced 
to close or cut back already overtaxed services. Increasingly, social workers are 
finding themselves forced into providing services that are so totally inadequate а 
to be non-functional. The continued provision of these services in and for a society 
uncommitted to their success must be questioned. Professionals must decid 
whether or not the continued focus on services as they are presently defined i 
counterproductive to necessary change. Perhaps the general population or the clien 
population would force change if social workers had less of a commitment to "pro: 
viding service" at any cost, under any conditions. I believe it is sometimes bette 
to refuse to provide inadequate service than to continue to adhere to a stop gap 
mentality. This mentality often perpetuates a situation that masks the inadequacy 
of the services delivered, One must question seriously what would happen if society 
no longer possessed the services of a body of individuals committed to and workin 
towards helping others adjust. 

Individual social workers may be fortunate enough to practice in settings 10 
plagued by inadequate resources. Invariably they will find that necessary referra 
services are so reduced as to defeat any goal. However, and this is crucial, treat 
ment or the helping of clients to improve their adjustment to society is valuable о! 
if that society has or chooses to have a meaningful place for these clients. 
justment or adequate functioning are absurd terms in a society that does not evel 
provide necessary resources for its “adjusted” members (i.e., jobs, housing) à 
perhaps has an interest in keeping some members non-adjusted. The core questio 
is the relevance of social work per se to deal with this more basic issue. 

This paper will examine the dilemma of the professional social worker in a tim 
of lack of societal commitment to human services. Emphasis will be placed 9 
exploration of alternatives open to the profession and the possible consequenti 
of following these alternatives. Is social work obsolete? Should those interested 
change become lobbyists, political organizers, consultants to community group 
or hard core revolutionaries? If the profession is not obsolete, how can social work 
ers who desire a real change in the present system define a unique professional 10 
or scope of involvement? 

Discussion of these questions and the search for pragmatic answers will be € 
substance of my proposed paper. 
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CRISIS IN HUMAN SERVICE: A FAILURE OF VALUES 


William Hetznecker 
Temple University Community Mental Health Center, Philadelphia, Pennsylvania 


Marc A. Forman 
St. Christopher's Hospital for Children, Philadelphia, Pennsylvania 


Railing at the federal government for its lack of commitment to human service is 
to mistake the notion of commitment and thereby miss a more fundamental issue— 
that of failure of values. This paper analyzes the problem of human services in terms 
of two propositions: 

1) Human service is a value of low status in the U.S. and is incompatible with 
some higher ranking values internalized in the American character. 

2) The major American ideology, whose core values are economic, is under 
attack and has lost its potency as an ideal. 

In developing the first assertion we relate the institution of slavery, and later the 
phenomenon of mass immigration, to attitudes toward human service that include 
subservience and low status. The lower class and immigrants utilized various human 
services as an instrument in climbing the socioeconomic ladder. The highest step 
on the ladder often involved getting out of the service professions altogether and 
into a less “tainted,” more glamorous activity related to power and authority. For 
high status groups the prerogative of defining the forms of service is important. 
Within the same high status groups, such as medicine, a majority of the direct human 
service is provided by novices. Those experienced members of the same group who 
primarily provide service are valued less than those who perform other roles. An 
example in medicine is the relatively higher value placed upon the work and role 
of a researcher or administrator than that of a clinician. 

Ideologies underlie our views and values of service: man may serve God, the 
state, his fellow man, or himself through his service to others. Our second proposi- 
tion concerns the challenge to the American ideology. The challenge is one of action 
by various groups (blacks, students, etc.) directly confronting service and other 
institutions and exposing the underlying ideology. The ideology, epigramatically 
termed, “the American way of life,” is one that idealized the economic sphere. 
This ideology has lost its power to motivate and has been profaned. As a result, a 
central delusion held by service providers has been exposed. We believed we were 
serving human beings, when we were primarily serving the American ideology. 
The process became a self-serving one, when the preservation of our service institu- 
tions and of the ideology were identified with each other. With this painful self- 
exposure there has been a scramble to invoke the magic of words such as “human 
service network:” to call for reordering of national priorities; to invoke general 
systems theory, and to develop new models. Though legitimate, such endeavors 
obscure the value crises. An equally important activity is the necessity for us to 
consider: Can a human service value system develop among service groups and 
in the country at-large? And how? And when? 
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AMERICAN VALUE ORIENTATIONS AND THEIR ROLE AS 
BARRIERS TO REFORM OF THE SOCIAL SERVICES 


E. D. Huttman 
California State College, Hayward, California 


Value orientations play a major part in shaping new social service and health pro- 
grams in America. Besides their influence in determining program specifics for 
such bills as the Nixon welfare reform bill or the proposed Kennedy medical 
insurance bill, values also are important in influencing the degree of support or 
opposition to such programs. Many words used in relation to these bills—such as 
“able-bodied poor,” “work incenitives,” “on the dole,” “through private enter- 
prise,” “socialistic measures"—reflect value orientations. 

This paper will outline major value orientations present in American society 
today and show the conflicting nature of these values. Its second task is to look 
at the incongruences between these values and the conditions in our largely urban- 
ized post-industrial state, with its very advanced technological development—con- 
ditions such as automation that mean the term “work incentive” must be recon- 
ceptualized or mean increasingly high educational qualifications required for a job, 
make the term “able-bodied persons” obsolete. 

We next will examine the degree to which outdated values play a part in the 
formulation of current social service legislation provisions such as in the Nixon 
welfare reform bill. These value orientations will be contrasted with the philosophy 
behind the British and Swedish welfare states and then with the differences in-typé 
of social legislation. 

The author will draw on her two years of British research on social services 25 
well as on interviews with Swedish social affairs personnel and upon documents 
obtained during these years of research. American data comes from federal hear- 
ings on the welfare reform bill and health insurance bill and numerous other docu- 
ments and public statements. 

In summarizing the paper’s major conclusions, the first is that we have two 
strands in our value orientation today. On one hand the early frontier values of hard 
work and self help, of individualism, of laissez faire business activity and 0 
“poor law” charity attitude persist, with more polled Americans in the 1960s feel- 
ing “lack of effort on his own part was more to blame for a person being poor” 


.7: 


than “circumstances beyond his control.” Yet, some 35 odd years after the Roose ! 


velt era social security legislation, there was a clear acknowledgement that the 
government must see "that no one is without food, clothing or shelter" (64%, 
Harris poll). In a century in which the frontier and its opportunities were gone, 
where heavy industrialization and gigantic corporations were a chief characteristic 
of the landscape, where unemployment of four percent was acceptable, where 
automation could overnight make certain jobs obsolete and over the long run make 
the uneducated workers a surplus, individuals acknowledged a need for govern: 
ment intervention. The present public, still holding on to the values of self-help, 
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can at the same time also have this second orientation because it simply exempts 
certain groups in certain circumstances from these “work ethos-self help ethos” 
expectations, such as the elderly, the handicapped, the unemployed in certain cases. 

In the Nixon welfare reform bill certain provisions closely relate to the frontier 
“hard work ethos” while others come closer to the “welfare state” orientation pio- 
neered in British social service legislation. The basic philosophy behind the bill is 
that it will encourage people to become independent and self-supporting through 
incentives to take training and enter employment. To receive assistance, employable 
adults, including female household heads with only school-age children, must regis- 
ter for work or for training as a prerequisite for receipt of benefits. Working poor 
will receive benefits higher than the unemployed. These provisions do not take into 
consideration that there is about a six percent unemployment rate today, so that 
college graduates, let alone welfare recipients, will have trouble finding jobs; they 
ignore the the fact that many welfare recipients presently in training programs, such 
as WIN, can not find jobs, or that day care centers are too few in number and 
quality. The bill, on the other hand, guarantees as а right a basic income and gives 
recognition to the indignities of the present welfare system and makes a number of 
changes to give assistance in a dignified way, through nation-wide administration 
and simplified declaration of income. Whether the working poor, however, will find 
this “Speenhamland” bill a dignified way to get financial assistance or whether 
welfare recipients will find reporting to an employment office monthly dignified is. 
questionable. 

This bill, and the proposed health insurance bills, however, give more credence 
than past bills to basic British and Swedish value orientations that certain types of 
assistance are owed a citizen as a right. Beveridge called this stance a major 
change from “the charity orientation to assistance." In establishing that the creation 
of social rights vested in the citizen, such as an acceptable standard of economic 
welfare, the community as a whole accepted responsibility for the welfare of all its 
Citizens. The idea has become recognized in Britain and Sweden that some elements 
of civilized life, such as medical care, rank above the market economy and must 
be achieved by superceding the market. Second, assistance is to compensate a per- 
son for the results of developments beyond his control, whether loss of job due to 
automation or depression, or loss of health due to unhealthy environment. Ameri- 
cans, still not fully accepting this explanation, demand provisions in social service 
legislation that punish the users Or limit use, but they continually exempt more 
groups and, in a turtle-like fashion, with some doubts, move towards universalistic 
Services. 
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THE REPRESSION AND SUPPORT OF PSYCHEDELIC EXPERIENCE 


Dennis T. Jaffe 
Number Nine, New Haven, Connecticut 


“Psychedelic,” mind-manifesting, is a word coined for the action of a certain class 
of drug, but has come to mean also a type of experience. This experience, facilitated 
by the taking of drugs such as LSD, mescaline, psiloscybin, peyote, etc., is highly 
valued by many young people, and highly feared and avoided by much of the rest 
of the population. Since psychedelic drugs are made illegal for most purposes almost * 
as quickly as they are discovered, the conflict between advocates of these experi- 
ences and those who seek to stop them has political, as well as social and cultural, 
implications, This paper will review what we know about psychedelic drugs, to show 
that the public response to them is not based on research facts. Then sociological 
theories by Szasz, Kai Erikson, and Laing will be introduced as hypotheses about | 
processes that might lead to the great uproar about these substances. Their work 
suggests that the fear of psychedelics is due in part to projected fears of people, who | 
see such drugs as freeing people from social controls and allowing the expression of | 
impulses they fear in themselves. Certain values in American culture will be shown | 
to be antithetical to the kind of exploration of inner experience that psychedelic | 
offer young people. 

The next part of the paper will be concerned with how the experiences that 
young people are having with these drugs can be supported, while the adverse 
consequences of their drug use mitigated. It is clear that current programs that | 
focus on addiction and prevention of drug use are as unable to control drug us E 
as prohibition was unable to end alcoholism. The experience of Number Nine, à 
youth crisis center, is presented in this area. The thesis is that provision of a pro 
gram that allows young people to go through their psychedelic experiences under 
the guidance of young people who themselves have been through them, controls 
most of the harmful effects found by research and prevents the accidental harm | 
produced by using such drugs in bad situations. Methods of facilitating drug trips 
will be outlined, and the usual outcome of such interventions. Finally, some b 
observations about where the youth culture is going around psychedelic and othe 
drug use will be presented, The trend seems to be away from greater use of the” 
powerful psychedelics, toward a concern with the ways that the experience cal” 
be related to other activities, and supported in everyday life. For highly self-destruct- 
tive individuals, psychedelics soon become so fearsome, that they discontinue 
use, ог move on to other drugs that have less Positive possibilities for growth. 
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SOCIAL INSTITUTIONS: ARE THEY BENEVOLENT RACISTS? 


Cornelia T. Johnson and Robert E. Becker 
University of Connecticut Health Center, Hartford, Connecticut 


Blacks have never been unaware of the racism in the structure of the institutions 
designed to deliver human services. The white professionals and bureaucrats who 
control the institutions serving urban blacks avoid open confrontation of racial 
issues. The outcome of this is lack of blacks in positions of authority, under- 
representation of blacks in the total agency, dependence of the urban black 
community on a “white agency” for service. This pattern reinforces the white 
dominance of the health, education, and welfare systems. Few whites would 
acknowledge that such a process operates. For the white, impartiality and pro- 
fessionalism are the antitheses of racism. The black experiences a bitter, de- 
moralizing, dehumanizing, repetitive pattern of basically racist decisions in hiring, 
promotion, supervision, and provision of service. The blacks’ silence was the 
sure way for him to survive. Whites are now confronted by blacks who not only 
object but who are willing to die if necessary for their rights and needs. Learning 
and training institutions must assist new professionals to work through and under- 
stand the deeper roots of racism that they have inherited from early childhood. 
Teachers cannot exclusively depend upon traditional credentials for this. Profes- 
sional curricula must provide a variety of experiences for therapeutic black and 
white encounter where lack of understanding, inability to empathize, and de- 
humanization of the blacks are uncovered and acknowledged by the white profes- 
sional. 

To acknowledge that situations are unjust and not make real change in the situa- 
tion will serve only to compound the problems. Blacks are not fooled in the same 
numbers as they were a few years ago. 

Human service agencies will be forced out of existence by consumers who pass 
them by unless they are wise enough to give strong indications that they are willing 
to deal with racism. 


INDIVIDUAL AND GROUP RESPONSES TO CONFINEMENT IN A 
SKYJACKED PLANE 


Sylvia R. Jacobson 
Florida State University, School of Social Welfare, Tallahassee, Florida 


This paper concerns observations of the responses of individuals, and groups, 
among plane passengers en route to America, skyjacked to an African desert, 
Confined up to a week, and subjected to shifting crises and anxieties. It notes 
the gradual development of passenger self-organization and self-control of life neces- 


292 DIGESTS - 


sities. It considers factors tending towards unification and divisiveness of the 
Passengers under successive crises and through their release from capitivity. The 
point of view is subjective, descriptive, and analytical. 

Responses to the crisis of the skyjacking varied. Self-concern and self-reorienta- 
tion shifted to concern for the shock to awaiting families at Kennedy. Families 
clung together. Ties were quickly formed among some seat-mates, hitherto strangers, 
and promises made for the "survivors" to inform loved ones. The crisis of the 
seizure of passports by boarding guerillas after a night desert landing and the 
threat of family separation aroused severe anxieties where parents and children held 
different national passports and where dual passports were held. These threats were 
heightened by the early removal to city hotels of all Indian nationals and of almost 
all non-Jewish women and children, while Jewish women and children were re- 
turned to the plane, They were realized by the nighttime removal of six, and later, 
ten male passengers, and finally of all men. They were intensified by the guerillas’ 
tepeated searches for hidden passports, and on-going taunts and accusations. 

Overcrowding, daytime heat and night cold, lack of light and running water, and 
the virtually useless malodorous lavatories undermined adult morale. The 


diapering and feeding urgencies of some ten babies quickly drew their mothers into | 


a sharing, purposeful group. Children initiated play. Adolescents moved together 
for seat-possible activities and emotional alliances. Division appeared among the 
mothers of children as to their eating non-Kosher, Arab-supplied food. Interational 
Red Cross intervention, their request for passenger selection of a male and female 
representative to list necessities, and their proffered hope that messages might be 
gotten to kin lifted spirits and initiated a passenger self-structure. Тһе steady 
“parade” through the plane of armed, uniformed men of different guerilla units, 
gaping at the huge plane and its grimy captives was especially irritating to Americans 
and roused strong pride in poise despite anxiety. 

Subsequent crew warnings that water rations were being exceeded and food hoard- 
ing hazardous to health led toa passenger leadership meeting and plans to oversee use 
of lavatories and food and water rationing. These were not acted upon for another 
day, not until it was announced that the diminishing water supply would be chlori- 
nated. Organization of the adolescents for supervision of child activity and food and 
water distribution threatened older people who feared the young would care only for 
themselves. Open disagreements among the guerillas themselves, contradictory state- 
ments of their demands and conditions for Telease, and threats and ultimate plans 
regarding demolition of the plane increased tension and irritability. Arguments 
arose among passengers as to individual rights versus group welfare. Recrimina 
tions were directed towards individuals engaging in friendly talk with guards and 
with guerilla physicians. Subtle remarks that if it were not for the Jews, no one 
would be involved in this anguish simmered, and were repeatedly cooled by group 
leaders and crew. Two short episodes in which passengers were allowed off the 
plane and onto the desert floor for air and exercise lifted spirits briefly, but 11- 
dividual breakdowns showed briefly in behavioral and somatic ailments. The last 
morning found the women and children alone on the plane, without food, water, OF 
usable facilities. They formed themselves into an organized effort to achieve the 
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impossible until busses arrived to remove them in small groups to various places. 
During the final phase of rescue and return to America, bickering and open quar- 
reling arose around earlier issues: the eating of non-Kosher food, friendly ap- 
proaches to captors, and regrets over lost luggage compared with grief over menfolk 
left behind. There were open also exchanges of admiration for one another and plans 
for on-going affectionate ties among affiliates. 

As stress is an on-going aspect of our society, these observations suggest some 
implications for education in preparation for emergency-induced crises. 


PUBLIC REACTIONS TO THE CALLEY TRIAL: REPORT ON A 
NATIONAL SURVEY 


Herbert C. Kelman and Lee H. Lawrence 
Harvard University, Cambridge, Massachusetts 


A sample of the American population, 18 years and older, was interviewed several 
weeks after the conviction of Lt. William Calley. Interviews, averaging about 40 
minutes in length, were obtained from 989 respondents across the country during 
the period of May 28—June 12, 1971. The interview focused on attitudes toward 
the trial and conviction of Lt. Calley, and on evaluations of Calley’s actions at My 
Lai. A number of questions dealt with related issues, such as the trials held after 
World War IL. An important series of hypothetical questions asked respondents 
what most people and what they themselves would do if confronted with military 
orders to kill all inhabitants of a Vietnamese village, including old men, women, 
and children. Finally, there were questions about the Vietnam war in general and 
about a number of demographic variables. 

Of the total population, 34% approved of the trial and 58% disapproved. The 
reasons for approval and disapproval are varied and illustrate the complexity of 
public reactions to the trial, Reactions to the trial do not follow any single divisions, 
for example, along dove-hawk or liberal-conservative lines. Some respondents base 
their approval of the trial primarily on their opposition to the war; others disapprove 
of the trial on the same basis. Similarly, some resondents base their approval of 
the trial primarily on their concern with the integrity of the military, while others 
disapprove on that basis. By far the largest subgroups, however, both among the 
critics and the supporters of the trial, base their reactions on their respective views 
of how responsibility for My Lai should be allocated. More than half of those who 
approve of the trial do so because they believe a soldier must bear individual re- 
sponsibility for killing defenseless civilians. Almost two thirds of those who disap- 
Prove do so because of the view that it was unfair to hold Calley responsible for 
what occurred in the course of performance of his duty. The paper focuses on a 
comparison between these two groups (the AR and the DR groups). 

The two groups differ markedly in their reactions to the trial and related issues, 
as well as their evaluations of Calley’s actions. DR respondents, for example, are 
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considerably more likely to say that most soldiers would shoot unarmed civilians 
under orders, that they themselves would do so, that Calley did what he should have 
done under the circumstances, and that the nature of Calley’s victims justified his 
action. The two groups are almost equally disenchanted with the war, although DR 
respondents are less inclined to describe themselves as doves. Demographically, 
DR respondents are lower in socioeconomic and educational level. 

Findings are interpreted in terms of different patterns of personal integration in 
the national system and the conceptions of individual responsibility these entail, 
DR respondents do not see themselves as “origins” of national actions; they per- 
ceive no personal choice about obedience to authoritative orders. In relinquishing 
control to the authorities, however, they also relinquish responsibility. The public 
outcry against the Calley trial—which can be traced primarily to DR respondents— 
reflects their dismay at the violation of a basic understanding. They had supported 
the war, despite serious misgivings, because the authorities told them to do so— 
and now these authorities are holding them personally responsible for consequences 
of the war. The implication of this widespread pattern of relating to authority for 
availability to massive violence is explored. 


BUREAUCRATIC VIOLENCE AND CONVENTIONAL MORAL THINKING 


Lawrence Kohlberg and Peter Scharf 
Harvard University 


Our age has given witness to many examples of “crimes against humanity” com- 
mitted with the sanction and justification of law. The Nazi war crimes often were 
enacted through valid channels, using means legitimated by law. The Nuremberg 
Trials have affirmed a public acceptance of justice principles that have moral pri- 
macy over the claims of law and social order. This paper will explore the moral 
psychology of people who recognize and understand these principles, and act upon 
them in situations of political or military conflict. 

Our argument relies upon observations made by the senior author over a fifteen- 
year period. These studies have indicated that there is an “invariant” sequence of 
moral development that has cross-national and cross-cultural validity. Six stages of 
moral development are posited, each of which represents a unique mode of resolv- 
ing moral conflict. Each successive stage is characterized by increasing logic, dif- 
ferentiation and moral adequacy. 

Stage One (Power and Obedience Orientation) and Stage Two (Instrumental- 
Exchange Orientation) are designated Pre-Conventional Moral Stages; Stage Three 
(Shared Expectations-Interpersonal Concordance) and Stage Four (Law and 
Order Orientation) are Conventional Moral Stages; Stage Five (Social Contract 
Right and Welfare Orientation) and Stage Six (Universal-Ethical Orientation) arè 
Principled Moral Stages. 
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We will argue that until a person reaches Stage Five, he has no “rational” basis 
for determining the justice of legitimate law. At Stage Four, any law that is legitimate 
and has some order-maintaining function is judged to be valid. For example, a 
Stage Four student, when asked whether it was right for a German citizen to send 
a man he knew to be a Jew to a concentration camp, responded: “Well, you might 
feel sorry for the Jew, but you would obey the law if you were a German. If people 
didn’t obey the German laws there would be anarchy. This would be his duty as 
a citizen, just like we obey the laws of this country.” 

“Principled” moral thinkers, in contrast, have a “rational” basis for determining 
the justice of a particular law. At Stage Five, laws are judged by criteria of consent 
(Is it Constitutional? ), right (Does it violate agreed or natural rights?), and welfare 
(Does it violate the welfare of the greatest number?). At Stage Six, laws are eval- 
uated according to more general justice principles: equity, respect for human per- 
sonality, and recognition of human life as the ultimate human value. 

Empirically, we will present heuristic evidence that “principled” persons will be 
able to evaluate unjust laws and orders, and will act upon this evaluation. In the 
Milgrim obedience experiment, “principled” moral thinkers were more likely to 
refuse the unjust request of the experimenter (to give electric shocks to a man pre- 
sumed to be a fellow subject) than were “conventional” moral thinkers. We have 
some evidence that principled thinkers will respond similarly in naturalistic situa- 
tions, We will present qualitative analysis of interviews with draft resisters, a mem- 
ber of the Calley platoon, and others in political life who have faced dilemmas in- 
volving conflicts between legal duty and moral principles. 

Finally, we will offer a hypothesis that the decision-making process involving 
"life and death" dilemmas may be understood as an interaction between the moral 
understanding of the decision-maker and the context in which the decision is made. 
Here we will focus upon the bureaucratic structure in which macro-political dilem- 
mas are debated and acted upon. We will note how bureaucratic organization tends 
to transform moral issues into technical questions, and tends to deny moral respon- 
Sibility both for the decision maker and for those who implement the decision. 
Through an integration of cognitive theory and a sense of complex organization, 
We hope to further define the process through which, in Camus's words, “law be- 
Comes crime and the judges murderers." 


THE URBAN COMMUNE: FACT OR FAD, PROMISE OR PIPE DREAM? 


Saul V. Levine, Robert P. Carr, Wendy Horenblas 
Hospital for Sick Children and University of Toronto, Toronto, Ontario 


Experiments and experiences in communal living are not novel; over the past few 
Years, however, a new form of commune has been evolving in many North Amer- 
ican cities, These communes are often located in inner city areas, and their raison 
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d'etre varies widely. Their idelogical basis for existence may rest in philosophical, 
socio-economic, religious, mystical, artistic, therapeutic, pharmacological, or psy- 
chological roots, or in a combination of these. As an informal psychiatric consultant 
to four urban draft dodger communes, one of the authors (S.V.L.) became inter- 
ested in the communal aspect of their life styles, and compared them to other 
“native” communes in the same urban environment. As opposed to some other 
communal movements, the former are often characterized by a lack of a consis- 
tent socio-political ideology, by rapid changes in structure and organization, and, 
most important, by the sudden and unexpected arrival of new members who are 
in a state of emotional crisis. 

Having defined a commune rather arbitrarily but rigidly (same city address, at 
least six members, heterosexual, sharing of material, space, etc.), the authors 
studied the phenomenon in a number of cities in Canada and the United States. 
Approximately twenty urban communes were examined via direct observation and/ 
or intensive interviews with members. Areas covered included the members’ back- 
grounds, their motivation for joining, the commune set-up, extent of sharing (labor, 
money, food, clothes, space), sex and love, child rearing, drugs, group decisions 
and process, change over time, philosophy, and others. 


—— аши 


Obviously some elements of sharing and division of labor are central themes in | 


all the communes, but the range of variation even in these areas is astounding. If 
employed, the members either work іп different locales or work in the “commune- 
business." Those urban communes supporting children differ substantially in the 
child rearing practices utilized. While considerable animosity to the Establishment 
is frequently voiced (harrassment occasionally occurs), it is interesting that those 
communes that begin most radically different from traditional life styles often 
change in a middle-class direction or dissolve. There are also examples of communes 
becoming intolerant, rigid, or overly moralistic after beginning with a relatively 
“free” ideology. This is partly due to the backgrounds of many of the commune 
members, but also to the realization that certain needs (e.g. space, privacy) must 
be fulfilled even in alternative life styles. Most of the members are young (17-35); 
few have incorporated older people, the generation gap persists. There are many 
ways of dealing with internal dissent (meetings, groups, outside consultation), not 
all of them successful. Some have found that setting up a satellite farm and rotating 
members through both settings is the only way to survival. 

At present, the commune is a transient phenomenon, and the factors contributing 
to the “success” or “failure” of those studied are discussed. They may provide sup- 
port and nurturance, belonging and security, but they may also manifest insensitivity 


and group intimidation, and other destructive behavior. They can be unhealthy b 


or constructive both to the individual and the communal milieu. There arè im 


portant implications both to the future of the family and to our society, but 4 t 


realistic assessment of their strengths and weaknesses is first necessary. 
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THE ABORTION EXPERIENCE: ETHICAL AND PSYCHOLOGICAL 
CONSIDERATIONS 


Joy Osofsky 
Temple University, Philadelphia, Pennsylvania 


Howard J. Osofsky 
Temple University Medical Center, Philadelphia, Pennsylvania 


With the advent of recent legislation allowing large numbers of women to undergo 
legal abortion, there would appear to be a need to gain a better understanding of 
both the problems of abortion law implementation and the patient's psychological 
reactions to the procedure. The present paper, which is based upon data collected 
during the inception and operation of a comprehensive and carefully structured, 
low-cost legal abortion program at the State University Hospital in Syracuse, New 
York, will attempt to deal with these issues. Staffing patterns, intra-hospital re- 
lationships, and administrative decision making were observed. Demographic and 
medical assessments were performed on all patients. Intensive patient interviews 
were carried out immediately following the abortion, at one month and six months 
postoperative, These interviews were performed by individuals with differing opin- 
ions of the appropriateness of the abortion procedure in order to insure objectivity of 
report. 

Patients educationally, racially, and religiously reflected the composition of the 
community at large and financially reflected the population of the other hospital- 
based clinics. A total of 742 patients participated in one or more parts of the 
Overall study. Medical problems were extremely uncommon and were related to 
the duration of the preganancy. Fifty percent of the women were single, approxi- 
mately 25% were married, and the remainder were either separated or divorced. 
There were few negative psychological sequelae to the abortion procedure. Guilt, 
Self recrimination, and unhappiness were all very uncommon. The reaction most 
frequently reported by patients was great relief. Where present, guilt related to age, 
family situation, and religious background. Extremely young and Catholic patients 

noted somewhat more difficulty with the procedure; older married women 
with children and a supportive husband reported least difficulty. At one and six 
Months postoperative, few negative sequelae were noted; there was even less guilt 
Teported both quantitatively and qualitatively. 

Desire for and subsequent utilization of contraception were high. Repeat un- 
Wanted pregnancy occurred very rarely during the time of the study. Personnel and 
hospital issues were complex. On the whole, progressively greater sensitivity and 
hospital acceptance were noted as the program continued. The implications of 
the findings, on a variety of levels, will be discussed in the presentation. 
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Albert Pepitone 
University of Pennsylvania 


The paper addresses itself to the problem of collective violence from a social psy- 
chological perspective. The aim is to examine a selected set of concepts and psy- 
chological processes involved in the production of human collective aggressive be- 
havior. There are essentially three parts to the discussion: 1) an analysis of the 
unique problems faced by the social scientist in dealing with behavior that is often 
defined in political terms; 2) an analysis of the background predisposing conditions 
of violence in terms of the concepts of discontent and conflict; and 3) an analysis of | 
the situation of violence in terms of the conditions that control the disinhibition 
of agressive feelings and the excessive use of weapons and other implements of 
crowd control. The paper concludes with a delineation of some major research 
questions. 


SOCIAL PSYCHOLOGICAL PROCESSES IN VIOLENCE | 
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LONGEVITY, MOBILITY AND SPARE PARTS: THE FUTURE 
IMPERFECT AND HUMAN SERVICE DELIVERY 


Naomi I. Rae-Grant 


at Services Branch, Mental Health Division, Department of Healih, Ontario, I 
апааа. t 


The crisis in delivery of human services has reached such proportions as to be | 
considered, if not pandemic, at least epidemic. Mental health professionals, Des 
by increasing demands for service, both in quality and quantity, have responded in 
various ways—by indirect service to larger client populations, through consultation | 
and community education, by swelling their ranks with paraprofessionals, and by 
experimentation with a variety of focused, brief therapeutic techniques. Recently, t 
as the gap between need and resources has become even more apparent, doubt and 
denial of the efficacy of mental health services and the affecting of a depressive 
stance has been prevalent in the literature. 
) The current financial crisis has further intensified the gap between ideals and 
implementation in service delivery and has exacerbated the futile struggle to E 
up with the casualties of the social system. | 
This paper reviews the current social situation and the literary and scientific . 
projections for the next thirty years and maintains that the attempt to restore the } 
individual’s social or intrapsychic status quo is increasingly doomed to failure й 
a society where the only constant is one of constant change. A potentially mor 
effective model, on a competence rather than a curative continuum, is suggest" 
Preparation or education for each developmental task, for anticipated life crise t 
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(marriage, parenthood, divorce), for proposed operative procedures (likely to 
become more common as transplant surgery is increasingly more effective), and 
for serial professions or occupations (anticipated with increased longevity), is 
outlined. 

The inevitable changes in family and social relationships and available supports 
are considered for a society projected as probably increasingly mobile, genetically 
engineered, and having zero population growth. 


HEALTH CARE CRISIS: A CRY FOR HELP AND/OR A TECHNIQUE FOR 
CHANGE? 


Marilyn Seide and Carol J. Eagle 
Lincoln Hospital, Albert Einstein College of Medicine, Bronx, New York 


Approximately 200 drug addicts staged a walk-in at Lincoln Hospital on November 
23, 1970. Accompanied by representatives from various groups in the community 
and from the hospital, they demanded immediate detoxification facilities. These 
groups, representing varying ideologies, had done what seemed impossible—they 
had organized hundreds of “apathetic” addicts into a massive confrontation force. 

In the months preceding this “invasion,” these groups, which became known as 
the South Bronx Drug Coalition, made their demands to representatives of Lincoln 
Hospital, its Department of Psychiatry, and the Albert Einstein College of Medicine 
with which the Department is affiliated. Several weeks before November 23, a few 
coalition members and several addicts occupied a floor of a Lincoln building and 

. attempted to set up a limited detoxification program with the help of some hospital 
staff volunteers. Finally evicted, these “invaders” managed to secure acknowledge- 
tment from the hospital and the college that there was a real, immediate need for 
detoxification services, and this kind of program would ultimately be implemented 
if funds could be secured. 

Funds somehow were secured. Today there is an extensive detoxification program 
operating out of Lincoln, staffed mainly by coalition members and ex-addicts, many 
9f whom have gone through the program. The City and State of New York are 
jointly funding it with monies that had been “unavailable” before the confrontation. 
Every ten days, up to 300 adicts go through a cycle of progressively smaller doses 
ot methadone. At the time of completion of the cycle the addict is drug free. 

у Would a detoxification program exist in the South Bronx today if it were not 
for the events of last November and the tactics of confrontation employed? Repre- 
Sentatives of all the factions involved in the crisis—administrators, staff, members 
of the South Bronx Drug Coalition, funding sources—all were interviewed to answer 
P and other pertinent questions. Our investigation has led us to several general 
ormulations related to the basic issues of health care delivery. 

We are convinced, first of all, that the program that exists today is a result of 
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organization of the community and the addicts and the pressure applied. No one was 
able to say with any certainty that funds would have become available or that this 
particular type of drug abuse program would have been devised if the people in- 
volved had not “taken things into their own hands,” even though several of the 
“establishment” people interviewed spoke, somewhat vaguely, of proposals that 
were in the process of being written and their mistrust of any “medically-oriented” 
program set up in a hurry, under pressure, by mainly non-professional people. 
Members of the coalition, on the other hand, do not see the drug problem as medical 
at all—it is a “political” problem. After detoxification itself, the most important 
element in this program is political education. What kind of program exists? Evalu- 
ations of it vary. Results, in terms of lasting drug-free effects, are described as 
minimal by some, and at least as successful as other program by others. Coalition | 
members and "successful" graduates of the program see it offering an alternate life 

style to the hopeless life of an addict, and look with contempt at a health bureat | 
cracy that had offered little or nothing in the way of detoxification to a community 

in which 40,000 of its 375,000 inhabitants are allegedly drug addicts. One thing 

was agreed upon by all of the factions involved: there is no way to treat a drug 

addict until he is off drugs. What plan had been formulated to make this possible | 
on a realistic scale in the South Bronx before November 1970? We are inclined {0 

agree with the former director of Lincoln Hospital, who told us that he felt that | 
“something is better than nothing.” There is reason to believe that the alternative | 
was, if not “nothing,” then far too little, much too late. 

As a result of our exploration of this particular health care crisis, we believe 
that certain definitive answers can be provided to the currently popular question: 
Is delivery of health services a political, medical, economic or social problem? The 
solution, an ecological one, lies in a combination of all of these approaches, which | 
takes into account the needs of the people, the availability of care, the involvement 
of all those concerned with devising systems of care and utilizing them, and the” 
best quality of treatment possible. This, we feel, will point the way towards success: 
ful methods of responding to the enormous problems in health care that exist today: | 


| 
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SOLIDERS IN MOURNING (VIETNAM VETERANS SELF-HELP GROUPS: 
THE “POST-VIETNAM SYNDROME") 


Chaim F. Shatan 
New York University, New York, New York 


The official claim of few psychiatric casualties in the Vietnam War is probably 2 
artefact due to 1) avoidance of ће У. A. and other mental health services by уш 
nam veterans; 2) delayed manifestations of emotional disturbance after disch 
from service; and 3) failure of the standard nomenclature (A.P.A.’s, D.S.M. 
to encompass novel syndromes. 
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Significant numbers of veterans with extensive combat experience are deeply 
troubled emotionally. In “group тар sessions,” organized by veterans themselves, 
they have revealed certain commonly shared concerns—loosely referred to as the 
“post-Vietnam Syndrome” (P.V.S.). 

Basic themes of P:V.S.: 1) Guilt feelings for the victims of both sides. Many 
speak of “paying their dues” (self-punishment) through self-defeating fights, pro- 
voking rejection, one-car accidents, etc. 2) They feel scape-goated, at first by paltry 
medical and educational benefits. Later, when senior officers are exonerated for 
war atrocities, veterans feel deceived and betrayed by society. 3) Rage follows 
awareness of being duped. Also, counter-insurgency training employs the dynamic 
of “identification with the aggressor” to unleash violent impulses against indiscrimi- 
nate targets. Veterans have great difficulty controlling such urges when they face 
an ambivalent reception back home, especially since they have no outlet. 4) Combat 
brutalization: “Harassing the troops” promotes obedience through humiliation and 
maltreatment, The dehumanized “enemy” is the only permissible target for the 
soldiers’ frustration. The principle, “if you can’t beat ’em, join ’em,” helps to 
generalize hatred against any Oriental, any civilian, and even against G.I.’s them- 
selves. 5) Alienation from feelings and people: Many are unable to endow their 
Vietnam tour with any meaning. Often, they find inner peace only through carv- 
ing out a “dead place" in their souls, where memories are relived “forever” but 
are divorced from their unending emotional impact. This peace exacts a heavy 
price; systematic “psychic numbing” (Lifton) makes it difficult and painful for 
veterans to experience compassion for others, while alienation from feelings in 
general constitutes a powerful obstacle to the formation of close relationships. 6) 
The most poignant feature is anguished doubt about their continued ability to love 
and trust other human beings again, and to accept affection. 

Hypothesis: The P.V.S. is not an accidental grab-bag of symptoms. It bears the 
hall marks of mourning frustrated and grief impacted—frustrated and impacted be- 
cause the military discourages both grief and intimacy. Veterans need to work 
through their unconsummated grief, lest it deprive the present of meaning. Only a 

counter-V.A.”—veterans’ self-help groups, storefront clinics, relevant social action, 
&tc.—can provide an appropriate atmosphere in which veterans can confront their 
failure to mourn. 


DIFFERENTIAL ATTITUDES OF BLACK AND WHITE PATIENTS 
oe PSYCHIATRIC TREATMENT IN A CHILD GUIDANCE 


Robert Warren, Anna Jackson, Judy Nugaris, Gordon Farley 
University of Colorado School of Medicine, Denver, Colorado 


a important problem in the attempt to provide quality mental health care to all 
а$ been the inability of traditional child guidance clinics successfully to treat black 
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patients, Studies in our own clinic and others have shown that black patients are | 
in the clinic population, receive shorter treatment, and аго seen | 
less frequently. The also receive less preferred types of treatment, It scems likely 
that a black patient has a very different experience in a child guidance clinic than 
does a white one. It has also been stated that black families have different схресіз» 
tions regarding psychiatric treatment than do white families. In an effort to deter 
mine in what ways the experiences and expectations were different, twenty white 
families and twenty black families were interviewed after they completed treatment 
in our Child Guidance Clinic, The interview was a structured one consisting of 114 
Ұ 


perceived difficulties in relating to а white therapist. { 
indicate that expectations and experiences are different for white а9й | 
families expect less advice from the therapist than wh | 
about the effectiveness of therapy also were different. 
еч and saw the clinic # 
future problems. Although they saw the therapist # 
in their welfare, they did not feel that he understood them or their eth | 
having a white rather that d 
Results indicated also that the focus of treatment was different ft 
e comet therapy and white f 
. suggest that closer scrutiny 
be given to the delivery of health care service to black families crach 
that occurs when the therapist is white. P p 
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Whittaker 
of Washington, Seattle, Washington 


and 
sound. The focus will be on helping individuals to cope with their 
ms and improve their social functioning. Several alternatives will be 
the narrowly defined clinical relationship and a great deal of attention 
lid to indirect helping roles, such as the role of advocate, 
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RAPPING ON THE HIGH SCHOOL CAMPUS: RELATING PROFESSIONAL 
MENTAL HEALTH CAPABILITIES TO THE PROBLEMS OF AN URBAN ! 
HIGH SCHOOL COMMUNITY 


Deborah K. Aguado 
Department of Mental Health, County of Los Angeles 


Zanwil Sperber 
Cedars-Sinai Medical Center, Los Angeles, California M 


The program takes place on the campus of a large, urban high school. One of the 
authors (D.A.) had been serving on a committee of faculty, administration, and 
students set up to develop services that could help with the human problems oc- 
curring in a school. The other author (Z.S.) represented the nearest mental health 
professional service, aware of a marked decrease in the number of teenagers coming 
to a formal mental health agency for service. We offered teacher mental health | 
professional co-lead “rap” (not therapy) groups. Teachers also had regular com J 
sultation sessions, usually over the telephone, with their professional co-leader. 
Students came by recommendation of teacher, school nurse, peers, and on their 
own. Parental awareness of their participation was up to the student; parental 
permission was not a requirement of the school administration or group leaders. 
We hoped to assess what an open forum for honest expression could provide the 
students, and what the experience would be for teachers who volunteered to Pûr | 
ticipate, Six teenage тар groups ran from the spring of 1971 to the start of summe 2 
vacation, and a larger number of similar groups have been initiated for the current 
academic year. Our major source of data comes from notes and discussions with 
teacher and mental health co-leaders. 

We have observed that students could freely express themselves and ventilate in 
the groups on campus with little apparent fear that what they said, even if directed 
against their own faculty and school administration, would reverberate negativel 
against them. The problems discussed are similar to those bothering adolescens y 
who still find their way to a group therapy experience in a psychiatric clinic. 

Generally the adolescent’s goals and concerns are socially constructive and simili 
to those of adults. However, their proposed solutions often generate much anxiel] 
ig adult. For example, students, as well as adults, are eager to prevent venere L 
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disease, avoid illegitimate pregnancies, and the need to drop out of school because of 
such events. They propose sex education including the dispensing of birth control 
equipment. Here, the adults and the school with its legal enmeshments are unable 
to generate a direct response. From the point of view of the student, the adult may 
then appear unaware, uncaring, or critical of the students’ needs and impulses 
that led to the request in the first place. 

Teachers who volunteer to lead groups have found the experience, in the words 
of one, “the high point of our work.” The role conflicts of people trying to be 
friendly, and yet having to evaluate and grade, trying to be close, but sometimes 
fearing the loss of the authority and emotional overinvolvement have been dis- 
cussed fruitfully in consultative sessions. Teachers felt that valuable clarification 
resulted. Some find themselves communicating a sense of availability and com- 
petence and find more students reaching out to them to talk about matters beyond 
the usual academic concerns. We also note that students who find their way to 
groups on campus are definitely not representative of the entire student body. Black 
students, lower socioeconomic class students still appear to be systematically under- 
Tepresented. This challenges us to further analyses of the communication networks 
existing in the school to determine why a group interaction opportunity on campus 
is not “visible” to all constituents who might benefit from it. 


PROBLEM SOLVING BEHAVIOR OF TEENAGERS: AN INDICATOR 
FOR CLASSROOM MANAGEMENT 


Frederick J. Behrle 
Wyckoff Public Schools, Wyckoff, New Jersey 


A survey probes (320) high school students’ approach to provocative situations, 
focusing on disruptive patterns. With a brief format we asked youth about solutions 
to common dilemmas involving threats to identity, adult inconsistencies, peer and 
adult alienation and the like. We measured independently disruption through 
teacher and self-ratings. 

The overall picture of problem solving schemes did not relate to teacher and 
self-descriptions, but all measures showed young men as more disruptive than 
young women. Depending on urbanization or age, students tended to react differ- 
ently to certain situations. An interesting evaluative problem was raised by the 
fact that a teacher rated her more difficult class as having less disruptive qualities; 
Yet the survey picked up prevalent disruptive attitudes in the class. The situational 
Survey has also shown preliminary merit in gaining clinical insight into youth who 
act out their difficulties. 

Despite a need for further characterization of the nature of disruption, the survey 

afford cues into the classroom approach to disruption itself. The study sug- 
80515 that disruptive episodes are likely to continue, particularly if matters are 
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ignored. Management will be discussed in terms of how students may justify or be 
apathetic about disruption as well as what role attention seeking, punishment, and 
timing play in disruption. 


THE CHILD IN HIS SOCIAL CONTEXT: IMPLICATIONS FOR TRAINING 
THE SCHOOL PSYCHOLOGIST 


Norman A. Buktenica 
George Peabody College, Nashville, Tennessee 


The major objective of the paper is to present a rationale for training psychologists 
to work with school children; a rationale growing out of the natural field setting, 
rather than out of traditional training patterns or professional "guildism." The 
rationale and philosophy lead to a transactional approach, multidisciplinary en- 
deavors, and paraprofessional training. 

It is proposed that the most effective intervention represents an appropriate 
blend between the assessed needs of the setting and the resources that can be 
mobilized, Historically, mental health programs in the schools ate often determined 
by the training patterns and jurisdictional boundaries of the professional mental 
health workers rather than on the basis of assessed needs. The territorial boundaries 
of the professional tend to segment him from the school personnel and to isolate 
him from the parental view of child development—a view with a normal rather 
than pathological basis. If the psychologist in the schools is isolated from the view- 
point of parent and teacher, he remains out of touch with the situational demands, 
and remains uninformed of prevailing needs, educational theory and practice. 

We must consider that every child faces a variety of socializing agents, which 
place him in conflict as he copes with the sometimes dissimilar demands from 106% 
different agents. Since schools are often disconnected from other institutions thal 
are imposing discrepant values on the child, we must try to coordinate the services 
of the various socializing agents and other community resources to effect a bettet t 
fit between the child’s needs and the demands made upon him. The potential for 
developing models of appropriate services in schools exists at the training-progra | 
level. At that point, jurisdictional boundaries can be questioned so that the psy 
chologist might work in collaboration with parents, school personnel, other PI” | 
fessionals, children, and other aspects of the school-community. | 

The need for resolving jurisdictional conflicts and for developing intervention 
that are relevant to the settings highlights the importance of continual exploration 
of alternatives. Alternative approaches to our social-educational problems must b 
sought and, perhaps more importantly, alternatives for making better use of e” 
ing manpower—including nonprofessionals. ; 

Multidisciplinary teams have been established in order to combat the debilitat 
competitiveness of the professional guilds. A strategic point of departure from othe! L 


\ 


ar à 17 
Å M ARR 


. 


— 


A 
“SCHOOL MENTAL HEALTH/EDUCATION 307 


E of team approaches is that individual case study is not the method of choice. 
"Rather, the social context of the school and community is considered to be the 
realm of operation, with the team assessing strengths and weaknesses іп that con- 


` text and attempting to mobilize existing forces to cope more adequately with the 


‘child’s educational and mental health needs. 

Since the positions presented in the paper are based on the dignity of the in- 
‘dividual in our society, it follows that the schools must be accountable, especially 
to the child and the community of parents. It seems imperative that the child be 
viewed in the social context of the school-community in order to maximize under- 
standing of child development, learning, and adaptation. The school as an institu- 
tion should be strengthened and considered a major arena in which to develop 
child potentialities. The school is continually changing and is responsible for 
transmitting the existing culture, as well as for questioning the value of that trans- 
mission of present status. 

Tt should also be stated that responsibility and major decision making should 
Temain the province of persons in the setting and that the school psychologist 
‘should be aware of the need to remain continually accountable to the child and the 
community of parents. 


MORAL AND CREATIVE DILEMMAS IN THE EDUCATION 
OF CHILDREN 


Bettye M. Caldwell and Stephen Lehane 
University of Arkansas Center for Early Development and Education 


Part of the ferment surrounding education today relates less to pedagogy and cur- 
Ticulum than to the role of an educational system in the lives of children. In this 
Paper we shall deal with four dilemmas that any enlightened society must try to 
resolve: What kinds of adult will be able to function adaptively in the world of 
tomorrow? How do we train people to assume leadership roles in helping children 
‘become adaptive adults? Can public education play a major role in this task, and, 
if not, what are the alternatives? What are the prerogatives of the educational system 
Vis а vis those of the family in this task? 
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THE PROBLEM SOLVING GROUP: A QUADRIPARTITE SYSTEMS 
APPROACH TO SCHOOL BEHAVIOR PROBLEMS 


Carol J. Eagle and Dolores Ray 
Lincoln Hospital, Albert Einstein College of Medicine, Bronx, New York 


During the year 1969 the most common (60%) referral to the Children’s Mental 
Health Service at Lincoln Hospital was a school referral concerning a 9-year-old 
boy who was “disruptive” in the classroom. Although many therapeutic techniques 
were employed no one technique seemed to be able to deal with the ever increasing 
numbers of referrals. In the spring of 1970 the authors initiated a “problem- 
solving group,” so called because at the outset the group’s task was to solve a prob- 
lem. The problem was: how to help the designated “patient” conform to the be- 
havioral demands required by the school. We believed that parents and children 
experiencing similar problems could be helpful to one another through a more pre- 
cise understanding of the nature of the differences and similarities in their experi- 
ences. | 
The four-sided group consists of the child, his parent(s), the teacher, and the 
group leaders. An introduction is given to each new triad of participants, explaining 
that the purpose of the group is to solve the problem and not to fix blame, and 
that we are meeting as a group to help one another in finding solutions to the 
problem, Everyone is encouraged to tell his side of the story, and the specific task 
(what can be done to solve the problem) is stressed throughout. This approach, 
in which the leaders have defined their roles as facilitators for group participation 
in order to lead to solutions, has led to children advising children, teachers modifying ¢ 
their classroom demands of the child, parents asserting their rights on behalf of 


their children, etc. 

The group meets for one-and-a-half hours per week, is open to all new referrals, 
and is open-ended in terms of the length of time one can participate. At the maxi- 
mum, we have had 17 people in the room, at the minimum, two children. The 
fluctuating nature of participation has led us to develop certain formulations Con- 
cerning these who are helped in a three-month period or less, and those who stay 
past the point the “problem” has cleared up. | 

The paper traces the evolution of the group, examining those who dropped out, | 
those who did not seem to profit, and those who have benefited. The process 
underlying this approach, such as enhancing the communication networks betwee! 
parents, children, and school, are defined. 

New phenomena emerged as children whose self-esteem had been considerably 
lowered by being considered “bad” won group approval and commendation fot | 
their controlled behavior. They began to see themselves as helpers in the group 
process, communicating with other children and their parents helpful advice ал 
their perceptions of problems in the group. 

In addition the interplay and use of the differing abilities and talents of the C? 
therapists (a professional and non-professional) are described. | 
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ON CREATING AN ILLUSION OF EDUCATING BY REMEDIATING, 
COMPENSATING, AND INTEGRATING 


Sol Gordon 
Syracuse University, Syracuse, New York 


The United States Riot Commission Report in 1968 warned that: “Without major 
changes in educational practices, greater expenditures on existing elementary 
schools serving disadvantaged neighborhoods will not significantly improve the 
quality of education.” 

Now, four years later, with some eight billion dollars of Federal money invested 
in the education of the poor, as well as several significant Federal injunctions forc- 
ing integration, are we any further along in the education of the so-called “dis- 
advantaged”? 

The evidence appears to be overwhelmingly in favor of the supposition that 
compensatory education is a failure. 

* The school system of almost every large metropolitan city in the country is 
already predominantly black or Puerto Rican, or moving in this direction. 

* The Wright report, hailed by progressives as a landmark decision for integra- 
tion in Washington, D.C., is probably the most important reason why the school 
system of Washington, D.C. is 97%, approaching 100% black. 

* Virtually every large city school system has experienced a decline in reading 
Scores for four years in a row. 

* A status report of the 244 compensatory education programs in 1966 reviewed 
by E. W. Gordon and D. A. Wilkerson revealed hardly more than a handful still in 
existence in 1971. 

* The following are headlines that appeared in late 1971 in the New York Times: 
"Schools Not Pupils Are Found At Fault In Reading Failures" (Oct. 29); ‘Chicago 
e Segregation Is Up” (Nov. 28); “Survey Says School Morale Is Eroding’ 

ct. 19). 

This paper will attempt to document the reasons for the failure of compensatory 
education and present the author's proposal for practical changes that offer some 
hope in an otherwise dismal picture. 


THE OPEN DOOR VERSUS THE REVOLVING DOOR 


Theresa M. Miller 
Kingsborough Community College, Brooklyn New York 
In September 1970, New York City high school graduates, whether or not they had 


armed academic diplomas or acceptable grades, were permitted to enter one of the 
two- or four-year colleges of the City University of New York (CUNY). Open 
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Admissions students were distributed among the 17 junior and senior colleges of 
the CUNY system in accordance with a formula based on high school standing 
and grades, with the community colleges receiving the major proportion of the 
least academically promising students. 

Kingsborough Community College, where the author has been a faculty mem- 
ber in the counseling division during the pre- and post-Open Admissions years, 
admitted 2,592 new freshmen in the fall 1970 semester, 1,115 of whom had high 
school averages below 70. The total number of these students still in attendance 
at Kingsborough Community College one year later is 1,631, or approximately 
60%. This figure drops to a little over 55% when the students with high school 
averages of below 70 are considered. 

What happened to the college and to the student during this period? How did 
the institution adapt to the new reality, and how did it handle or fail to handle the 
problems of space, educational offerings, faculty attitudes, grading policy, remedia- 
tion, and financial aid? How did the students react to the discovery that free col- 
lege costs a good deal more than free high school? Neither cafeteria nor carfare is 
subsidized, and the daily carfare to this college can be as much as $1.80. Books 
have to be paid for; they also have to be read. For some students the combination 
of financial and academic pressures, along with family resistance, made the open 
door a revolving door; they were out after the first failed examination, How were 
these students similar to or different from the students who dropped out of the 
community college before the advent of Open Admissions? 

Using case material, personal observation, and information drawn from intet- 
views with key college personnel, the author offers some answers to questions about 
Open Admissions during its first year of functioning while pointing up the ques- 
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MENTAL HEALTH CONSULTATION IN AN URBAN “COMMUNITY 
SCHOOL SYSTEM” 


David E. Scharff 
St. Elizabeths Hospital, NIMH, Washington, D.C. 


Every day in Anacostia, an isolated section of Washington, D.C., poor, lower-class 
black children meet middle-class teachers. The poverty of resources and the wealth 
of problems that face ghetto families, threaten teachers, Then teachers, who feel 
unable to help, build barriers between themselves and their children. The children, 
too, may feel threatened by the teacher, who embodies unattainable goals and 
values. Subtle forms of prejudice abound— not black against white in this mostly 
black city, but the prejudices of opposing black cultures. A frequent result is eve! 
more heightening of disciplinary walls around children than is usual—a defensiv? | 
rigidity that keeps teachers from reaching out and children from seeking help. | 
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| Ghetto schools аге a microcosm of ће ghetto world. School is a meeting ground 
` between middle and lower classes. Each side’s stereotype of the other, and its 


) “group-related paranoia” (the intrinsic need to denigrate other groups to confirm 


one’s own bodily integrity) forbids growth-facilitating interaction. In place of trust 
and mutuality, an atmosphere of impersonal repression and social distance sets in. 

‘Community control of schools, in theory, offers an answer to these problems. 
If poor blacks control their own schools, middle-class professionals will have to 
respond to the community’s needs. 

The Anacostia Community School Project began in January 1969. But failure 
was built in. It is floundering because the D.C. Public Schools could not bring 
themselves to relinquish control of eleven schools, and because the community 
itself could not accept full responsibility. 

The original structure of the program was a doom-sealing compromise. Never- 
theless, all the dynamics of the community's struggle for social change are visible: 
the ACSP administration pitted against Public School bureaucracy and Office of 
Education ambivalence; children struggling against teachers; and community or- 
ganizers caught up in and against bureaucracy. 

A mental health consultant deals with these problems of social confrontation, 
much as he deals with individual conflicts in psychotherapy. With skills derived 
from psychotherapeutic techniques, we have tried several kinds of intervention. 
Since the basic confrontation of poor child against oppressive social system is 
echoed in the mistrust between any two unfamiliar groups who must work together, 
such points of mistrust are where consultative intervention is critical. 

Psychodrama has been used to help pre-school teachers and community aides, 
School counselors, and community organizers in collaborating. A more introspec- 
tive “study group” technique helps teachers face their students and develop flexi- 
bility. Work with administrators helps to develop new programs and to clarify 
Organizational and community dynamics. 

The focus of our work has been on using ourselves and our own reference groups 
to understand children, parents, and co-workers—and to become more respon- 
Sive to real needs of child and community by lowering our own defenses, ў 

Our experience reconfirms the need for community control of schools—but in 

а way designed to succeed. Some techniques to help cross the personal barriers will 
be described, including work with group-related paranoia and other group themes; 
role-playing and psychodrama; and administrative consultation. 
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THE EMOTIONALLY ILL AND THEIR JOBS: WORK BEHAVIOR AND 
EARNINGS 


Sheila Н. Akabas 


Industrial Social Welfare Center, Columbia University School of Social Work, 
New York, New York 


From 1964 through 1969, a mental health rehabilitation program was in operation 

at the Sidney Hillman Health Center in New York City. Co-sponsored by the i 
Amalgamated Clothing Workers of America and the Clothing Manufacturers 
Association, with grants from the National Institute of Mental Health and the Re- 
habilitation Services Administration, the study was designed to identify the condi- 
tions under which emotionally ill garment workers could be maintained at their 
jobs or returned to work. 

This paper will examine the record of employment and earnings of the patients 
in that program, to suggest some explanation for the findings that will be reported 
and to compare these findings with general assumptions prevalent concerning 
employability of the emotionally ill. As a framework for the analysis, the nature of 
the industry-wide mental health program will be detailed. The uniqueness of in- 
dustry as a setting for a mental health clinic and the special role demands made on 
union and management representatives in terms of case-finding, diagnosis, referrals, 
treatment and followup will be identified, 

The particular research to be reported here represents an attempt to respond 
to the clinical question, "What is the effect of mental illness on the ability of à 
worker to maintain his productivity at a job in the men's clothing industry?" The 
Project was fortunate in gaining access to industrial payroll records for both the 
patients and the industry's labor force. The population was divided into five job 
categories so that the analysis could be restricted to those doing comparable work. 
Earnings, it should be noted, are based on piece rate payments. Using earnings 
records, extensive data on occupational roles and demographic information, a serit 
of variables that determined earnings levels within each job category, among them | 
sex, ethnic group membership and time in industry, were identified for a randomly | 


selected 5% sample of the labor force (1,296 individuals). i 
The patient population comprised of workers who sought help at the clini 


were judged to be mentally ill by a psychiatrist and a social worker in consultation: 
After they had jointly participated in an intake interview, diagnoses were mad? 
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based on standard APA nomenclature. The patients were then matched with peer 
“groups based on previously identified variables determining earnings, and two 
hypotheses were tested: 
I. Diagnosis will not distinguish between those who continue in employment de- 
spite emotional illness and those who do not continue at work. 
II. There will be no significant difference between the earnings of the mentally ill 
who remain at work and the earnings of their matched peer group doing com- 
| parable work. 
Both hypotheses were verified. The vast majority of clinic patients continued at 
work despite mental illness and earned, on a piece rate basis, an amount not 
significantly different from their matched peers. Employment and earnings, how- 
ever, were maintained while patients were provided with treatment within the work 
setting under conditions designed to minimize lost time from mental disorder. It is 
- not possible to assess the impact of the clinic program on these findings since no 
control group was utilized. 
The study shows, therefore, that the determinants of earnings, at least for this 
population, were a set of intervening variables that have little or no relationship 
1o emotional illness. This finding warrants both research and clinical attention. 
Although there was some difference by diagnosis, there was no diagnosis except 
organic brain syndrome for which there existed the certainty of the individual's 
inability to maintain employment. Without suggesting that diagnosis is irrelevant, 
the mandated conclusion seemed to be that, although there are those who, in the 
face of emotional disorder, cannot perform at all, no mentally ill worker need 
Automatically assume that he cannot maintain his employment, no employer need 
Automatically assume that the worker cannot perform his assigned task and no 
a al need automatically assume that symptoms necessarily mean inability 


EXPERIENTIAL ROLE-PLAY IN THE TRAINING OF FAMILY 
THERAPISTS 


Ernest E. Andrews 
Family Institute, Cincinnati, Ohio 


AS part of a two-year training program to prepare mental health practitioners as 

ts, two seminars are offered in the eight seminar program designated 
и Seminars.” These training seminar groups consist of twelve practi- 
toners and utilize a role-play method to simulate family treatment situations. These 
Practicum seminars meet weekly for three hours over a ten-week period, but may 
also be conducted as part of a two or three day intensive workshop experience. 
All seminar Participants must have at least one experience as both “a member of a 
family,” and as “therapist.” 


Ф 
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The role-play simulations are preceeded by a single three-hour session devoted 
to a relationship awareness experience in which the participants engage in three kinds 
of sensitivity experiences to become aware of each other as human responders: 
1) Alternating in the roles of seeker and avoider; 2) voluntary selection of triadic 
small groups; and finally 3) the formation of three families, each to have no less 
than three members, but may include multigeneration families, etc. The relation- 
ship awareness experience, therefore, is the basis from which the participants 
form into families to be "interviewed" in the role-play. One family is the “target 
family” for each seminar session. The remaining participants in the seminar groups 
become a pool of observers and interviewers to deal with the dysfunction of the role 
simulated family. 

All sessions are either audio or video taped and a stop action consultation feature 
may be invoked at any time either by a member of the family, the therapist, or the 
observers to evaluate and/or untangle the dynamic processes that are evolving. In 
this way, dynamics may be instantly studied and analyzed, and errors of inter- 
vention quickly corrected. It is possible to utilize not only feedback from the 
observers but from the family members as well. 

This format in a practicum seminar is designed to achieve three major goals: 
1) to develop “transactional” empathy as a participant of family dysfunction; 2) 
to develop a clinically meaningful and sensitive awareness of the disturbed family 
as a human system in distress; and 3) to develop interventive skill in altering 
family dysfunction via an awareness of the use of self as a human encounter agent 
in behavior change. Examples of experiences that evolve from this total group 
seminar experience will be described and their significance for the preparation of 
family therapists discussed, An additional value is that while the role simulations 
achieve a considerable degree of “transactional reality,” they allow trainees 10 
develop skills and awareness without experimenting with an already disturbed 
family situation. The seminars are seen as the forerunner of trainees direct experi- 
ence with families, both via a co-therapy experience and through direct supervise 
experience with families. 


A LEADERSHIP TRAINING PROGRAM IN ALCOHOLISM: CONTENT 


Howard T. Blane 
University of Pittsburgh, Pittsburgh, Pennsylvania 


The objective of the program was to create a cadre of clinician-leader, interdiscipli 
nary professionals who would have the knowledge to plan, develop, and establi 
clinical centers and programs for alcoholics and who would act as “seeds” to 2 
teach and train others in alcoholism endeavors. In order to attain this objectiV^ 5 
year-long program of advanced clinical leadership and didactic training was 27 
stituted for graduate nurses, physicians-psychiatrists, psychologists, and social work 
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ers, Fellows were drawn from the several disciplines because 1) leadership and 
treatment roles in the alcoholism area have never devolved on members of ‘a 
single profession, and 2) the mental health field generally has discarded the notion 
that a particular professional background is necessary for effective leadership or 
care, Leadership functions became the focus of the program in recognition of the 
fact that mental health professionals, out of choice or pressure, take on these func- 
tions without receiving training in them. 

Four elements of the program distinguish it from other postgraduate programs: 
1) clinical teams composed of and led by trainees with leadership rotating periodi- 
cally among trainees; 2) weekly experience group meetings of each team to under- 
stand at affective and cognitive levels processes affecting team functioning; 3) small 
group exercises that allowed teams to examine the effect of structural and social 
definitions of the group on its function, independent of the individuals and per- 
sonalities involved; and 4) the planning, developing, and executing of projects with 
an administrative or program development purpose. The more usual conventions of 
clinically-oriented postgraduate training were also observed, including supervised 
clinical activities, a weekly seminar on alcohol and alcoholism, and a guest lecture 
series, On the basis of the two years of operation of the program, it is possible to 
suggest modifications for future applicability: initiation of simulated leadership ex- 
ercises; formal course work in administration; increased emphasis on training- 
within-training; and opening the program to members of other professions. 


NATIONAL TRENDS IN ALCOHOLISM TRAINING 


Morris Е, Chafetz and Leonard Mitnick 
National Institute on Alcohol Abuse & Alcoholism, Rockville, Maryland 


The problem of alcoholism does not occur in a vacuum; abuse of alcohol is in a very 
real sense a community health problem, and any proposed solutions must be viewed 
in that context. The magnitude of the problem dictates the need for multifaceted 
approaches and the utilization of a variety of training models in the preparation of 
personnel who will concern themselves with either prevention or treatment. De- 
velopers of effective training programs must be cognizant of the failures and suc- 
cesses of other public health endeavors. Massive educational programs һауе been 
mounted in alcoholism, safety drug abuse, smoking and other public health prob- 
lems with little to suggest that much has been accomplished in the way of preven- 
tion. It is evident that systematic evaluation of programs and the performance of 
trained personnel are needed to achieve success. 

It should be stated explicitly that the goals for training in alcoholism are derived 
from the objectives of the Institute’s program: elimination of the abuse of alcohol. 
This concept should be included, beginning as early as the elementary schools, as 
an integral aspect of the entire curriculum. It is not merely factual information 
that we wish to convey to the young but, more important, it is the development of 
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attitudes that transcend the school environment in which they are presented. This 
approach should have obvious implications for the education of teachers and those 
institutions of higher learning responsible for their training. But our attention can- 
not be limited to the classroom teacher; curriculum planners, principals, super- 
intendents, boards of education, and the community must be involved. 

The problems of prevention and treatment are not synonymous; those responsi- 
ble for the training of individuals to work in these programs must recognize the 
fundamental differences in the goals and the populations to be served. 


CONTRASTING THE CHARISMATIC LEADER WITH THE 
REFLECTIVE THERAPIST 


Jacob Christ 
Georgia Mental Health Institute, Atlanta, Georgia 


The effect of leadership style on the group is a difficult phenomenon to observe 
clinically. As interaction goes on and cohesion forms, a particular kind of subculture 
develops in each group that contains the established solutions and also certain 
unsolved problems. Stock, Whitaker and Lieberman have aptly defined group 
culture as the sum total of solutions found by the group. Differences in leadership 
style would naturally lead to differences in the group culture and specific solved 
problems as well as specific unsolved issues. Bales has examined this question 
extensively in his new book, Personality and Interpersonal Behavior. 

Slavson, in a few paragraphs on countertransference, speaks of unsuitable 
leadership styles, such as the dominant doctrinaire leader and his impact on the 
group. I have, myself, with Wacks and Bernstein, described some typical faulty 
leadership patterns and their consequences on the group. They include the over- 
dependent leader needing inclusion, the domineering leader needing a dependent 
group, and the leader who is swayed by the prevailing group climate. When the same 
group has two leaders of contrasting style an almost experimental situation is 
created with the leadership variable isolated. 

This was observed by the author in his training program by serendipity when 
for clinical reasons it became necessary to have one therapist fill in for another 
during vaction time with the same group. 

In several Situations there was a regular group leader who tended to follow 4 
reflective analytic style, When the replacement tends to be more outgoing, "£i 
ing," and more supportive a typical sequence occurs. The group feels very © 
thusastic for the substitute, feels that great progress is being made, and respon! 
with great anger when the original therapist returns from vacation. However, the 
effect of this temporary “seduction” is limited. After a session or two things return 
to normal and the interim therapist becomes a pleasant memory. 

The reverse situation appears to be more painful for all concerned. A 8700р 
that was close to a charismatic outgoing leader will have developed considerable 
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cohesion and will treat the new therapist very much as a stranger, with all the 
tricks a group can use to extrude someone—such as disinterest, taking his com- 
ments as unwelcome and outright criticism, or distorting them as hostile acts. A 
problem characteristically hidden in a charismatic situation, that of competition 
for the leader, comes out. This may cause some difficulty but will lead to growth 
in the group’s self awareness. 

Summarizing the findings: 1) A change in leadership style always accomplishes 
something, It may be a crisis of a disturbing sort, but it may be ultimately growth 
enhancing, 2) There appeared to be typical problems that are neglected with out- 
spoken leadership styles, such as absence of competition with a charismatic leader, 
which can best be brought out when contrasting leadership can be brought to bear 
on the group. 3) Vice versa, with a relatively passive leader a feeling of helpless- 
ness may occur and a change in leadership style will inject a new sense of purpose 
and accomplishment. 4) There still remains work to do in establishing correlations 
between certain leadership styles and some typical group phenomena. 


AN APPROACH TO CRISIS INTERVENTION THROUGH TEAM 
EXPANSION 


David M. Dressler and Kermit B. Nash 
Connecticut Mental Health Center, New Haven, Connecticut 


A team approach to crisis intervention, emphasizing its efficacy in the delivery of 
effective clinical service, its utilization of skilled personnel in a differential manner, 
its function in the training of mental health specialists, and its implications for 
health care systems is described, This conceptual framework embodies an applica- 
tion of social systems theory to small group process. Team formation is determined 
by the specific needs of a person-in-crisis. Team members are selected on the basis 
of expertise to perform specialized functions and ability to collaborate as a work 
group. Leadership is determined on the basis of establishing a meaningful inter- 
personal rapport with the distressed person and on the basis of a comprehension 
of the relevant psychosocial environment on this individual. The leader may 
emanate from any of the existing disciplines or from one of the “old” or “пеу” 
Mental health groups such as psychiatric aides or new careerists. The paper discusses 
the performance by the team of the various tasks involved in effective crisis inter- 
vention, the composition of team membership, intra-team role relationships, and 
the flexible boundary of the team to expand or contract as various tasks are com- 
pleted and new ones indicated. Several examples from a mental health system are 
Presented to illustrate vicissitudes of team operation in the care of patients and the 
involvement of mental health personnel in training. 
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AN ALCOHOLISM TRAINING PROGRAM FROM THE PARTICIPANTS’ 
POINT OF VIEW 


S.J. Feinhandler 
Boston University and Massachusetts General Hospital, Boston, Massachusetts 


This paper consists of an evaluation of the first two years of a training program 
in alcoholism for professionals and pre-professionals, from the point of view of the 
participants’ activities and their responses to the training. The major thrusts of the 
program for professionals were toward training in leadership, skills, and knowledge 
in the field of alcoholism. For pre-professionals the major emphases were on the 
development of clinical skills and knowledge in alcoholism treatment and the en- 
couragement of their potential professional development. 

‘The activities in the program were organized around three goals: the imparting 
of knowledge in alcoholism, the teaching of skills through the taking of leadership 
roles and through experience in actual treatment settings. 

An evaluation of the participants’ responses to the activities was built into the 


detailed interviews were conducted with each fellow. At three points during the 
second year all fellows wrote detailed diaries of a week's activities. In the final 
month of the second year, two evaluation instruments were administered, one 
designed by the staff and the other by the fellows. A follow-up questionnaire was 
sent to all fellows 18 months after the end of the first year and six months after the 


A major interpretation of these measures indicated that an increasing profes 
sionalism took place during the year, This is demonstrated by an increase іп if- 
dividually specialized activities, such as consulting and research, and an increas 
in group activities oriented toward substantive and administrative issucs. This was 
accompanied by the lowering of competition with other hospital units and the 
development of structure in relationships with these units, so that clinical treatment 
of alcoholic patients could be facilitated, 


All of the respondents to the follow-up report that they retain a view of 186 
training program as very helpful in their present activities. They further add that 
their supervisors and colleagues see their training аз relevant and positive with 
respect to their present activities. Many of the fellows felt that сапу stages in 8 
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а$ a positive clement that allowed participants to become involved in the develop- 
nt of their training. In general, most people placed a high value on the opportun- 
for following their own interests, and on the activities centered on group is- 
ies and group experiences. 

In our view, the program goals were largely achieved, in terms of the subsequent 
с s of the fellows, as well as their positive responses and professional growth. 


NATIONAL MENTAL RETARDATION MANPOWER MODEL 


as Е. Linton 
sity of Illinois at Chicago Circle, Chicago, Illinois 


| nationwide study, in Canada, on “Emotional and Learning Disorders in Children,” 
dicated that a number of conditions in the metal health field were common con- 
ms across Canada. These concerns were the following: 

1) There is a serious shortage of trained personnel at both the professional and 
Mra-professional levels in the mental retardation field. 
2) There is no nationally agreed upon curricula or training program for work- 
in the field of mental retardation. 

3) There is general and widespread concern and consensus among the mental 
Walth professionals that a generic training model for para-professionals and pro- 
nals is a major need, iub 
_ 4) Recognizing the problems created by the present manpower training 
on in the mental retardation field, the National Institute on Mental Retardation 
blished a task force and charged it with the responsibility of: 1) surveying 
ng training programs available for professional and volunteer personnel; 2) 


power needs in terms of selection, training, curriculum and national standardiza- 
tion of professional training. The data for the national study was collected through 
1) surveys, 2) questionaires, 3) in depth interviews with mental retardation pro- 
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That nationally coordinated and standardized training models for associate pro- 
fessionals and professionals should be developed. 

That four levels of training should be developed for professionals working with 
the handicapped in residential, non-public school settings. 

That the training model should emphasize Manpower training to work with those 
with developmental handicaps, rather than specifically the field of mental retardation, 
Hence, the recommended prototype for training would emphasize a generalist 
component (developmental handicap) and subsequent specialized options within 
the broad area of mental and physical health disability. 


THE TREATMENT OF SCHIZOPHRENIA AS A DEVELOPMENTAL CRISIS 


Loren R. Mosher 
National Institute of Mental Health, Rockville, Maryland 


Leonard Goveia and Alma Menn 
Mental Research Institute, Palo Alto, California 


Although the major tranquilizers have been associated with an improved outlook for 
schizophrenic patients, fifteen years’ experience with these agents has shown that 
they are not curative. Schizophrenia remains our most recalcitrant mental health 
problem; its scope is reflected in the disappointingly low levels of psychosocial 
functioning achieved by 65%-85% of discharged schizophrenic patients, their 
high readmission rates (about 50% within two years) and the relatively large рори" 
lation (more than 200,000) of currently hospitalized patients. Because these figures 
indicate a continuing need for innovations in conceptualization and delivery of 
services we are utilizing a fresh therapeutic approach to the schizophrenic patient 
ina combined research/service program. Borrowing ideas from crisis theory (68: 
Lindemann, Caplan and Erikson), we view the psychotic episode as a crisis in 
development with potential for positive growth, By guiding the patient through— 
rather than repressing—his "altered state of consciousness," our treatment milieu i$ 
designed to help him emerge from his life crisis a stronger, better integrated person: 
Because existing treatment facilities are often resistant to change, our projects 
Setting is a house in a community, which we have modeled, in many ways, after 
the Philadelphia Association's (R.D. Laing et al.) Kingsley Hall in London. We 
will evaluate our program's therapeutic effectiveness by comparing outcome in our 
experimental setting with that in a control facility (the psychiatric ward of a com- 
munity hospital). Since our research has only recently begun and involves a lengthy 
follow-up period, no outcome data are presently available, In this paper, the theory 
underlying our project, its translation into practice by specially trained parap!” 
fessionals, the treatment setting and its cost will be described. Case examples 

be utilized to illustrate our techniques. 
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VOCATIONAL REHABILITATION OF METHADONE MAINTENANCE 
TREATMENT PROGRAM: SOCIETY’S RESPONSIBILITY 


Marvin E. Perkins and Eileen Wolkstein 
Morris J. Bernstein Institute, New York, New York 


At Morris J. Bernstein Institute, 1,735 Beth Israel Medical Center patients are 
receiving methadone maintenance treatment, which provides the heroin addict an 
opportunity to change his life style and return to the work force. Studies suggest 
that even these improvements are insufficient without concomitant improvement in 
his quality of life. Rehabilitation services, which engage other community resources, 
focus on this goal. This paper reports vocational rehabilitation counseling in metha- 
done maintenance with special emphasis on helping the patient attain a realistic 
adjustment to work and to the community. 

A Vocational Rehabilitation Specialist was appointed in November 1968 to 
study vocational services being offered to patients of this MMTP. The study re- 
vealed a lack of opportunity and resources for defining the problems experienced 
by the patients in regard to employment. Existing staff was without the technical 
skill and personal preparedness to approach and deal with the vocational prob- 
lems presented by the patients. 

As a part of this study, a careful review of 120 patients’ employment records 
after admission to MMTP was conducted at a randomly selected outpatient clinic. 
The results: 1) that approximately 50% of the patients were gainfully employed 
on any given day; 2) that the percentage of patients working increased for patients 
on methadone for six months to one year, then decreased for patients on methadone 
for one to one-and-a-half years, only then to increase again; 3) that patients changed 
jobs without evidence of upward mobility either in position or salary, worked on 
temporary jobs of a daily nature, often off-the-books and worked in unpleasant 
Surroundings without the hope for advancement—on jobs where one must work 
long hours for little pay and no personal rewards; and 4) that patients held strong 
Negative feelings toward work and employers, feelings that generated tremendous 
fear and anxiety when confronted with the concept of work, On the basis of this 
study, vocational rehabilitation counseling became a service within this MMTP. 

The prospect of including this service was experienced by existing staff as a 
threat, Only through support and understanding and sometimes direct intervention 
of the departmental and unit directors was this service secured so that its effectiveness 
could be demonstrated. 

thadone maintenance patients manifest a wide range of social, educational 
and vocational levels, Few patients come to the program with occupational skills. 

vast majority present sporadic work histories and negative vocational experi- 
ences, Given such varied and unique levels of work among patients, the vocational 
Tehabilitation counselor generally finds himself faced with four categories of pa- 
tient problems: the first, a patient who requests job upgrading; the second, a pa- 
tient who has a spotty, irregular work history; the third, a patient with an ambiguous 
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attitude toward work; and, lastly, a patient who is functioning poorly in all aspects 
of vocational adjustment and essentially appears to be a non-worker. 

In all of these problem areas the primary responsibility of the vocational rehabili- 
tation counselor is to provide counseling and guidance in helping paticnts establish 
an identity as an employee. The community presents a myriad of barriers to the ob- 
jective of meaningful employment and acceptance. This produces fear in a new 
patient and discouragement in a motivated patient. Some of the more obvious prob- 
lems that face the patient are in the area of filling out job applications, applying for 
licenses, being bonded and working for Civil Service. Attention must be given to 
the issues of not discriminating against methadone patients in hiring practices and 
allowing him to benefit from the opportunities available to the rest of the community. 

The Vocational Rehabilitation Section of the Department of Psychiatry has now 
been in operation for three years. A total of 350 patients have been referred to its 
staff. Of these, 152 have been selectively placed on jobs and 75 have been provided 
vocational training. To accomplish this, contact is established with employment 
agencies and employers, with sheltered workshops and training facilities. Through 
these efforts, greater percentages of patients are working earlier and are able to 
retain employment and advance into meaningful and responsible positions. 


THE VESTIBULE GROUP REVISITED 


Е. X. Schupper and А. Greving f 
The Roosevelt Hospital, New York, New York 


The vestibule concept, since its introduction in the 1960s, has undergone consider- 
able transformation, and faces further crisis in the immediate future. The “vestibule 
group” is seen by the authors as fulfilling the demands for therapeutic help at the 
time of presentation of the person at the clinic, cutting directly through the barriers 
of agency processing and disposition. 
The term “intake group” which has often been used interchangeably with “vesti- 
bule group” is evaluated to be only a specialized variety of the latter. Intake places 
focus on the traditional history-gathering “intake” for further disposition; vesti- 
bule focuses on the critical therapeutic needs of the patient at the moment. We 
might say that the former is agency-centered and the latter is patient-centered. 
$ Vestibule group structure challenges the traditional role models of the profes- 
sionals in the agency, with diagnostic, history-gathering, and therapeutic respon- 
sibilities redistributed athwart the traditional lines of the profession of psychiatry, 
oa RE у үш; A confrontation of this challenge to the pf 
ntity is án sored Sas :able vesti- 

bule modality within the agency structure. 6. —— malis 

Problems of homogeneity and heterogeneity of the patients within the vestibule 

group arise out of the theoretical position of the leaders. What might appear in ? 
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traditional group setting as an inevitably extreme heterogeneity, may be perceived 
as an essentially homogeneous group, if we put aside for the moment the classical 
diagnostic categories, and consider the universal presence of psychological crisis 
and the commonality of a single (at least geographical) community from which the 
patients come. 

It is considered that the variables of therapeutic intervention common to all dy- 
namic psychotherapies, namely catharsis, support, and clarification, will probably 
prove to be of greatest value with least risk of further ego rupture in this popula- 
tion, There is evidence to suggest that the more dramatically defense-piercing group 
techniques are inappropriate within the vestibule group structure. 


ENGAGEMENT AND TERMINATION: THE CRITICAL REFERENCE 
POINTS INFAMILY THERAPY 


Gerald Н. Zuk 
Eastern Pennsylvania Psychiatric Institute, Philadelphia, Pennsylvania 


Experience with low-income and minority families suggests that therapy with these 
families is typically short-term, Even with middle-class families a duration of con- 
tact as long as one year of once-weekly sessions is above the norm, and should be 
considered long-term for family therapy. Families typically allow the therapist a 
limited time in which to do his work. 

Despite this, many therapists have had the experience of observing striking 

Progress made within a relatively short period, and have seen these gains maintained. 
Sometimes the progress is given as a basis for terminating therapy prematurely by 
families, Many therapists will question the depth or durability of such changes, and 
there is little doubt that in some cases the rapid gains quickly evaporate. Yet in 
im therapists are surprised to discover that benefits quickly derived prove dur- 
able. 
. In discussing the phases of family therapy, it is necessary to keep in mind that 
itis mainly a short-term technique, at least as compared with other psychotherapies, 
Particularly the psychoanalytically oriented. My experience the past ten years in 
treating a wide range of families and presenting problems in an outpatient setting, 
is that it is not useful to apply the linear individual-centered beginning, middle, and 
ending model to describe phases. Such a scheme is simply not consistent with the 
experience of treating families. 

In my view, it is not useful to talk of beginning, middle, and ending phases in 
family therapy. It makes sense only to refer to two main reference points: the en- 
gagement and the termination. Family therapy really can be described as a series 
of critical incidents beginning with the engagement and ending with the termination. 
Critical incidents can arise more or less independently of the actions of either the 
therapist or family members, as in the case of an accident or illness suffered by a 
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member; or as the result of steps taken by the therapist; or of steps taken by the 
family; or of steps taken interactively by therapist and family. 

Beginning with the engagement, each critical incident carries with it a certain 
risk of termination. As the tensions associated with critical incidents subside, the 
family’s involvement in therapy increases. Therapeutic benefits may flow from the 
manner in which critical incidents are dealt with. At some point the therapist may 
introduce the issue of termination as yet another critical incident to be faced by 
the family and negotiated between family and himself. Some families change only 
when the therapist risks broaching the termination, as a result of the therapist’s 
and family’s entering into a bargaining about how and when the termination shall 
occur. 

In the traditional linear individual-centered model the engagement is ordinarily 
presumed to be a precondition of therapy; but I think of it as a crucial period, 
ordinarily covering the time from the first until roughly the sixth session, in which 
the basis for important change in the family can be laid down. In the traditional 
framework the termination occurs after the patient has absorbed the basic learning 
of therapy; but I think of it as a crucial period in which major change can be pre- 
cipitated. 

The full paper describes characteristics of the engagement and termination. It 
describes some negotiations that take place in these periods, and outcomes of the 
negotiations. Tn the writer’s approach to family therapy, which is a triadic-based and 
systems oriented approach, therapeutic change is viewed as one of the outcomes of 
negotiations between therapist and family. Under steady pressure from the thera 
pist, families allow their preconceived hidden agenda for change to be somewhat 
altered; and this slight alteration may carry important therapeutic benefits. 
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THE PSYCHIATRIC IMPLICATIONS OF CHILD CUSTODY LAWS 


Elissa P. Benedek 
Ypsilanti State Hospital, Ypsilanti, Michigan 


Richard Benedek 


Ypsilanti State Hospital and Friend of the Court, Washtenaw County, Ann Arbor, 
Michigan 


National and local press call our attention with increasing frequency to spectacular 
legal disputes over the custody of children involved in divorce. With the nationwide 
incidence of divorce of approximately 2.9 divorces per thousand persons, one out 
of six children has experienced the divorce of his parents. Professionals dealing 
with these children, who are the most important but least influential in custody cases, 
need to look for new solutions both in legal and behavioral science to minimize 
and treat the trauma inherent in such disputes. | 

The behavioral scientists have, of course, explored and criticized the role of others 
in custody cases, They have, for instance, recommended updating legislation to 
insure the consideration of relevant criteria in determining custody. In particular, 
they have suggested the re-evaluation of such venerable assumptions as those that 
hold that mother is always the better parent, that the better parent is invariably the 
Present one, and that the child’s natural parents are necessarily better than no раг- 
ents at all. They have, likewise, been vocal in their criticism of lawyers for inade- 
quately advocating the cause of the children. 

Michigan’s Child Custody Act of 1970, a conscientious attempt on the part of 
legal scholars and legislators to apply current concepts of behavioral science to 
law, became effective in August 1970. Pursuant to this law, child custody is de- 
termined by the “best interests of the child.” Best interests are, in turn, defined as 
the sum total of designated factors to be considered, evaluated and determined by 
the court and which are spelled out in social terms such as “the love, affection and 
other emotional ties existing between the competing parties and the child.” Though 
the final decision is, quite properly, that of the judge, an enlightened court can 
make excellent use of the Friend of the Court, if it is properly staffed with social 
Workers and attorneys, both in terms of recommendations and as an advocate 
for the children. 

In Michigan, the legislature has provided a vehicle for appropriate placement of 
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children in custody cases. Now, it is time for behavioral scientists to re-examine 
their roles. In our paper we explore the social implications of some of the factor 
designated in the Child Custody Act of 1970. We then examine the role of the 
behavioral scientist in assisting the court to evaluate the relative fitness of ead 
parent or parental substitute in order to determine the best interests of the chik 
Finally, we submit that behavioral scientists should be less reluctant to make prog 
noses concerning the placement of children in custody cases. Moreover, that “Chi 
dren of Divorce" is a topic worthy of their study and consideration. 


RESEARCH FINDINGS ON NEEDS OF AGED 


Marie Latz Blank 
Section on Aging, Division of Special Mental Health Programs National Institutet 
Mental Health, Rockville, Maryland 


This will be a report on problems the aged have in meeting their needs, based 6 
research findings as to physiological changes that underlie decreased efficiency 
their functioning. These changes may cause an increase in dependency on others 
a time when the aged person has sustained excessive losses in personal relationshi 
and in their use of time. These losses are irreplaceable, but the aged persons’ ove 
all continuing functioning in the community сап be supported and their mí 
health may be enhanced through the service of the paraprofessionals who hal 
been trained to help them resolve their problems in meeting their needs, as 1 
papers following this presentation will indicate. 


BRAIN DAMAGED ADOLESCENTS: THEIR MISEDUCATION IN 
A REHABILITATION CENTER 


Richard J. Brown 
New York School of Psychiatry, Ward's Island, New York 


A prevocational-educational-therapeutic program for brain injured adolesce 
jointly written by a major city public school system and a voluntary rehabilitat 
agency, resulted in multiple instances of child abuse. In the name of ргеуосайб 
training one boy was cleaning the agency’s toilet; another was cleaning cafet 
tables as his exclusive activity. Others were granted working papers to assist i 
agency's subcontract production work in the workshop. This work consisted 
montonous, repetitive operations such as packing denture cups for upwards of 
hours per week, months on end. The program lacks anything except the 19 
level of vocational activities. It lacks facilities for physical or recreational actiV 
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Attempts to rectify the situation internally are ongoing, but frustrating. The ad- 
ministration defensively condones the above-mentioned abuses and refuses to 
upgrade the vocational activities as per staff recommendations, while intoning 
such phrases as “we can’t be all things to all people” and “our expectations of 
the clients are realistic (low).” The staff for the most part expresses resignation. 

A conventional analysis would correctly include such factors as staff-admin- 
istration antagonisms, clinical ignorance, fear of change, interdisciplinary rivalries, 
professional elitism, and interdepartmental power struggles to explain why “the 
best interests of the child” has become expendable. 

This presentation, however, argues that the chief aim of the program in this 
program-depleted and client-hungry agency is its own self-perpetuation as well as 
the agency’s self-aggrandizement. The program (for which the school system 
funds the agency) seeks to deliver its contracted product at the least cost and effort. 
This product is an individual whose further training will be financed by O.V.R., 
thus simultaneously justifying the original program, creating future referrals to the 
agency, and satisfying the school system that it has “done something” for a dif- 
ficult group of children. 


EMOTION IN SENESCENCE: CONSCIOUS AND UNCONSCIOUS 


John M. Dorsey 
Wayne State University, Detroit, Michigan 


My panel contribution will take the personal course of outlining the lifelong ad- 
Vantage in cultivating, and disadvantage in neglecting, my difficultly achieved con- 
Scious emotional continence (“self control”). It will highlight the fact of the 
biological adequacy of every emotion—understanding essential for healthful aging. 
My consciously disciplining my mind to feel that I am as much my dislikes as I 
am my likes enables my growing in the direction of duly appreciating the organic 
Integrity of my wholeness, thus attaining the height of my wisdom. My ability to 
feel my living protects and maintains the organic unity of my whole individuality, 
as such. Meaning referable to what I name my mind’s body provides the nuclear 
Source of all of my further mental growth. 

‚Аз Sigmund Freud discovered, inhibited functioning of my conscious pleasure 
(including any satisfaction or happiness) is signalized by the latter's unrecognizable 
(unconscious) manifestation, namely, uninhibited functioning of my conscious 
Pain (including any dissatisfaction or unhappiness, such as rage or fear or guilt). 
$ мав emotion with all of human sensibility, the feeling of individual life, ex- 
EI ng from tissue irritability to self consciousness. The mind consists of meaning, 
„emg emotional in nature, Love (cf., libido) is the primary feeling natural to liv- 
mg, and every other feeling is a modification of love, hardly recognizable as love. 


To illustrate, hate is hurt love, guilt is repudiated love, jealousy is dislocated love, 
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fear ін threatened love, and so on. Every kind of pain or unhappiness is love pre. 
tecting itself. Each function is lovably triumphal until it is inhibited (e.g, by forms, 
such as a burned hand) when it becomes painful, hence hateful, to cxercine, 
of wanting to go on living, preference for pleasure strongly infi. 


In the interest 
ences my lifelong psychogenesis. What I can live casily with sufficient love, 1 tend se 
accept readily as my personal identity. What I cannot live casily with love, I tend 


my 
to withhold from my feeling of personal identity. 
my consciously responsible living ultimately 
creates my strong consciously intact ego with its correspondingly powerful (сі 
of personal identity (senescent development). On the other hand, my continué 
consciously irresponsible living can ultimately create my weak, consciously die 
Organized ego with Из correspondingly forceless feeling of personal identity (кей 
То illustrate, as a senescent person my enlarged s¢l{-consciousmamt 


is most helpful for my nursing care; however, as а senile onc my health requis 
steady “attentions” from my attendant, Whenever my mind sccms 10 “ро M 
picons” the absolute nursing requirement is increase of readily accessible кірі 
ема from my immediate surroundings. Just returning my confused elderly self М 
easily lovable home can restore my temporarily lost sense of scl! identity, 
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drastically reduced funds. There are no advocates for the particularly vulnerable 

of children who are either living in households with mentally ill parents or 
those who have no family home due to hospitalization of a parent. These childreg 
are frequently moving among caretakers and agencies during this critical period, 
Mental health professionals can participate in the prevention and treatment of 
children and their families by articulating the need, providing leadership in the 
creation of new and imaginative programs to cope with the problem, and eliciting 


ive 

The objective of this paper is to present the problems of children with mentally 
ill parents by examining the philosophy and organization of patient care and 
community services, by reviewing the literature on this subject, and by scrutinizing 

attitudes about child care, A program for the treatment and education 

of mentally ill parents that involves participation with their children in a nursery 
school will be described, and recommendations for research, training, and develop 
ment of services will be proposed. Recommendations will be based on our findings 
that despite the added risk faced by children of mentally ill parents, there are 
for treatment or intervention, consequently few training | 

developing staff to work with these parents and children, and а 
research on the variations in personality, behavior, and capacity to cope 
found in children who have mentally ill parents. 

Our findings also led us to believe that the current state of neglect is a function 
of several confluent factors. One is a lack of commitment to the rights of childres, 
another is a function of the response to crisis rather than the development of pre 
ventive approaches to the problems of mental health, a third is the sclf- 
limitation of traditional approaches to patient care, and finally a lack of соо! 
effort among agencies and disciplines in the human services arena. 


A STUDY OF ADOLESCENT SEPARATION STRESS 


Henry G. Hansburg 
Jewish Child Care Association, New York, New York 


This study evolved out of the development of a test instrument entitled, “The Sepa 
tion Anxiety Test.” The test consists of twelve pictures representing sc 
situations that range in stress from simple and relatively undemanding reactions # 
very severe and obviously disturbing separations. The test is based on the concept 
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ch the youngster may select as many as he wishes, It has been given to 
; ly 250 youngsters, mainly in pre- and сапу adolescence—ages 11 
rough 15—on an individual basis, The population sampling was derived from 
Jewish Child Care Association and the Catholic Charities, Control populations 
Ішу derived from children living in their own homes and 
neighborhoods. Further, a number of children became the subject of study 
Ү/С.С.А. psychiatric clinic for the purpose of developing clinical validation. 
the medium of the test, a study was made of attachment need, individua- 
, degrees of separation pain, separation hostility, separation denial, 
n identity stress and loss of self-love and self-esteem. In addition to the 
these pattcrns as diagnostic and prognostic tools, a number of interesting 
of general interest appeared rather unexpectedly, There was some suggestion 
nent and individuation capacities are related in a homeostactic way, vary 
у in different individuals and are badly balanced in very loose and рег» 


3 


© environments. In the test, serious pathology may be readily recognized 

П the index of separation hostility exceeds the attachment need, Further, 
ation pain appears іп most individuals in all environments and іп varying 
as stress increases there is a suggestion that it cannot always be toler- 

moves into separation hostility, Separation denial is а universal phe- 


the healthiest manner of denial is more likely 
008) evasion. The latter seems more common in 
identity stress is a widespread problem in adolescence 

fom prc-adolescence through early adolescence and may 
овз of self-love in the presence of separation experiences 
ply disturbed children, while in the normative population there is greater 
tation with self-esteem problems as seen in capacity for sublimation and 


и 
T 


and is in process of further study and experimentation. The entire 
ted in full in a book entitled, Adolescent Separation Anxiety: 4 
the Study of Adolescent Separation Problems (in press, Charles 
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milieu selected for study reflect an increased concern with ecological and social 
factors in effecting the adjustment and the well-being of institutionalized aged. This 
study represents an additional step in the direction of specifying those spatial, 
organizational, social, and behavioral components in the residents’ living situation 
essential for the understatnding of human experiences and behaviors in an environ- 
mental context. 

Three areas of the social-psychological milieu in which residents live were exam- 
ined: 1) the permeability of the settings in terms of residents’ ties with their past, 
as well as the degree of integration into the outside world; 2) the privacy, private 
domain, and personal responsibility available to residents in the settings; and 
3) methods used in the gratification of residents’ basic and social needs. These 
areas of the milieu have received repeated attention in previous investigations of 
mental hospitals, chronic hospitals, prisons, and correctional institutions. In addi- 
tion, they appear to be especially relevant in potentially guiding practices of care in 
residential settings for the aged at the level where there is the greatest impact on 
the residents’ day-to-day life. 

The study utilized a dual approach: staff responses to a questionnaire and 10 
interviews, and observations of life in the homes over a period of sixteen months. 
The settings included two administratively interdependent public domiciliaries, 
two nonprofit homes for the aged, and two proprietory nursing homes. The research 
sites were located in a large midwestern metropolis. 

Both public homes, serving ambulatory residents in needs of domestic care, and 
the proprietory nursing home, serving beneficiaries of Medicare and Medicaid, wert 
found to provide little permeability, minimal or no private domain, and meag 
gratification of needs. The proprietory home catering to well-to-do residents pro 
vided choices in the gratification of needs and privacy to those who could afo 
it. Personal responsibility and integration into the outside world were not encou 
aged, The professional home provided a relatively isolated setting with regimented 
activities and social programs. The milieu in the traditional home for the ар 
was permeable, providing privacy, private domain, and need gratification р 
residents’ satisfaction. 

Based on the findings, the following statements appear to be in order, First 
CERE V permeable environment involves a concentrated effort to reduce t 
isolation of the home and its residents from the outside world. This includi | 
bridging several gaps: a) between residents’ past and their present; b) between lit 
old and familiar and the new situation; c) between the previous personal and soci 
being and the medically defined institutional existence; and d) encouragement | 
ties with meaningful people, places, and objects. Secondly, living arrange 
need to be structured so as to provide a milieu where residents can be alone TH | 
out being lonely, where people are available without crowding each other, WH 
one can have personal attention without surveillance, where one can be cared 
without giving up the feeling of caring for self and family, and where 009 ag i 
pend on others without giving up one’s independence. Thirdly, residents f 
be encouraged to define and express their needs. Provisions should De made 
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residents to exercise meaningful choices. Food or other objects are not to be used 
"for the manipulation or degradation of residents. It is of utmost importance to 
consider the dignity of the resident in the provision of basic and social needs. 


COMBINING RESEARCH AND SERVICE: A MULTIDISCIPLINARY 
INTERVENTION PROGRAM WITH CHILDREN OF 
PSYCHOTIC PARENTS 


- Boaz Kahana 
Oakland University, Rochester, Michigan 


Е, James Anthony 
Washington University Medical School, St. Louis, Missouri 


| This report is based on a pilot project of preventive intervention with high risk 
children. The therapy programs discussed here are based on a larger multidiscipli- 
nary study of children of psychotic parents. 

We һауе been impressed by the strengths and resiliency portrayed by many of 
the children as well as by the vulnerability and deep seated problems shown by 
others. Consequently, we have undertaken a pilot preventive program to work 
With children who are exhibiting problems. A three-pronged preventive interven- 
“оп plan was therefore developed, focusing on the educational, social, and psycho- 
logical needs of the high risk child. 

A group therapy program was designed for the purpose of developing a more 
Tealistic picture of the ill parent, for gaining insight into problems of their parents 
and for exploring feelings and conflicts of the child vis-à-vis the ill parent. It also 
enabled children to see their parents’ behavior in the perspective of abnormal 
behavior in other families and to gain insights into how others adapted to family 
pathology. 

. A special educational remedial program was undertaken with children showing 
interpersonal and educational problems that were reflected in school performance. 
This educational experience provided learning in the context of a meaningful one-to- 
One relationship with a supportive adult who provided a model of competence, 
thereby increasing the child’s own competence and self-esteem. d 
tly, a big brother social program was provided to children. whose families 
leadership and organization and who showed problems in interpersonal 
« interaction. 
Therapists included child psychiatrists conducting group sessions, an educator 
for the remedial program, and a social worker for the big brother program. 
Tapy sessions in each program focused on problems specific to the child of the 
Psychotic and related to his vulnerability. ; 
Шз were assessed in terms of multiple criteria specific to the divergent treat- 
ment approaches. Results of the educational program after a one-year period in- 


E 


the staff, significant improvement in school performance has been shown by ќо, 
the five children who participated. Pre and post tests also indicated significat 


the group psychotherapy program was assessed using 
indexes, clinical ratings by two raters, and replies to an attitude scale, which жән 
At the beginning as well as the end of the therapy program. An 
to document individual as well as group changes during the coume 


well as therapists and observer ratings of group members 
(end of fifth session) and close to the final phase 
. Four children were rated as considerably 
another three showed no change or decline in peer 
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observer evaluations. 

Substantial improvement in school performance and in behavior was ale 
served for five of the nine children participating in the social learning 
‘The improved group on the average was younger. Іп many ways they а 


| 


were lower and they portrayed more 
thinking (in part a function of being younger as well as having a lower 
Similarly, children whose parents showed greater involvement with them 
show more improvement, There were no differences in improvement based 06 
— birth = of the Ill parent. 

tentative results interesting implications for selection of high risk 
deen for therapy. They point to the rehabilitative potential of the most v 
children and those with limited resources. 


‘THE TRAINING, SUPER ? GE 
VISION, AND UTILIZATION OF GERIATRIC 


Goldie Lake 
Cleveland College, Case Western Reserve University, Cleveland, ОМО 


N/ADOLESCENTS/THE AGED ін 
6 into an existing agency a new kind of worker performing, ін тон 
Bew role; 5) personal and job-related growth of the trainees; 6) evalua. 
; fk and changes in the job descriptions after five months of employ- 
first set of graduates; 7) scope of client problems as revealed through 
ng this program; and 8) community response to the concept. 
method of data collection. 1) an attitude scale for pre and post test- 
с changes in attitudes on the part of tbe trainces regarding both the 
(мі themselves; 2) evaluations of: а) development and performance of 
ке during training both at agency sites during on-job experiences and at 
ining center on the college campus; b) the training program by the trainees, 
Participating agencics, based on questionnaires and interviews 


ба: Effect о) the Geriatric Outreach Worker on the Elderly Client, by a doe. 
Mdidate in Social Gerontology; and 4) final report: narrative account 
ай over-all review of the program and the curriculum as a guide for 
of this type of training program. 

Percent of the more than 20 million elderly live in the community, 
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ADVOCACY BY, WITH, AND FOR OLDER AMERICANS: A RESEARCH 
AND DEMONSTRATION PROGRAM 


Philip Charles Lang 
California Rural Legal Assistance, San Francisco, California 


Under a contract with The National Council of Senior Citizens, itself a grantee of 
the Office of Legal Services of ОЕО, the author designed, developed, and super 
vised а program for training older people as advocates to represent other older 
people are having difficulty securing their full rights and entitlements under 
health, income maintenance, housing, and social service programs run by city, 
county, state, and federal agencies. 
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"The program began by training eight “senior citizens” to provide a broad range 
of socio-legal services running from information and referral to representation @ 
clients in administrative hearings before welfare, social security, and health а у 
examiners and boards, 

Training materials, covering complex subjects such as the organization of tht 
health and welfare bureaucracies, their rules and regulations, and the technique 
of advocacy and negotiation, embodied the author's concept of “rationalizing aa 
operationalizing systems and process for paraprofessionals,” The author beliewt 
that any bureaucratic system, service program, and many professional skills can bè 
operationalized and taught to paraprofessionals. 


^ high concentration of older people, A second phase of the program invo. 
training indigenous groups and individuals in their neighborhoods to do ж 
advocacy for themselves and their friends, This lower-level advocacy is 
because it is likely that the supply of legal paraprofessionals too will be inadequ 


in the forseeable future. а 
Training for both groups of advocates must beyond teaching skills M9 

techniques oa the one hand, and programs and regulations on the other. M 

work toward changing the self-image, and thus the behavior of older people 

that they can advocate effectively, Agist social and economic policy in 

as well as popularly held views about the aged, serve to erode the older 

ego, his sense of self-worth and social value. This must be restored if the 

perron is forcefully to represent himself and others in defending rights and | 
The program proved the effectiveness of persons advocates for iat 

peers. Mt underscored the pony of developing rox member of voles for PE 
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ils using the skills of poor and/or older people in the legal and social 
ss fiel Advocacy itself was shown to be vital in seeing to it that programs, 
d аге carried out properly through day-to-day “on the line" enforce- 


particularly trained, skilled, and articulate representatives of 
dividuals and groups who function as advocates for individuals, and who 
form the cadres necessary for political and legislative action for social reform. 


Е DELIVERY OF THE MOTHER-CHILD HOME PROGRAM 


stein, Arlene Kochman, Helen Adelman Roth 
ce Association of Nassau County, Mineola, New York 


i 
H 
: 
< 
і 
| 


i Project embarked in June 1970 on pilot dissemination through replication 
‘Model program in four organizations. These were all in the helping profes- 

each reached a different educationally disadvantaged population. The 
а school system in Massachusetts; a child care agency in New York 


"service ot 
evaluative (test) data on subjects in these replications of the Mother-Child 
Program; and estimation of success in upholding the quality standards of 


model program, We will show a short color film (of an actual Home Session 
mother, child, and Toy Demonstrator-intervener) used in dissemination of 


| 
| 


methods, We will include a bric! descriptiog 
research 


the model program, a summary of findings to date, and a short 
tion of the beginning expanded dissemination of the program, starting with a 
ing Institute for replicating organizations in June 1971. 
Some preliminary recommendations and caveats will be discussed regarded relie 
cation/disemination of experimental service programs, growing out of the Vi 


| 


Projects experience in translating а laboratory success into а 
program. 


CHILD ADVOCACY; AN OVERVIEW 


John Р. McDermott, Jr, and William M. Воітап 
University of Hawaii School of Medicine, Honolulu, Hawaii 


‘This report examines the concept of “Advocacy” as articulated by the Joint 
Mantel Health of Children. a concept intended to develop 
service delivery for children. Because the term is so 
to various interpretations and definitions by a wide rengi 
agencies, and organizations, Thus, there ін a hazard that И 
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Destructive and growth-inhibiting effects of rigid norm-oriented assessment, 
placement and expectations, are commonly known and also documented by various 
studies. 

In view of the mass of data on individuality and plasticity, assessment should be 
oriented toward an evaluation of the child’s current adaptational situation and his 
style of coping with it as this affects the current but not necessarily permanent qual- | 
ity and quantity of performance. Expectations should allow for plasticity, unseen - 
potentialities, and the child’s drive toward growth and mastery. 


SERVICES FOR MARRIAGES ORIGINATING IN ADOLESCENCE 


Beatrice S. Reiner, Nenabelle С. Dame, Raymond L. Edwards, George Н. Finck, 
Ruth G. Mayos 


Juvenile Welfare Board of Pinellas County, St. Petersburg, Florida | 


Couples marrying in adolescence face a triple crisis: adolescence, marriage, and 
parenthood. Since few, if any, services are designed specifically for these young 
families, this study by the Marriage Counseling Service of the Juvenile Welfare 
Board of Pinellas County, Florida, attempts to explore their problems and needs 
The subjects are 50 married couples seen for counseling within the past year; in al 
cases, both partners were under 20 years of age at the time of the marriage. Twenty 
had been married under five years and the remainder between five and eighteen years 
Most of them found the agency in the yellow pages of the telephone book or heard 
of it through friends or relatives. 

Although many of the wives had been pregnant at the time of marriage, the 
predominant reason for early marriage was to escape unsatisfactory (often gross) 
pathological) home situations. In most cases the pair had had a close relationship 
for at least a year before marriage, obviously to compensate for parental Jacks 
The quality of this relationship may account for the search for marriage counseling - 
by the younger group—a sense of being married that may be absent in many yout 
couples. However, the agency notes an increasing number of young applicants 
especially those from white, working class backgrounds. | 

The marital problems include the usual range, with greater weighting of іші | 
cial and employment problems because of lack of vocational skills and qu: 
tions. Otherwise, problems tend to repeat unresolved conflict from parental homes 
Sexual problems reflect emotional immaturity. % 

Preventive services to such young people should be given in schools throug 
counseling, referrals, and family life education. Outreach on a community n 
might be accomplished by attractive information folders sent to couples obtain 
marriage licenses. Prenatal clinics and private physicians may provide impor Re 
services or referral. However, this study indicates that even more than individ Я 
ог family services, such young couples need a sense of belonging to a communio 
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For many, isolation intensifies an expectation of a symbiotic, all-embracing rela- 
tionship that they failed to get from their parents—an expectation that no marriage 
can fulfill. We begin to envisage unpretentious community centers offering outlets 
for the capabilities of young mothers with children, and recreation and interests for 
young couples without money. 


UTILIZATION OF PARA-PROFESSIONALS FOR SERVICES TO THE 
AGED IN FAMILY SERVICE AGENCIES 


Leonore Rivesman 
Family Service Association of America, New York, New York 


This paper summarizes the process and findings of a project aimed at the improve- 
ment of the quality of service to family agency clients aged 60 and over. Within 
the overall purpose of service enhancement, the use of paraprofessionals was tested 
through the development of service dyads consisting of a professionally-educated 
caseworker (MSW) and an assistant of mature age (35 and over). The graduate 
Practitioner was responsible for the training and supervision of her assistant as well 
as for the assignment of those “tasks” on her caseload that were deemed appro- 
Priate for the assistant. 

Concepts regarding the basis for task differentiation underwent considerable 
modification Over time. As assistants demonstrated their capabilities, their respon- 
sibilities were expanded so that by the end of the two and a half year demonstra- 
tion period direct service was largely being carried by them. Enhancement of 
Service was achieved through a more incisive understanding of the nature of the 
Problems of the agencies’ older clientele and the services they require. The pre- 
dominant problems are associated with ill health, low income, inadequate living 
arrangements, and problems in adaptation to the vicissitudes of aging. Services 
must be directed at practical ameliorative measures and entail considerable sup- 
Port and activity in assisting the elderly to negotiate their way within the complex 

5 and welfare systems. The common psychological problems are related to 
multiple losses—of health and strength, of gratifying social and familial roles, and 
through death of marital partners and significant others. Within the frame- 
Work of a Supportive relationship the destructive impact of these losses can often 
Somewhat reduced through activities designed to reduce social isolation and 
Оп and through practical services that do not require the intervention of 

MSW-level practitioner. 
Ond the specific information necessary for orienting the assistant to the 
agency as a whole, to the specific goals in serving the aging and information regard- 
community resources, the content of training included generic casework con- 
Lm and incorporation of specific knowledge relevant to the aging process. 
ical formulations, presented in the context of specific cases, helped the para- 
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professionals to withstand the multiple stresses with which they were sometimes 
confronted, and facilitated the carryover of learning from one situation to another, 
Supervision was directed at identifying those attitudes and insights that exerted 
a strongly constructive influence on assistant-client relationships so that natural 
aptitudes could be maximized and used with deliberation and increasing self- 
confidence. Supervision was also directed at modification of problematic attitudes 
such as tendencies toward overprotectiveness, difficulties in holding to reasonable 
limits with clients and in understanding the double messages of clients caught in 
conflict between dependence and independence and the ambivalence this sometimes 
engendered toward the helping person and in the helping person. 

Findings and conclusions are based on information accumulated from periodic 
meetings with project participants and project-related administrative staff, evalua- 
tive reports of the agencies’ executives, and analysis of research schedules sub- 
mitted by the professionals and the paraprofessionals. 


ADOLESCENCE: EPOCH OR DISEASE? 


Leon Salzman 
Albert Einstein College of Medicine, and Bronx State Hospital, Bronx, New York 


Adolescence is a universal phenomenon of human development. While the rituals, 
chronology, and the goals to be achieved may be different at various historical 
times and in diverse cultures, nevertheless this phase of development can be dis- 
tinguished not only by its physiological concomitants but also the many typical 
and universal psychological accompaniments. 

Where adolescence is a recognizable era it has not always been an era that in- 
volved conflict with the older generations. However, in comparatively recent 6415, 
it has been associated with turbulence and turmoil that has greatly distressed the 
adolescent, his immediate and extended family, and the community at large. In 
тевропве to the stress experienced by the adults, which often exceeds that of the 
adolescent, it has at times been viewed as a period of mental disease, the diagnosis 
of which is labeled “adolescence.” 

It has been closely associated with the hippie culture and the interest in drugs 
political issues, and contempt for the adults’ materialistic standards and oppo" 
tunistic value systems. 

Whether we view adolescence as an illness or a developmental epoch will depend 
very much on the attitudes of the adults towards blooming dependence, burgo 
ing sexual interests, the tendency to become self-preoccupied and concerned W 
esthetic values and moral issues in ways that disturb the existing culture. 

The concept of the adolescent and the significance of his behavior usually de 
rives from the adult's view of the adolescent, which is handicapped by the tende 


to look back on one's own adolescence rather than empathizing with the preset 
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While the tasks are similar for all adolescents at all times, each era has a different 
approach in terms of values, goals, styles of dress, music, attitudes towards the 
world. It often is extremely difficult for the adult to recognize what the adolescent 
is up to. 

Adolescence is surely a stormy period, since major adjustment realignments and 
adaptations need to be made. The most striking development is the maturing of 
the genital apparatus and the patterning of sexual behavior. Lust is a most power- 
ful need and driving force. 

The problems of adolescence extend beyond sexual issues, for the adolescent 
must also begin to separate himself from his family dependencies and become a 
human being in his own right. It is a time of striving for independence and separa- 
tion while still financially and emotionally dependent on the adult. While he is still 
a boy, he is struggling to become a man. There is much difficulty in his need to 
conform, to belong, and to avoid loneliness, and his need to rebel and to become 
independent. He is highly ethical and moral, and discontent with the sham and 
contradictory standards of his culture. He becomes engaged in the struggle of 
having to accept the adult’s requirements and compromising his own high stan- 
dards, This is accompanied by much turmoil and self-searching. 

It is therefore inevitable that conflict, and parental distress, accompany this era. 
However, even the extremes of adolescent behavior cannot be viewed as abnormal 
or diseased until it is clear that such developments are ultimately maladaptive 
and destructive. 

In short, one would say that adolescence is not a crisis in one’s development, nor 
an interruption of peaceful development, but a period of human growth that саг- 
ties marked loads and heavy burdens and is thereby characterized by considerable 
distress and mental anguish. Т 

For all these reasons, adolescent disturbed behavior, often schizophrenic dis- 
Organizations, may require psychiatric treatment at mental hospitals. This creates 
а particular problem for the large state hospitals which are geared more to the 
treatment of adults, This is particularly difficult in a unitized hospital where the num- 
ber of adolescents in each unit is small. Several alternative programs are discussed. 


VALUE CONFRONTATIONS IN THE PSYCHOTHERAPY OF 
ADOLESCENTS 


Sidney L. Werkman 
University of Colorado Medical School, Denver, Colorado 


In the last decade a new group and style of adolescent problems have inundated 
Society and psychotherapy alike. Adolescents who present this mixture of value 
188005, intra-psychic configurations and social changes, though by no means repre- 
sentative of all adolescent patients, pose unusual challenges for effective treatment. 
Such clinical adolescent cases are discussed in the paper. 


The traditional working alliance іп psychotherapy—made up of the patient's 
sense of helplessness with his symptoms, willingness to cooperate with his therapist, 
ability and motivation to use speech logically in the service of understanding him- 
self better, his ability to regress for therapeutic reasons and to identify with his | 


therapist—has always been difficult to achieve with adolescents, and may be more 
elusive at this particular point in history. 
Therapists generally share an “average expectable environment” orientation in- 
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cluding, among many other qualities, benevolent interest in patients, belief in honest 
work, the importance of wealth, a future orientation, respect for nuclear families 
and a “home,” and the essential privacy of sexuality. They adhere, in general, toa 
number of conventions about dress, time, life style and language. 

Many contemporary adolescents believe only in the present (“now”), radical 
freedom (“do your own thing”), a paradoxical pre-occupation with privatism and 
interdependence, together with a rejection of achievement and competitive motives, 
future orientation, and societal responsibility and hierarchy. Their ideals of dress, 
social relationships, language and art forms diverge considerably from the “aver- 
age expectable environment” concept. 

These differing values and life styles often cause problems in the psychothera- 
peutic process, Study and modification of psychotherapeutic technique may be 
necessary in order to work successfully with such adolescents. Among the technical 
issues discussed in this paper are: 1) specific flexibilities in treatment plan; 2) ways 
of minimizing disruptive transference phenomena; 3) the understanding and use 
of “magic” and mystical concepts in therapy through the medium of altered states 
of consciousness; 4) problems in regard to fees; and 5) the understanding and 
minimization of “secondary gain.” 


THE CHILD ADVOCACY SYSTEM: A CASE STUDY 


Jack C. Westman 
University of Wisconsin Medical School, Madison, Wisconsin 


Christine L. Stiles 
Wisconsin Association for Mental Health, Madison, Wisconsin 


At no previous point in this country's history has the rhetoric of national commit- 
ment to children coincided with a professional commitment to the total needs 0 
children and their families and communities. Of all emerging plans for children 4 
the child advocacy system has attracted particular attention because of its COT 
ceptual appeal, which extends beyond the territorial interests of separate profes- 
sional disciplines. This report is a description of activities carried on in the stale 

of Wisconsin over the past three years in laying the foundation for testing the 
feasibility of a child advocacy system on a state-wide basis. 
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In the state of Wisconsin, the initial planning was carried out by professional 
members of a lay organization, the Wisconsin Association for Mental Health, which 
served as a springboard for stimulating parallel activity within the organizational 
structure of the state. Simultaneous planning has been carried out at the local, 
regional, and state levels resulting in the establishment of 45 child-adolescent ser- 
vices committees within the Wisconsin Association for Mental Health chapters, 
each of these becoming a stimulus for the formation of a Child Advocacy Council 
for that local area. Public hearings were held in 11 regions in the state to bring, 
often for the first time, professionals and citizens together to examine the needs of 
that region and to learn more about each other. At the state level, the governor has 
appointed an Advisory Advocacy Council for Children and Youth, charged with 
the responsibility of stimulating the development of the system in the state, and 
composed of citizen, professional, and consumer representation with a professional 
staff. 

The most important problem in introducing the child advocacy concept is at the 
same time its strength. The idea suffers from vagueness, but draws strength from 
its breadth. The general experience has been one of enthusiastic acceptance of the 
idea and a deepening understanding of its meaning when one actually comes to 
gtips with its implementation. There is no dearth of issues confronting children's 
programs. Although the need for additional services and facilities is inevitably 
uncovered, the striking repercussions of child advocacy thinking have been related 
to improving coordination and utilization of existing services. 
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NEW GOALS 
NEW DISCOVERIES 


OAK HALL SCHOOL 
FOR BOYS 


MOTIVATION 
MATURATION 


REMEDIAL 
THERAPEUTIC 
PROGRAM 


OPTIMUM RATE 
ADVANCEMENT 


25th year 


GUIDANCE 
STRUCTURING 


admissions 8-15 


enrollment 20 


“STEPS ОР LEARNING" 
INDIVIDUALLY-PLANNED PROGRAMS 


For information write: 
Jane Н. Wingo, Psychologist 
R D 2 Ulysses, Penna. 16948 

Tel. (814) 435-6664 


CHILD PSYCHIATRY RESIDENCIES OFFERED: 

MICHIGAN-ANN ARBOR, YPSILANTI: “Where it’s at” 

New Child Psychiatry Residencies offered in an innovative, established clinical program. Community 
Child Psychiatry, Day Treatment, Out-patient and Residential Treatment offer opportunities for a 
variety of treatment techniques. Crisis intervention ("life-space" interview); behavioral therapy, 
pharmacotherapy; individual, group and family treatment methods; dynamic, social and develop- 
mental psychiatry taught. Learning by independent study, seminars, supervised experiences. Multi- 
disciplinary staff including: six child psychiatrists, pediatrician, pediatric neurologist, psychologists, 
social workers, special education teachers, speech therapists, occupational therapist, recreational 
therapists, etc, 

Program affiliated with the University of Michigan and a variety of clinical settings including: com- 
munity mental health centers, guidance clinics, etc. Salaries negotiable. Contact: Etssa P. BENEDEK, 
M.D., York Woods Center, Box A, Ypsilanti, Michigan 48197. Phone: 313-434-3666. Ап Equal 
Opportunity Employer, 


MAIMONIDES 
COMMUNITY MENTAL HEALTH CENTER 


now has positions open for full time 
Staff Psychiatrists 


New York State license required. Full range Call 212 853-1200 or write 
of clinical services in conjunction with in- Montague Ullman, M.D., Dir. 
novative community programs. Community Mental Health Center 


IMO 
MARY anh Aro EAT CENTER 
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BEAUMONT RESIDENTIAL SCHOOL 
AND CAMP Liberty, N.Y. 


For the Child with Perceptual or Adjustment Problems 


A small residential facility providing a warm supportive atmosphere in which each child can optimally 


learn and mature. Under the supervision of qualified professionals, each child's needs are assessed and a 
unique program of academic learning and social experiences is offered. 

During the summer months a full residential camp program їз offered which also includes children not 
at the Beaumont School. 


„ . . Limited Enrollment 
Executive Director: Gerald Burday, Ph.D 
Child Psychologist 
Dr. ©. Burday, Beaumont School, Liberty, N.Y. 12754 
(914) 292-6430 


4 PSYCHIATRIC RESIDENCIES “ 


Comprehensive Community Mental Health Center housed on the campus of Mal- 
mondes Medical Center, with full range of clinical and preventive services, 
approved for 3 Ec VIE progran experience will include training in all 
therapeutic modalities and in addition will provide the theoretical and technical 
skills needed to effectively participate іп о! services as well as programs 
in prevention and community organization, Special electives available in Commu- 
nity Psychiatry and Child Psychiatry. Stipend $9500 to $11,000. 
Write to: 


MONTAGUE ULLMAN, И; Шии 


+ ++ Small Classes 


THE CHILDREN'S DIVISION 
OF THE MENNINGER CLINIC 


The Children’s Division provides outpatient 
Consultation, diagnosis, individual casework 
and psychotherapy, as well as family therapy. 
In-patient examination of a limited number 
Of children is also available. 

The Children’s Hospital provides residential 
treatment for emotionally disturbed children 


write: 

Coordinator of 
Admissions 
Ghildren’s Division 


oe EE PIN n oa 


[рт аде five to sixteen on admission. It P. سے‎ Вох 829 
cated on a 25 acre campus and includes the —: { Topeka, Kansas 66601 


Bonnie Phillips residence, the Chris Luhnow i " 
residence and the Southard School—Activities { ос je 
Building. It also includes a ten bed 9 
closed unit. ext. 2665 


TWO WORKSHOPS IN THE RORSCHACH METHOD 


Case Western Reserve University—Summer Session 1972 


Both Workshops Conducted By 
DR. MARGUERITE R. HERTZ 
Professor of Psychology 


WORKSHOP I—BASIC PRINCIPLES 
Technique of administration. Fundamentals of scoring. Psychological significance of test 
variables, Introduction to interpretation. Demonstrations in the Hospitals. 


All-day sessions: 9:00 а.т.-5 p.m.; one evening session, 7:00-10:00 p.m. June 12-16, 1972. 


Fee: $100.00 
WORKSHOP II—ADVANCED CLINICAL INTERPRETATION 
Review of the newer developments in test interpretation. Analysis of cases presenting a wide 
variety of disorders. Demonstrations in the Hospitals. 


All-day sessions: 9:00 а.т.-5 p.m.; one evening session, 7:00-10:00 p.m. June 19-23, 1972 
Fee: $100.00 


For qualified psychologists . . . psychiatrists . . . psychiatric social workers . . . counselors « + + 
graduate students in clinical psychology having had at least a full year's academic study or the 
equivalent. Cortificate awarded. | hour credit per workshop. 

(ENROLLMENT LIMITED) 


For Information and application form, write or phone: 


Michael С. Luton, Program Coordinator 
Case Western Reserve University, Cleveland College 
Baker Building, Room 110, Cleveland, Ohio 44106 
Area Code 216, Phone: 368-2103 


THE ANDERSON SCHOOL 


college prep, and general programs. Grades 8-12. Coeducational, 
al. Guidance staff and psychiatrists consult in use of modern 
academic, recreational, and social development. Tutoring intensively 
to solve educational imbalances. Emphasis on educational and social adaptation. 
шүн, and personality adjustment for each student. Entrance 


Rectan a rit m jescence. Est. 1924. Permanently accredited by New York State 


For further information contact: David A. Lynes, Headmaster, Staatsburg, N.Y. 12580. 
Phone: 914-889-4871, 


ORTHO WORKSHOPS 1972 


Published summaries of the Workshops at the 1972 Ameri- 
can Orthopsychiatric Association meeting will be avail- 
able in September. Place advance orders during the 
meeting where Journal Digests and 1971 Workshop 

Summaries are sold. 

4 priced at 
$3.00 cach for 1-9 copies; $2.50 each for 10-24 copies; $2.00 each for 25 and over 
or send advance order to 
AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 
1790 Broadway, New York, N.Y. 10019 


$0000000000000000000000900000000000000000000000000000999 
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BURKS BEHAVIOR RATING SCALES 


DEVISED BY HAROLD F. Burks, PH.D. 


ment useful in the screening, evaluation, and placement of school problem 
The 20 categories consist of patterns of conduct which estimate the degree 


in a 4-page booklet which is given to the rater. Profile sheets which identify the 


of concern are filled in by the psychologist or school guidance person, Scoring 


cedures are simple and non-time consuming. The 20 patterns of behavior include: 


Î Excessive Self-Blame 8. Poor Intellectuality 15, Poor Anger Control 
Н 1 ‹ Anxiety 9, Poor Academics 16. Excessive Sense of Persecu- 
ive Withdrawal 10. Poor Attention tion 
Dependency 11. Poor Impulse Control 17. Шы 
ae 12. Poor Reality Control 18. ve 
ical Strength 13. Poor Sense of Identity 19, Excessive 
Coordination 14, Excessive 5ш 20. Poor Social 


BEHAVIOR RATING SCALES HAVE SHOWN SOME ABILITY TO: 
patterns of disturbed behavior which distinguish between several groups of 


changes in behavior patterns over a period of time. 

е personality areas where further evaluation of the child might advantageously 
place. 

ovide a source of material to school personnel for conferences with parents. 
which children will do well in special education classes and which will not. 


comparably useable by teachers or parents. 


UAL 
guidebook accompanying this instrument attempts: (1) to describe the extensive 
methods employed in the standardization of the scale; (2) to explain the 


methods; (3) to show the effects of age and sex differences on test results; (4) to 


i а d to give 
the meaning of each category label an gi va of differ- 


(Тес! the observed patterns of behavior; (5) to sketch the 
ini groups of disturbed children and to offer recommendations concerning intervention 


Package 25 
Package 100 


Manual -.------------------" 
Specimen Set (10 Tests, Manual) 50 


ARDEN PRESS 
8331 ALVARADO 
HUNTINGTON BEACH, CA. 
92646 
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dinating, and public education activi- line. Closing date six weeks before month of issue, 
ties for Short-Doyle Clinic serving 
population of 100,000 in Pomona 


Ê > DIRECTOR: innovative 36-bed, privately endowed 
Valley, Full-time and part-time statt residential, day, and outpatient treatment center for 
of 35. Requires valid physicians or | Children, Located in suburban Cleveland, Applicant 
surgeons’ license to practice in State should have at least five years of clinical training 
of California, certification as specialist and experience with children. Will consider applicant 
by American Board of Psychiatry and from any mental health discipline, Administrative 
Neurology, and 2 yrs exp as director and supervisory experience desirable. Opportunity 
of a mental health services program for Ше ге р € үт 
таш surate with experience. Send resume to Mrs, Рай 
my е S aie ары ада Hyde, Coordinator, Beech Brook Search Committee, 
31580 Edgewood Road, Cleveland, Ohio 44124, For 
program. Salary $30,624 per annum. further information contact W. 5. Warner, PhD, 
Apply to SDNEY R. Simms, Personnel Beech Brook, 3737 Lander Road, Cleveland, Ohio, 
Officer 44124, 216-831-9660. 
City of Pomona 


P.O. Box 660 STAFF PSYCHIATRIST: Primarily interested in work 
Pomona, CA 91769 or ing with children and adolescents, individually and 
Phone (714) 620-2291 in groups. Established Mental Health Center in new 
facilities is expanding child program. Eclectio phil 
osophy. Competitive salary, plus attractive and ш 
prehensive fringe benefits. Private practice possible. 
Growing community of 245,000 has 4 college 
POST-MASTER’S FELLOWSHIP campuses within metropolitan area. Near Laê 


FOR SOCIAL WORKERS IN 
ADVANCED CLINICAL AND Chicago by car. Write to: Harold G. Nichols, MD, 
COMMUNITY MENTAL Medical Director, Mental Health Center of St. Joseph 
HEALTH TRAINING County, Inc., South Bend, Indiana 46617. 


Michigan beaches and fishing. 1% hours from 


CHILD PSYCHIATRISTS: On a parttime basi f 
Foster Care Services of multi-service child ШІ 
agency. Direct treatment with children and m 
tation with social work staff. Write to Mrs. Ме 
Y Bo analytically oriented ‘trai center В. Grady, The Children’s Aid Society, 150 East 

а! сі ii 
Morea AUD psyci до eLan е быы Street, New York, New York 10017. 

Comma Mental Health [Се Рго- 

‘ides int (е. 
psychiatrie supervision. Twelve hours ot | CASEWORKER: For Adoption and Foster Care Semi 
teaching conferences, Program includes prevention and rena ri 
Four fellowships available (stipends based ing with families and children. MSW requires: . 
upon experience) With deptedeno allow- to Mrs, Pearl B. Grady, The Children's Aid 30080 


plication deadline fos oa E 150 East 45th Street, New York, New York 10014 


1, 1972 is May 1, 1972, 


For further information write to UNIT SUPERVISOR: Progressive and relevant ps 
саге and adoption service. MSW plus 3 years 9! 
Work experience required. Salaries competite, . 
cellent personnel benefits. Write to Mrs. ipo 
Grady, The Children's Aid Society, 150 45th 

New York, New York 10017. 


ЕНЕР а CLASSIFIED NOTICES 
PSYCHIATRIST-DI Straight copy ads only. Box number service is not 
Position includes directing clinical, available for personnel vacancies; the name and 
consultative, in-service training, coor- address of the agency must appear. Rate is $2, per 


Devereux serves... 


CHILDREN AND THEIR FAMILIES ... 
Through Rehabilitation Centers in Penn- 
sylvania, California, Texas, Maine, Mas- 
sachusetts, Connecticut and Arizona. 

THE GENERAL COMMUNITY . . 


Through Educational and Consultative 
Programa Out-Patient Facilities, Sum- 


The Devereux Foundation 


A NON-PROFIT ORGANIZATION 
Helena T. Devereux, Founder and Consultant * Marshall Н, Jarvis, President 


: ‘harles J. Fowler, Director of Admissions 

FOR INFORMATION AND LITERATURE: em Devereux Schools, Devon, Pa. 19333 
PENNSYLVANIA, MASSACHUSETTS, CONNECTICUT Elwood M. Smith, Registrar, Devon, Ра, 19333 
FORNIA "Keith A. Seaton, Registrar shes акаа Мз эз sed Box 1079, Santa Barbara, 93102 
TEXAS Mrs. Jo Lange, Registrar ...ssssescrsrersessesssees Box 2666, Victoria, 77903 
ARIZONA Bette Hammer, Ed.D., Director «+++++++++ 6404 Е. Sweetwater, Scottsdale, 85254 


Brown Hall 


Brown Hall and Ninety Acres, 
Our companion units for young 
men and women respectively, 
have developed comprehensive 
new treatment programs for 
young adult patients in need of 
residential psychiatric services, 
This includes those youth who 
have not responded to out-patient 
treatment as well as those who 
require continuing treatment fol- 
“lowing intensive hospital care, 


FOR CONSULTATION OR INFORMATION 
CALL TOLL-FREE 


: (800)-292-5404 


Department 
TH BROWN $ SCHOOLS 
P.O. Box 400: 

Austin, Texas 7 78751 

or call: (512) 478-6662 


State: (800)-531-5305 


Milieu therapy and psychoactive 
drugtherapy under medical super- 
Vision are standard under the 
expanded program, while individ- 
ual and group Psychotherapy are 
available for use, when indicated. 
Concomitant. with t; treatmgnt, the 
patient enrolls in classes бе опе 
to maintain academic progress, 
receives anintroduction to various 
vocational pursuits, participates 
in а well-planned physical edu- 
Cation program, and joins an 
accepting peer group in coedu- 


Expan led 
тр 
treatmen 


Ninety Acres 

Cational social act s... all 
in beautiful, mode: afe facili- 
ties specifically pped for 
these purposes. 

With this supplemen: to our ex- 
isting program at tt Oaks, the 
Brown Schools are «ow geared 
to treat emotional csturbance, 
whether schizophrenic or not, in 


children and youth of any intel- 
lectual capacity and of any age 


THE BROWN 
SCHOOLS 


"Five Separate Campuses 
Austin » San Marcos, Texas 
Established 1940 


solely fof 
"Our fifth campus, the Oaks, is solely eg 
the treatment of emotionally distu! 
children and adolescents. 


The AMERICAN JOURNAL OF ORTHOPSYCHIATRY is published five times a ys 


Papers published in the JOURNAL are se- 
lected both from those submitted directly to 
the Editor and from those presented at the 
Association's annual meeting. The Editorial 
Board reserves the right to reject any manu- 
script and to suggest modifications prior to 
publication. 

THE JOURNAL is dedicated to the better un- 
derstanding of human behavior and to the 
more effective treatment of behavior disorders. 
Selection of articles for publication is based 
on their originality, adequacy of method, 
significance of findings, contribution to theory 
and clarity and brevity of presentation. 

As the official publication of the American 
Orthopsychiatric Association, Inc., the JOUR- 
NAL contains the proceedings of the annual 
meetings. Manuscripts of all papers presented 
at the meetings, except workshop presenta- 
tions, must be deposited with the Editorial 
Board by July of the year in which they are 


presented. Publication elsewl than in the 
JOURNAL or by the Associati is prohibited 
unless and until the Editor : ses a paper, 

The Association assumes ғ esponsibility 
for any statements of fact o inion in the 
papers printed. Nor does acce ce of adver- 
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LETTERS TO THE EDITOR 


Conditioning and Consciousness 
TO THE EDITOR: 


Dr. Pribram's review of Skinner's Be- 
yond Freedom and Dignity [Reviews of 
the Literature, JOURNAL, January 1972] is 
a telling commentary on the status of cur- 
rent psychology. Its views of man are ap- 
parently determined by something we all 
share, a world picture, in which, being 
children of our times, we find what we 
like most to see. Only out of such an 
ubiquitous common world picture could 
Dr. Pribram say: "Skinner makes a good 
case for this behavioral technology." If so, 
where is this good case to be found? Per- 
haps on page 23 of the book, where it is 
noted in passing that “proof” is to be 
the "basic analysis" presumably 
in the laboratory's files. Or on page 148, 
where we learn that this proof consists of 
lower organisms" "probability of response, 
usually observed as changes of rate”? Or 
is the case being made by observing the 
instinctive automatisms and adaptability 
of a rat, translated into a rat's entire psy- 
chological makeup and from there into 
all that comprises Conscious man and his 
Society, and even the design for future 
cultures? 

Skinner's claims of what has actually 
been discovered are as preposterous as his 
assertions about what “is being" discov- 
ered. (Has it? If not, how can he specify 
in advance?) What Case can unidimen- 
sional and second hand realities such as 
"probability of Tesponse,” or "changes of 


January 1972, 42:4-22), a line is printed out 
Of sequence. On the first page of the paper 
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ferences of reduceable realities make for 
the salvation of mankind? Dr. Pribram, al. 
though disagreeing with Skinner on 
а number of technical grounds, appears (0 
accept the idea of behavioral technology 
on such “scientific” grounds; not Surpris- 
ingly, if one contemplates one of Dr. Pri- 
bram's own sentences: 

I myself have gradually, through my research 
on brain and behavior, come to a realist 
position. My realism is constructional and 
biological (rather than psychicalistic) and 
suggests that mental language, brain language, 
cultural language and behavioral language 
are multiple embodiments of basic bio 
behavioral structures, much as biologically re- 
lated persons are embodiments of the same 
DNA potentialities. 

“Embodiments of structures" and em: 
bodiments of potentialities," not, unlike 
Skinner's "probabilities of responses usu- 
ally expressed in changes of rates," am 
"explanations" that make for a new kind 
of intellectually disembodied mysticism 
that leaves untouched the far more im- 
mediate experience and reality of man as | 
man. We shall need to abandon the flat 
earth concepts that, since Galileo, admit 
only of the reality of size, shape, mass, 
and motion that Skinner is now dishing up 
as psychological news. Skinner's theories 
about man were dead since their inception, 
many years ago. The test of а theory В 
that it stand if applied to its subject. If 

inking, as is claimed, is nothing but be- | 
havior, then thoughts, the book, the a 
periments, would be nothing but behavior, 
the behavior of Skinner served us as an 
objective science, f 

Skinner's book is a glittering work o! 
word plays and intellectual games, a pr^ 
in contradictions, crude deceptions, i 
subliminal messages. Beyond all pom 
arguments there is one suggestion diffi 
to forgive: That, since consciousness COUP Á 
teracts conditioning the goal is to тей 
Consciousness, Successful reinforcemen 
hinges on it. Intentionally to obliterat 
Consciousness in others raises a E 
question: Is a new kind of mental murde 
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CHARLES H. KING, M.S.W. 


PRESIDENT 
AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 


“I prefer the érrors of enthusiasm to the indifference of wisdom, for a Society that + 
permits an excess of indifference needs more than anything else an excess of caring, 
An ancient Greek scholar once was asked when justice would come to Athens, 
He replied, ‘When those who are not injured are as indignant as those who are? 
So shall it be here in America.” —Whitney M. Young, Jr. 


(Qu H. King 
the new president 
of the American Or- 
thopsychiatric Associ- 
ation, cares deeply, He 
is constantly testing 
out "new enthusiasms” 
against the time-tested 
clinical understanding 
of human suffering and 
pathology. His career 
demonstrates a con- 
tinuing search for new 
insights, as his aware- 
ness of human needs 
becomes increasingly 
acute and the tradi- 
tional models offer 
fewer solutions. 

"Charley" is no Stranger to human 
suffering. His introduction to delin- 
quency, with both its clinical and social 
pathology implications, came at the 
Cheltenham School for Boys. Shortly 
thereafter, as a young black man in the 
1940s, he participated in a crash pro- 
gram of reading and writing for illiterate 
servicemen, and recognized among these 
older men the same pathological blocks 
to learning and adjusting that he had 
seen earlier in the young delinquents. 

These experiences focused his atten- 
tion on the debilitating effects of social 
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deprivation and the 
resultant vast waste of 
human potential. Stim- 
ulated by these first 
encounters with cog- 
nitive deficiency, he 
went from the Army 
to Wiltwyck School 
for Boys, where he 
quickly moved from 
Counselor to Senior 
Counselor. The Wilt 
wyck experience whet- 
ted his appetite for | 
knowledge, as he wit- 
nessed the role of 
“caretaking” agents ш 
decision-making com 
cerning the lives of 
children. He felt that the responsibility 
inherent in this role made it mandatory 
that he attend graduate school. | 
Ву 1950, һе was enrolled іп the New 
School of Social Work (Columbia Uni- 
versity) where two different field place- 
ments gave varying perspectives to his 
grasp for more knowledge. Travelers 
Aid forced him to learn quick diagnosis 
and short term crisis intervention? 
"operational diagnosis" followed by ec 
ferral and an initial glimpse of tbe 10 
terlocking network of human service 
delivery systems—its strengths АШ 
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weaknesses. His second placement, at 
Community Service Society, provided 
training in broader family diagnosis and 
both short-term and long-term treatment 
skills. 

Upon graduation, he worked at the 
Harlem office of Community Service So- 
ciety for eight years, moving from case- 
worker to case supervisor. As early as 
1955, Charley was involved with con- 
sultation to schools, recruitment of fam- 
ilies in prevention programs, etc. These 
experiences were further enhanced by 
seminars and supervision by group ex- 
perts such as Slavson and Scheidlinger. 
Never abandoning his developing case- 
work interests and skills, he was fasci- 
nated by the group process, not only 
with families, but with community mem- 
bers in action. His Harlem experience 
awakened once more, in vivid fashion, 
the impact of ghetto living on individuals 
and families, as well as community at- 
titudes and approaches to the human 
condition. Near the end of the eight 
years with C.S.S., Charley King was а 
major contributor to the formation of 
the Harlem Neighborhood Association 


: (HANA). Throughout this experience 


he was involved with “advocacy,” al- 
though no one knew then how to de- 
Scribe these activities which went be- 
yond the traditional casework and group 
therapy models, 


new challenge was presented when 

he became Director of Training 

at Wiltwyck, the site of an earlier ex- 
perience he had never forgotten. He re- 
turned better prepared to deal with some 
of the frustrations of his earlier years. 
His outstanding competence with young 
black boys had been demonstrated 
throughout his entire life, but now he 
was sharper and more aware. Quickly 
tising from Director of Social Service to 
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Executive Director, he now had the op- 
portunity and the administrative sanc- 
tion to test out his theories and his ex- 
perience. For eight years, he worked 
with the problems of the Wiltwyck 
population and their families, the com- 
munity attitudes and, above all, with the 
challenge of new modalities of family 
intervention and restoration. His con- 
cern professionally over this time was 
directed toward the blending of cogni- 
tive deficits in minority children with is- 
sues of therapy in clinical terms versus 
social organization and interpersonal ге- 
lationships. He became increasingly 
aware of the “therapeutic contamina- 
tion” of minority children with little or 
no effort toward helping them to be- 
come effective citizens and to help them 
work toward changing oppressive social 
systems of which they were invariably 
the greatest victims. 

The theoretical material that emerged 
from this period at Wiltwyck has been 
documented in articles and books, as 
well as numerous presentations at Or- 
tho’s annual meetings. His colleagues 
included Auerswald and Minuchin in 
developing approaches to family group 
treatment. They worked together on is- 
sues of therapy and survival, of systems 
theory in relation to people, and they 
evolved half-way house models to en- 
courage return to the community. It was 
out of this research and direct clinical 
and administrative experience that Mr. 
King realized the need to put together a 
larger model of community intervention 
beyond that which a single institutional 
structure such as Wiltwyck could effec- 
tively mount. He saw a need to blend 
clinical perceptions and new insights 
from his intimate glimpse of the Wilt- 
wyck families to a broad community 
scale involving the social and political 
structures surrounding the lives of peo- 
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ple. The necessity for a large public base 
to develop qualitative and effective ser- 
vices to people became his conviction 
and his commitment. This led to his de- 
cision to accept the Executive Director- 
ship of HARYOU-ACT. 


ARYOU-ACT, drawn from the ma- 
terial developed in the now nation- 
ally famous Youth in the Ghetto, a 
brilliantly conceived ideal of a social 
model with sufficient latitude to relate to 
human struggle for existence on a com- 
munity level while also incorporating 
models for individual intervention, of- 
fered an exciting promise to Mr. King. 
He accepted it as a great opportunity to 
see a huge system operate and to try to 
steer toward a viable delivery system for 
Central Harlem. It meant exposure to 
all levels of community and political 
leadership, all ages and levels of client 
and citizen participation. In the integra- 
tion of this experience with his profes- 
sional development up to that time, he 
was impressed with the fusion of the 
,, Personal, the clinical, and the action 
~~ model, which always led back to basic 
psychodynamic literature co-mingled 
with the writings of Fanon, Malcolm X, 
Seal, Pouissant, Christmas, Coles, Butts, 
Frazier, Clark and others. Constant 
dialogues with involved and concerned 
colleagues added to this synthesis of 
content in search for action models. 
From HARYOU-ACT, Charles King 
moved on to active involvement in the 
community mental health movement at 
Lincoln Hospital (Einstein College of 
Medicine) and Metropolitan Hospital 
(New York Medical College). Always 
seeking the larger solutions and the most 
pressing problems, the new AOA presi- 
dent is now Associate Commissioner for 
the New York State Narcotics Control 
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Commission. At this time in history, 
when the dilemma of drugs has the en. 
tire nation floundering and confused 
about the medical, legal, social, and 
clinical ramifications, it is not surprising 
to find Mr. King involved in one of the 
most timely problems in our society to- 
day. 

Despite the enormous scope and com- 
plexity of his various work assignments, 
the new Ortho president has always 
managed to participate equally actively 
in professional societies, teaching, and 
community organization roles. He is 
currently President of the New York 
City Chapter, National Association of 
Social Workers; Board member of Citi- 
zens Committee for Children; on the 
Board of Directors of Ethical Culture 
Society; Advisory Committee of Social 
Casework; Harlem Neighborhood Asso- 
ciation member, For many years, Mr. 
King has been extremely active with the 
American Group Psychotherapy Ass 


ciation and has frequently given work | 


shops, Institutes, and seminars on group 


dynamics with special reference to le- | 


tency and adolescent boys. His teaching 
affiliations further demonstrate the rang? 
of his efforts to reach the lives of stt- 
dents. These include: Adelphi School 
of Social Work, Columbia University 
School of Social Work, New School for 
Social Research, and others. He is also 
a Consultant to the National Institutes 
of Health, Washington, D.C. 


Of special meaning to Charles King | 


have been his direct experiences in C27 
cus groups and community encounters 
with the Black Panther Party and the 
Young Lords. Here he has felt T 
trenchant impact of “naked truth an 
open, unrestrained aggression and ВО” 
tility. These later experiences have en 
abled him to understand the need ?P 
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validity for open involvement of all lev- 
els of society for whom we are structur- 
ing service delivery systems. On these 
aspects of his experience, he says, “We 
enter по experience, nor can we con- 
template any experience, without bring- 
ing to it our bias and conditioning. To 
change others, to change systems, we 
have to change something in ourselves 
in concert with patients, clients, profes- 
sionals, para-professionals, activists, as 
well as conservatives.” 

Mr. King, a Fellow of Ortho since 
1963, has served actively on the Pro- 
gram Committee and has participated in 
many AOA annual meetings. Concern- 
ing his new leadership role, he states 
with characteristic simplicity: 


A ша Ortho, there is a great di- 
versity of knowledge, experi- 
ence, dedication, investment and inter- 
est. This very diversity, while creating 
problems in deciding direction, is also 
the greatest asset of Ortho since it pro- 
vides the richness of multi-disciplinary 
knowledge and experience to clinical 
and social causation. What will be dif- 
ficult is the separation of the how and 
the what as reflected in the wishes of 
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the Ortho membership. In seeking out 
where the action is, my concern is con- 
stantly how to emancipate minds, to 
fulfill latent potential, to enhance per- 
sonal worth and adequacy. I see people 
always first as people, then clients, pa- 
tients, consumers, policy makers, etc. 
This same philosophy, I hope to bring 
to Ortho—to encourage change, to in- 
dulge and promote difference, to be 
open but still move in a central direction 
that best reflects what the field of mental 
health needs at any given time.” 

The new president’s charming wife, 
Margaret, is also a highly skilled social 
worker. They met as workers in the 
same office of Community Service So- 
ciety. The greatest moments of relaxa- 
tion and joy for Charley in his limited 
free time are those spent with his chil- 
dren, Charles, 12, and Anthony, 8. 

AOA can look forward to a dynamic, 
fast moving and exciting year under the 
leadership of Charles King who truly 
personifies the enthusiastic young man 
committed to discovering and dealing 
directly with “where the action is!” 

Maurice V. Russell, M.S.W., Ed.D. 
Chairman, Social Service Dept. 
Albert Einstein College of Medicine 
Bronx, New York 
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LIFE IN A CHILDREN’S DETENTION CENTER: 
STRATEGIES OF SURVIVAL 


Susan M. Fisher, M.D. 


Clinical Instructor, Harvard Medical School; Staff Psychiatrist, Massachusetts Mental Health Center 


Young children and adolescents, held awaiting trial, are cared for by staf 
of similar origins and character, who often use children to discharge complex, 
unacknowledged impulses. Survival mechanisms of children and staff, a 
institutional social structure are explored and related to perpetuation 0} 


individual abuses and an ambiguous, chaotic atmosphere. 


he children come out of vans, hand- 

cuffed to policemen. Their belongings 
are taken, except a comb. They wait in 
the lobby from ten minutes to half a 
day. No one looks at them. From the 
Start, no one wants to know them, They 
are there awaiting trial. Some for ten 
days, some for three hundred, they never 
know when they will go to court, when 
they will see their probation Officer, 
when they will be visited, If convicted, 
the time spent waiting does not count 
in their sentence; time in the detention 
center is not related to time before or 
time that will come. A twelve-year-old 
waits from October to June to be 
screened. He has been forgotten. The 
children are issued clothes, stripped, and 
searched for drugs. Sometimes drugs are 


This is a revised version of a 2 presented at the International Congress of Child Psyc atr 


Jerusalem, Israel, August 197( 
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in balloons, swallowed, to be vomit 
up later. No rules are explained to the 
They are put onto the units without Ш 
troductions. Girls are separated. 

boys are grouped by age, except th 
armed offenders, and a special unit 30 
homosexuals, transvestites, and the та 
white boy. Segregation by race, poverty 
education, capacity to adapt, has 06 
curred already. One counselor watch 
thirty children in space meant for fifteel 
Eight hours. Brick walls, naked 
bulbs, loud music; no solitude is 
mitted voluntarily. They must stay 19 
gether in the main room of the unit, Jé 
for any alleged infraction—smoking Ой і 
side the allotted smoking period, сш 
back a counselor—or for no spec 
violation at all, they can be put into 38 
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lation. Officially all isolation detentions 
are to be reported; reports are often not 
made, and any child can be locked up 
within the eight hours of a shift, and no 
one will know. And with other such in- 
stitutions it shares: one hundred degrees 
in summer, smells of urine and un- 
washed bodies. Twenty-three beds in a 
sleeping room; some isolation rooms 
have only a toilet bowl, and the coun- 
selor can turn off the water supply. To 
fight roaches, the rooms are heavily 
sprayed. Physical abuse with no redress; 
the word of a child is never accepted 
against that of a staff member. 

These children are innocent before 
the law, Some are accused of major 
crimes—assaults, armed robbery, rape, 
murder. Others are not held for crimes 
at all but for being unmanageable and 
intractable in homes and schools where 
rebellion may be a measure of vigorous 
health; such children are designated “be- 
yond control.” Some are detained be- 
cause mental hospitals refuse them and 
they are caught in a circuit between de- 
tention center, foster home, and hospi- 
tal. They have the same needs for “rules 
of the game” as any incarcerated person, 
the same needs to create an internal so- 
cial structure in which to participate, 
but it is hard to establish one when the 
formal roles and relationships of the in- 
stitution are undefined, illusive, even 
contradictory. They are innocent but 
treated as guilty. Counselors are to 
maintain safety, watch, and protect them 
but often abuse and threaten them. Held 
within a legal system designed to insulate 
them from depersonalized adult bureau- 
cracies, they have no civil rights and are 
isolated from the world of their origins. 
The atmosphere within the detention 
center is chaotic for the children and the 
staff. The chaos mirrors the inner state 
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of the children and the social existence 
they came from. 

The children are almost all black, be- 
tween seven and eighteen, White chil- 
dren are not so quickly picked up for 
similar offenses. Frequently, black par- 
ents are not called from the station house 
and their children are detained before 
the parents know where they are, 
whereas white parents are usually lo- 
cated and the children released into their 
custody, 

Some common perceptions of the 
world unite these children before they 
reach the detention center. They have 
learned to view social authorities as per- 
secutory and punishing, coming at them 
with prejudged expectations of their re- 
sponses and performances—guilty, stub- 
born, irresponsible, unlovable. They 
have been faceless objects to be manipu- 
lated, as others are to them; and manip- 
ulation is effected through behavior, not 
language. The establishment figures of 
their world—teachers, police, welfare 
workers, storekeepers, bus drivers—are 
to them arbitrary and rejecting; while 
their sources of food and shelter, the 
intimate associates to count on, are pre- 
carious. Psychiatrists might call these 
children paranoid, except that their per- 
ceptions are accurate most of the time; 
and the model for dealing with outer 
danger and uncertainty perpetuates a 
style of projection of internal distress. 

On the units they are passive. They 
lie on the floor, near or on each other, 
sometimes playing games. Occasionally 
they riot, fight, or gang bang. Sudden 
swings from immobility to violence are 
part of accepted and expected behavior, 
for staff and children alike. They pass 
in lines from unit to school to meals to 
recreation. Unexplained shifts in sched- 
ule for work, school, and play occur 


the counselor on duty. 

One's fate is sealed on arrival day. 
Each new boy is physically challenged. 
If he doesn't defend himself, he will be 
beaten up or threatened sexually. If he 
fights but loses he will still be accepted. 
He must not back off or cry. Group 
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conning activitics arc safe as long as 
they аго perceived by the other kids 
as tongue-in-cheek, as long as a child is 
not thought a “patsy” or a “ratter.” 

The second major tack to survive, by 
far the most prevalent, is to disappear 
into the woodwork, to be utterly passive, 
faceless, non-existent. Even bizarre be- 
havior is not seen, I learncd from one 
therapy group of a sixtecn-ycar-old boy 
drinking his own urine, burning his fore- 
head with cigarettes, and calling himself 
“black Jesus.” He was not noticed by 
the staff. From another, I met a group 
member who used different names cach 
time he came to the detention center 
without anyone ever recognizing it was 
the same child. 

Only rarely will a child beat down 


supersede whatever alliance a counselor 
makes with other tough kids and become 
a kind of spokesman. They are feared 
by the staff because of thcir cunning, 
their power to disrupt. The hostility to- 
them is intense but they are left 
The system often expels them 
and, for some, the penalty is high. 
Sammy was a master at this, and intimi- 
dated the staff to its limit. Having trav- 
cled between hospital and detention oen- 
ter, he was released to his home, where 
he was stabbed to death by his father. 
Closely tied to survival is the informer 
The administration 


опе can never inform to gain 


ee 
EE _ 
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The penalty for this is physical abuse, 


rape, ог ostracism. 

An important aspect of survival is 
called “cracking.” It is a mocking, jeer- 
ing, use of language that estab- 
lishes with words the same pecking order 
as physical strength does initially. You 
crack on someone, you don't crack with 
him. "Ass-kissers," boys who con about 
going straight when they get out, are 
particular targets. This is vicious humor 
and in therapy groups it is important to 
cut through it but not threaten its effec- 
tiveness on the units. It is the major non- 
physical cohesive force that allies them. 
Cracking represents an implied ability 
to fight and to withstand and dish out 
verbal abuse. You put people down, put 
feelings down, always mocking tender- 
ness and sentiment. Feelings are hidden. 
Language is not a neutral vehicle for 
contact or communication. When not 
cracking, the boys sit silently on the 
floor. It is the only conversation. 

When is there tenderness? When is 
there protection? Only under extreme 
circumstances. Most of the time, extreme 
physical helplessness is protected. A se- 
vere stutterer on a very tough unit can- 
not be teased. I learned of a boy in 
isolation for twenty-four hours in severe 
drug withdrawal. The administration had 
refused to send him and several others 
to the hospital, accusing them of malin- 
gering; some were, but some weren't. He 
lay with his head on a roll of toilet 
Paper, his face in his vomitus, shaking 
under blankets. Outside the door, keep- 
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times boys will point out to a mental 
health consultant sick kids, ignored by 
the staff. Vince had been in isolation for 
six days and had not been visited except 
for food put in his room. He was locked 
up to finish an isolation punishment 
meted out a year before in a previous 
period at the detention center, unfinished 
because he had gone to court and been 
released. When I saw him, he was inco- 


Who are the counselors and adminis- 
trators, and how do they function? Like 
the children, they have no options. Their 

i and senior administrators 
offer them no intimacy, no range of 
techniques to handle problems; only au- 
thoritarian strength or deflection of re- 
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sponsibility to a vague “other.” As the 
counselors fail the children, so the senior 
administrators permit no identifications 
or sharing, acknowledge no conflictual 
feelings. Like the children, counselors 
receive no positive rewards, only nega- 
tive reinforcement. If they fly through 
a window to prevent an escape, that is 
expected behavior. If they are five min- 
utes late, it is written into their record. 
They are frequently spied upon and lied 
to. 

Like the children, they wait—for pro- 
motions, commendations, course certifi- 
cates that don’t ever come or are delayed 
without explanation. They too have no 
privacy. Personnel files lie open, rumors 
abound and threaten everyone. Counsel- 
ors rarely protect each other, and chil- 
dren are pawns in staff rivalries. Three 
boys were left naked in one isolation 
room in a struggle over which counselor 
would get them clothes. 

The relationship between counselors 
and children is a deadly game, and the 
main rule is “beat them or they'll beat 
you." A drug user is caught by a coun- 
selor. In the morning statistical report, 
without intended irony, is printed, “Соп- 
gratulations, Mr. X. You are the biggest 
drug catcher of them all.” Counselors 
try to outguess and outfox the children, 
as in a ruthless sport. Understanding, 
empathizing, helping is emasculating. 
Fundamentally, the children must never 
be seen as like themselves; they cannot 
imagine their own children in such a 
setting. 

Respectful intimacy is non-existent in 
the detention center and the counselors 
use the children in different ways. Like 
objects of pornography, they are erotic- 
ally used. Some stimulate the kids by 
teasing them and egging them on. One 

counselor has the boys talk about homo- 


CHILDREN'S DETENTION CENTER 


sexual exploits into a tape recorder, 
Some female counselors are visibly titil- 
lated by illegitimate pregnancies and 
stories of prostitution. Occasionally, a 
counselor rapes a child, with or without 
consent. One senses that the children 
are discharging the forbidden aggressive 
and sexual impulses of the staff, who re- 
establish their self-image, distance, and 
self-control by massively suppressing the 
children. 

Most counselors cannot tolerate any 
physical and verbal show of aggression in 
the children, and some hit and even beat 
them at the first sign. Once, a counselor 
called a psychologist for himself because 
he was putting a child into isolation for 
no apparent reason, yet he knew he was 
going to hit him unless he got rid of him. 
That amount of self-observation is rare. 
Encouraging and watching violence is 
irresistible for some, and their fascina- 
tion is not acknowledged. А female 
counselor stood and impassively watched 
a girl bite out a piece of another girl's 
cheek and told me later, “Nice girls 
don't fight." 


Де» there is the reality of actual 

danger working with severe ovet- 
crowding. This too is used, and coun 
selors often flirt with danger, provoking 
avoidable situations that excite them, 
and provide an opportunity to watch, 
experience unacceptable behavior, and 
then divorce themselves from it entirely. 
When overcrowding occasionally dimin- 
ishes, there is no change in staff behav- 
ior. 

The counselors use language as the 
children do— bitter cracking with each 
other; they rarely have shared, matter of 
fact exchanges. With their senior author" 
ities, they retreat into sullen silence. 
Meetings between them reveal similati- 
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ties with the children on the units. Coun- 
selors are impassive, talked at, immo- 
bile, and then break into fits of temper, 
screaming, physically threatening, bang- 
ing chairs. These outbursts by coun- 
selors are dealt with by their bosses as 
tangentially and immaterially as the 
fires and riots of the children. I once 
dared a senior administrator to risk tell- 
ing the counselors at such a meeting that 
he was sometimes depressed working 
there. They fell into an astonished calm. 
Occasionally more flexible persons 
are hired, Senior administrators don’t 
want to hear their complaints and sug- 
gestions, and will harass them until they 
quit. Often such men cannot tolerate 
the frustration and depression. A power- 
ful clique of authoritarian counselors 
makes life miserable for a more flexible 
person, and very few remain. The deten- 
tion center is a place to get out of—for 
everyone who can. What remains is a 
group of people who feed on the chaos 
within the center to avoid facing their 
own doubts and fears, and issues of 
their own competence. Tactics to im- 
prove working conditions are never 
gripped and applied vigorously; they 
hide behind the system’s inadequacies 
and extrude more effective people. What 
is rewarded is security, passivity, immo- 
bility, no overt conflict. And the staff 
lives with a sense of impending destruc- 
tion—each television interview, meeting, 
call from a judge is potentially the loss 
of safety, job, promotion, status, perhaps 
reflecting deep projected guilts. 
Although of different backgrounds, 
Staff, like the children, are locked within 
constricted character structures with lit- 
tle internal mobility. Almost all black, 
with some higher education, the staff 
Struggles to maintain a middle-class 
identity in jobs that have little social 
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status. Significantly, a large number 
come from the rural South, farms or 
small towns, where angry outbursts were 
often forcibly suppressed, and the need 
for control was related to the dangers 
of white society “out there.” Rarely, a 
counselor will admit his outrage at see- 
ing these urban boys doing what they 
never could; sometimes senior adminis- 
trators, who spend far less time with the 
children, connect their dislike of the new 
music, new haircuts, new freedoms to 
the compromises they made to “make it” 
in a white bureaucracy. Their hatred of 
the children, which is felt after a few 
hours in the detention center, is a neces- 

sary piece of the delicate equilibrium 

required to maintain their self-esteem. 

Cracking, the only language effective 
on every hierarchical level of the deten- 
tion center, is also a metaphor for the 
cracks, the split, the dissociation that 
mark this institution, Everywhere one 
meets the illusion of infinite distance and 
difference. These children are a different 
species, not human. Top administrators 
are unreachable, unknowable bosses. 
Distance between castes is experienced 
as a non-crossable space. Yet each level 
is partially identified with and living 
through the other, dependent on the 
other; the illusion of infinite separation 
masks an unconscious fusion between 
the groups based on mutual projection 
—a partial symbiosis. Fusion versus in- 
finity—on every level the same image is 
reflected, like facing mirrors. 

No one trusts here, and everyone is 
hungry. In therapy groups, in consulta- 
tions with senior administrators, in talks 
with counselors, the imagery is oral. Be- 
neath the hatred, the backbiting, the 
projections, the chaos, lie enormous res- 
ervoirs of depression. Ultimately, the 
maintenance of the chaos may itself be 
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defending against the hopelessness and 
lack of mobility in their lives, which gets 
perpetuated throughout the institution. 

At the core of several decisions by 
the United States Supreme Court has 
been its recognition that the juvenile 
court system, established to protect the 
special interests of children before the 
law, has violated not only their civil 
rights under the Constitution, but has 
perpetrated those very abuses of human 
growth the special systems were created 
to avoid. 


For reprints: Susan M. Fisher, M.D., 89 Irving St., Cambridge, Mass. 02138 
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This detention center represents the 
failure of all structures in urban society 
—family life, schools, courts, welfare 
systems, organized medicine, hospitals, 
It is a final common pathway to wretch- 
edness. Occasionally a scandal in the 
newspaper, an outraged lawyer, an іп- 
terested humanitarian judge makes a 
ripple. The surface smoothes rapidly 
over again, because, locked away in a 
distant part of town, society forgets the: 
children it does not want or need. 


Amer. J. Orthopsychiat. 42(3), April 1972 


THE PREVENTION OF HOSPITALIZATION 
IN SCHIZOPHRENIA: 
Five Years After an Experimental Program 


Ann E. Davis, Ph.D., Simon Dinitz, Ph.D., and Benjamin Pasamanick, M.D. 


Acutely psychotic schizophrenics were randomly assigned to one of three 
groups: an experimental group of patients home on drugs and public health 
nursing care, and two control groups—one receiving placebo and public health 


nursing home care, the other recei 


ving state hospital care. For a thirty-month 


period it was demonstrated that over three-quarters of the experimental group 
could be successfully maintained at home. Five years later, gradual erosion of 


the original significant differences occurred on the usual clinic and aftercare 


services, so that eventually no differences in social or psychological functioning 


could be found. This indicates a need for the structuring of community mental 


health. services on an. intensive aggressive basis, if we are to anything more 
than transfer custodial care to the community. 


n 1961 we initiated a study, 


. . . designed to determine (1) whether home 
care for schizophrenic patients Was feasible, 
(2) whether drug therapy was effective in 
preventing their hospitalization, and (3) 
whether home care was, in fact, а better 
or poorer method of treatment than hospitali- 
zation. 


To carry out this research program а 
facility known as the Institute Treatment 


Center (ITC) opened, near downtown 
Louisville, Ky., late in 1961. 

The original study design included a 
home care group of patients placed on 
drugs, a home care group placed on 
placebos, and a control group treated in 
the usual manner by a course of state 
hospital care. The sample of patients 
was drawn from the State Mental Hos- 
pital serving the greater Louisville area 


facility known as the Instituto аваа 


Submitted to the JOURNAL in 1971. 
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1969). The follow-up study sought to 
determine if ITC home care had any 
lasting effects; whether, in fact, the home 
care drug patients continued to hold a 
treatment advantage over the other two 
groups years after the ITC study ended. 

2. There would be no significant dif- 
ferences between the home care and the 
control groups in terms of their levels of 
performance on vocational, social, do- 
mestic, marital, and psychological vari- 
ables by the time of the five-year fol- 
low-up in 1969, 

3. There would be no improvement, 
over time, in the patients’ performances 
on any of the major variables. The an- 
ticipation was that schizophrenia as a 
chronic disorder would result in reduced 
task performance over time. 
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Ninety-two percent of the original 
sample subjects were located and 
studied. Among the basic instruments 
used for data collection were: 1) а 
formal interview schedule with the pa- 
tients SO (significant other), 2) an 
informal interview with the patient, 3) 
a psychiatric rating scale completed by 
the SO, 4) a completely formalized 
search of all state and private hospital 
records to identify all patients hospital- 
ized since the end of the ITC study, and 
5) a complete formal search of all clinic 
records over the follow-up period. Data 
collection proceeded with minimal com- 
plications due to the personal knowledge 
of patients held by the ITC nurses, who 
were the interviewers, and by this writer, 


STUDY RESULTS AT FOLLOW-UP IN 1969 


HOSPITALIZATION EXPERIENCES 


The first question the follow-up dealt 
with was: had the impact of ITC care, 
which resulted in superior outcomes for 
the home care drug group, persisted after 
the project terminated? Analysis of fol- 
low-up data showed, as hypothesized, 
that there were no statistically significant 
differences among the groups (drug, 
placebo, and hospital control) on either 
the number of rehospitalizations, or on 
percentages of each group that were hos- 
pitalized. The drug group had averaged 
125 days in the hospital in the post-ITC 
years, the placebo group 221, and the 
controls 136. In percentages, the drug 
patients averaged seven percent of their 
post-ITC time in the hospital, the 
placebo group ten percent, and the con- 
trols nine percent, Sixty-one percent of 
the drug patients were hospitalized over 
the follow-up, as were 5796 of the 


placebo patients, and 61% of the con- 
trols, None of these differences were 
Statistically significant. The placebo 
group, as a whole, spent more time in 
hospital after ITC care was withdrawn, 
since a large proportion of those who 
had been successful in remaining М 
home on public health nursing care 
failed soon after the program ended. 
This indicates that public health nursing 
care alone played a role in helping рё 
tients. 


CLINIC CARE y 
There were also no statistically 88" 
nificant differences among the groups 00 
the extent of clinic care received d 
the follow-up. The drug group ave 
fifteen clinic contacts over the five | 
follow-up study, the placebo patients 
seventeen contacts, and the control рї 
tients fourteen. In terms of the am 


ЕУІ DINITZ AND PASAMANICK 379 


` of time spent under clinic supervision, cluding those on placebos, had sustained 


the drug group spent 37% of the fol- 
Ок time under care, the placebo 


group 47%, and the controls 35%; 
again, these differences were not sig- 
nificant statistically. Although again, 
there was some indication that the 

group suffered more from with- 
drawal of the special experimental pro- 
gram. 


ITC TREATMENT EFFECIS 
OVER TIME 

In brief, ITC home care drug patients 
had a marked psychiatric adjustment ad- 
vantage at the beginning of the follow-up 
(the end of ITC); this superiority was 
maintained for a brief time after ITC 
terminated and the drug patients re- 
mained out of the hospital longer than 


longer periods of in-hospital care over 
the post-ITC period and were more 
likely to need, and hence attend, the out- 
patient clinics during the follow-up. 
After ITC terminated, home care 


that neither of the control groups, in- 


any long-term damage as а result of 
their lower level of treatment during the 
original study. 


PSYCHOLOGICAL STATUS 

At the time of follow-up in 1969 there 
were no significant differences among 
the groups on their psychiatric status 
scores on the Lorr Scale, The оуег- 
whelming evidence, based on these scale 
scores, supported the hypothesis that 
the psychological condition of the pa- 
tients in the drug, placebo, and control 
groups was not significantly different by 
the time of the post-ITC study. These 
results were congruent with findings on 
the hospital and clinic treatment experi- 


sented at home. This probably reflected, 
in part, the original finding that the con- 
trol group was somewhat more disabled 


at the outset. 


380 


THE NATURE OF 
PROBLEMS BEHAVIORS 

Rank ordering of problems revealed 
that the most frequently named items 
were intrapsychic in nature. For ex- 
ample, the significant others, spouses or 
relations (SOs), in all groups stated that 
they worried a great deal about the pa- 
tient. These concerns were frequently 
elicited by bizarre speech, ideas, and 
actions expressed by patients. SOs were 
alarmed about the welfare of the patient, 
their households were disrupted, and the 
coping abilities of family members were 
frequently exhausted. The end result 
was that psychiatric attention was sought 
for, and subsequent relief sought from, 
the disordered patient by the family. 


VOCATIONAL PERFORMANCE 

Data on vocational performance 
showed that the study groups did not 
differ from each other on economic or 
Work related variables. Most patients 
had histories of unemployment or un- 
employability; those who had worked 
usually had exceedingly poor work per- 
formance records. 

Only 2746 of the drug group patients, 
26% of the placebo patients, and 2795 
of the controls had any occupation, even 
that of common laborer. Many patients 
were among those considered too dis- 
abled to work, either mentally or phys- 
ically; this was true of 28% of the drug 
group, 49% of the placebos, and 32% 
of the control patients. 

Almost half the patients were the pri- 
mary financial support of the family; 
their source of income was generally 
common labor or а welfare grant, 
Placebo patients were more likely to be 
Welfare recipients: they had qualified 
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on the basis of mental disability, This 
situation was explained by their dispro- 
portionate needs for financial Support 
dating back to the original ITC study 
when, because of drug deprivation dur- 
ing that period, they were more notice» 
ably disabled. Their dependency upon 
welfare grants never changed in the en- 
suing years. 


DOMESTIC PERFORMANCE 

On domestic performance variables 
there were no significant differences on 
mean total scores: the drug groups 
mean score was 19, the placebos' 19, 
and the controls’ 16. However, on five 
of the eight specific domestic task items, 
the control group patients were signifi- 
cantly worse in their performance than 
were the drug or placebo patients. 

Task performance and instrumental 
measures were not as revealing of the 
post-ITC adjustment of the patients as 
were hospitalization and clinic treatment 
measures. Performance variables were 
considered less of a measure of the pa- 
tients’ mental status than were the hard 
data treatment variables such as the 
number of hospital days or clinic days 
under care, Many social factors such as 
age, family expectations, and role de- 
mands impinged upon and altered P 
tients’ performances, making these vari- 
ables less clearly related to psychiatric 
Status of the patients. Nonetheless, 4 
majority of the performance variables 
offered support for the thesis that no 
significant difference among the groups 
would be found five years after termina- 
tion of the ITC home care program. 

Controls showed a tendency to be co 
sistently poorer, if only slightly so, in 
their performance: they entered 
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with poorer mental status reports, they 
tended to be poorer on the psychiatric 
reports during the follow-up, and their 
community adjustments were poorer. 
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Their slightly poorer status in general 
had been consistent over time and ac- 
counted for the few significantly worse 
adjustment reports received by them. 


LONGITUDINAL EVALUATION RESULTS 


PSYCHIATRIC STATUS 
OVER TIME (1962-1969) 

The placebo patients, as measured by 
the Lorr scale, were the “sickest” group 
at the end of ITC. This was probably 
due to their drug deprivation during ІТС. 
Once the project terminated, the pa- 
tients given placebos sought psychiatric 
attention and received drugs from both 
hospitals and clinics. By the time of fol- 
low-up, the placebo group had markedly 
improved in psychiatric symptom scores 
compared to the home care drug pa- 
tients. Once that care ended and the 
latter group, the drug patients, began 
to receive routine State outpatient clinic 
and hospital attention, their psychiatric 
status deteriorated somewhat, but never 
to the point that it had been at ITC in- 
take. The placebo group had improved 
only minimally during ITC; it will be 
recalled that over 77% of the drug home 
care patients, but only 34% of the 
placebo patients, remained continuously 
at home during the ITC project. By the 
time of the follow-up, the drug group’s 
better experience and functioning had 
eroded and the percentage of their life 
spent in the hospital did not differ from 
other groups. The effects of ITC had 
disappeared, leaving the three groups 
comparable. 


COMMUNITY PERFORMANCE 

AND ADJUSTMENT (1962-1969) 
Community performance and adjust- 

ment results were similar to those re- 


ceived on the Lorr psychiatric scale and 
on the problems checklist. The worst 
scores were recorded at ITC intake, 
when all patients were experiencing psy- 
chotic episodes, All groups had shown 
a reduction in problem behavior by the 
end of ITC care. Such reductions were 
far more dramatic for the home care 
drug patients than for the placebo 
group; but by the time of the follow-up, 
in 1969, the drug group’s functioning 
had deteriorated, thereby testifying to 
the superiority of ITC home drug care 
over routine State clinic care for assist- 
ing patients’ psychological adjustment. 
Conversely, the placebo patients scores 
improved in the post-ITC period after 
receipt of State care because attention 
with drugs was markedly superior to 


group did not. The researchers had not 
predicted the placebo group's improve- 
ment once these patients received drug 
care in the post-ITC period. 


DOMESTIC PERFORMANCE (1962-1969) 
Patients in all groups deteriorated on 
task over time, The in- 
strumental performance scores at fol- 
low-up were considerably lower (worse) 
than scores at either ITC intake or at the 
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termination of ITC. Thus, post-ITC 
drug and other care did not save the 
placebo or other patients from increas- 
ingly poorer performances on routine 
task measures. 

Task performance scores were not 
highly correlated with psychiatric treat- 
ment status. Reasons for this may lay, 
in part, in the advancing age of patients, 
which slowed adjustment capacities and 
task performance abilities. Also, as im- 
portantly, repeated negative labeling 
and a history of poor performance 
tended to lower both patients’ and SOs’ 
expectations and, therefore, patients’ 
performances, Some patients, after many 
psychosocial breakdowns and treatment, 
no longer tried to perform routine house- 
hold and vocational tasks. Patients sev- 
ered their marital and family ties more 
than they created new ones, thus these 
instabilities also acted to reduce the 
necessity, and expectations, for adequate 
task performance, 


SUCCESSES AND FAILURES 


Having demonstrated that the study 
groups did not differ significantly from 
each other at the end of the five year 
follow-up, the analysis moved toward 
isolating the factors predictive of rehos- 
pitalization. The three original study 
groups—drug, placebo, and hospital 
control—were combined and then re- 
grouped into two categories, successes 
and failures. Successes were defined as 
patients who avoided rehospitalization 
in the post-ITC period, failures as those 
who required hospitalization. 


DEMOGRAPHIC CHARACTERISTICS 
Failures could be differentiated in a 
statistically significant manner on only 
one of the demographic characteristics 
examined. They were less likely to be 
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SOCIAL PARTICIPATION (1962-1969) 

On the social participation measur 
a majority, about 51%, of the 
in each of the three groups remained) 
status quo or decreased their activiti 
once ITC ended. All groups sho 
poorer scores at follow-up than at I 
intake on friendship patterns and 
terpersonal abilities. 

The specific task performance’ 
sures, vocational, domestic, and 
participation indicated, with rare exce 
tion, that patients did not improve ov 
time in their performance but гай 
that their performances general 
worsened. The only exception occu 
in the placebo patients’ improvement 
behavior problems once they receiv 


siderable evidence was amassed 
ing the lack of impact of psy! 


tasks and to participate in social acti 
ties. 


married at the time of the follow 
than were successes, probably mol 
likely an effect of illness rather thi 
cause. However there was also a 16 
dency for patients with low social stat 
(p at the .10 level), for women, ё 
for blacks to predominate among £ 
failures, possibly attributable to Ш 
lower social status. 


PSYCHIATRIC FACTORS 


The Lorr scale scores, as might li 
been expected, produced the most 
nificant differentials between suc 
and failures. Most scores including 4 
total scale score, with one, excepts 
showed that the failures were SIE 
cantly sicker, і.е., they had more 8 
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Table | 


MEAN SCORES OF SUCCESSES AND FAILURES 
ON PSYCHIATRIC INVENTORY 


PSYCHIATRIC SUCCESSES FAILURES 
SCALE FACTOR N=63 N=85 
A (Excitement) 1.46 241 
С (Paranoid Ideation) 440 893b 
G (Bizarre Behavior) 1.87 2.82 
H (Agitation) 1.22 2.169 
E (Feelings of 
Worthlessness) 1.46 232% 
F (Perceptual Distortions) 30 1.04% 
| (Retardation) 1.44 1.87 
J (Grandiose Ideation) 48 76 
K (Bizarre Speech) 44 144» 
D (Reality Orientation) °з 07 
Total Weighted Score 13.02 22.93» 
Excitemont-Retardation 2.08 3.07% 
Thinking Distortion 5.16 10.535 
Schizophrenia Score 3.62 5.88% 


.ا 
а Statistically significant beyond the .05 level.‏ 
b Statistically significant beyond the .01 level.‏ 
.ت 


symptoms than the successes over the 
follow-up period (TABLE 1). 


PROBLEMS BEHAVIOR 


Almost as highly related to success 
and failure as the psychiatric inventory 
findings were the scores on the prob- 
lems checklist. Over half of the indi- 
vidual problems checklist items, as well 
as the total score, showed the failures 
to be significantly more problematic 
than the successes. 

Problems most frequently cited by 
SOs were those dealing with odd and 
bizarre behaviors, especially strange 
speech and ideation, as well as the re- 
sultant disorganization this behavior 
caused SOs and the entire household. 


HOSPITAL HISTORIES 
PRIOR TO AND AFTER ITC 

The general conclusion was that, over 
the years from 1962-1969, pre-ITC 
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hospitalization experiences were, at best, 
only slightly predictive of later success 
and failure but ITC and post-ITC ex- 
periences were highly predictive (TABLE 
2). 


CLINIC DATA 


Clinic attendance reports over the 
post-ITC period showed that failures 
were significantly more likely to have 
ever attended a clinic, In contrast, the 
amount of care utilized, Ze. the total 
number of contacts and the mean per- 
centage of non-hospitalized time spent 
under clinic care, failed to distinguish 
significantly between the successes and 
the failures. 

As attenders, both groups made use 
of clinic services in near equal degrees, 
but the major finding concerning clinics 
was that the two groups differed in the 
way they utilized the clinic and in the 
way clinic personnel responded to them. 
Higher percentages of successes attended 


Table 2 
OSPITALIZATIONS PRIOR ТО, DURING ITC 
> AND TOTAL PERCENT UP TO FOLLOW-UP: 
SUCCESSES COMPARED WITH FAILURES 


SUCCESSES FAILURES 


HOSPITALIZATIONS Н-ы №91 
During ПС 

Moan Number of Times 

Hospitalized ы ^^ 

Moan Months of Stay 1.50 350^ 
Prior to ITC 

Moan Number of Times 

Hospitalized 24 

Mean Months of Stay 114 na 
on же Hospital 

Ре п а 

Over 10% of Life Time 83 184 

ieee raria 364 835» 


Re 
ically significant at the .05 level. 
Bed significant at the .0! level and 


beyond. 


384 


clinic regularly and greater numbers of 
these patients and their families were 
cooperative with clinic personnel. As 
important, significantly more successes 
were taking their medication as pre- 
Scribed. The clinics response to the 
cooperation of the successful patients 
was a program tailored to their needs; 
the interaction between successes and 
clinic personnel was positive. Again, it 
is possible to interpret this to indicate 
that, in part, the more cooperative pa- 
tients were less ill, rather than as being 
a cause of their success, 

Failures and their families, in con- 
trast, were significantly less cooperative 
with the outpatient clinic’s staff. The 
families of failures were beset by more 
problems than were the families of suc- 
cesses. There was also more psycho- 
pathology, as recorded by the clinic staff, 
among their family members. Signifi- 
cantly, only two percent of the failures 
were taking the prescribed stabilized 
dosage of medicine regularly, prior to 
their hospitalization. Clinic care evi- 
dently was not as well suited to the 
needs of the failures as to the needs of 
the successes. Failures were largely non- 
Cooperative and difficult to manage; they 
made sporadic and poor use of clinic 
facilities. Staffs of the clinics, in turn, 
responded rather unenthusiastically to- 
ward them. 


PRECIPITANTS OF HOSPITALIZATION 

Endogenous problems proved to be 
the most important single item differenti- 
ating failure from success in the post- 
ITC period. Surprisingly, interpersonal 
problems were comparatively more 
prevalent among successes and were not 
closely related to rehospitalization; also, 
economic stresses and other external 
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social stresses such as death, job losses, - 
and physical problems did not coincide | 
with periods immediately preceding ree 
hospitalization. In essence, psychotic | 
episodes were not triggered by any im: | 
mediate, apparent, or external (to the 
patient) difficulty. These episodes, de= 
spite the psychiatric literature, we 

seemingly attributable to endogenou 
factors with no visible external precipi- 
tants. 


ECONOMIC, DOMESTIC, 
AND SOCIAL VARIABLES 
No significant differences were fouf 
between the successes and failures on 
domestic task performance on social 
Participation scores, There was so 
evidence, however, that successful 
tients tended to be less dcpendent uj 
siblings, children, or parents. They wi 
more likely to be employed, whe 
they were men or women patients, а 
they were slightly more competent in 
their task performances. Successes had 
fewer people available to substitute fot 
them on their tasks when they failed to 
perform them personally. Recalling 
Successes were more likely to be ma 
note was taken of the interactive effe 
Of better performance, preservation 
the marital situation, and higher exp 
fations that may have resulted in EU 
modestly better performance of the sue 
cesses. Failures, conversely, were mote 
often unmarried, more dependent, 
often working outside the home, 
had more role replacements available 
help them. The reverse of the expe 
tion-performance cycle was operati 
for them. Seemingly, low performan 
fostered low expectations, which, 
turn, reinforced the low expectatio 
among failures and their families. 


де 
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MARITAL AND 
INTERPERSONAL RELATIONSHIPS 

Tt was noted throughout the study that 
failures were less likely to be, or remain, 
married. Clinic and hospital records, as 
well as interview data, suggested that 


they related more pathologically to the 
opposite sex, broke ties often with mem- 
bers of both sexes (probably because of 
psychopathology), and, after severing 
such ties, were more likely to live alone 
than were the successes. 


COMMENTS ON THE NATURE OF SCHIZOPHRENIA 


The data clearly pointed to schizo- 
phrenic recurrence and episodes as ос- 
curring without notable external precipi- 
tants, When a patient became disturbed, 
his ideation, perception, memory, speech, 
and actions became bizarre; actions be- 
came unpredictable. This, in turn, 
alarmed and threatened families, arous- 
ing fears concerning the well-being of 
the patients as well as that of the SOs 
and that of other members of the house- 
hold. The data indicated that this con- 
figuration of alarm, threat, and familial 
disorder led to the hospitalization of the 
patient. 

Much of the disordered behavioral 
tendencies could be traced back in time 
in the patients’ social histories. The pa- 
d Characteristic inabilities to per- 
orm routine tasks and to form meaning- 


ful interpersonal relationships were 
often noted in early adulthood, before 
the first psychotic episode and hospitali- 
zation. 

These findings accord well with the 
most recent and strongest evidence that 
schizophrenia is a chronic disorder pri- 
marily genetic or congenital in nature, 
with precipitants not basically psycho- 
social in origin, but rather an organic 
process with still undetermined precipi- 
tants resulting in exacerbations and re- 
missions of acutely unacceptable symp- 
toms. It is these which interact on the 
psychosocial levels with family, inter- 
personal, and community activities, fur- 
ther exacerating both symptoms and re- 
lationships and eventually spiralling to 
socially unacceptable heights and lead- 
ing to hospitalization." ? 


THE TREATMENT OF SCHIZOPHRENICS 


oe of the disorder from the 
c Á the first treatment contact de- 
Bard R5 upon the kind of treat- 
bu! а апі the extensiveness and in- 
3 ү the disease process. There is 
Tw this study to show that pa- 
ism the more severe disorders 
о. have the most difficulty 
WS ОШ the many years of our re- 

Involvement with them. In es- 


sence, the severity of the disorder was 
fairly consistent over time. 
Treatment intervention, if it included 
the psychoactive drugs, generally im- 
proved the patients’ mental status and 
sometimes their task performances. 
Whenever the drugs were withdrawn, or 
the patients ceased taking medication, 
they were likely to experience other 
episodes and rehospitalization despite 
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supportive attention. The data in the 
initial ITC study and in this follow-up 
study demonstrated that drug care had 
to be maintained to minimize or prevent 
recurrent psychotic episodes. 

Care, as given by most of the outpa- 
tient clinics and by the State hospitals’ 
aftercare clinics, failed to prevent rehos- 
pitalization because such facilities relied 
upon patient initiative for attendance 
and upon the patients’ and families’ co- 
operation and trust. Most importantly, 
the clinics depended upon the patients’ 
willingness to be personally responsible 
for taking prescribed medications. 
Clinic personnel frequently assumed 
that discontinuation or decrease in drug 
dosage was proper and “wise” medical 
practice for the convalescing mental pa- 
tient. When treating schizophrenics, 
these may be erroneous assumptions. 
Schizophrenia is largely a chronic dis- 
order and the needs for medication may 
not, in fact, diminish. 

Psychiatric clinics, like other medical 
facilities, operate on the assumption that 
patients are rational, responsible, and 
interested in improving their health 
status, This model simply does not apply 
for most disordered, disoriented, or psy- 
chotic patients. It may, however, apply 
to the usual type of patient seen in out- 
patient psychiatric clinics—the unhappy, 
anomic, neurotic and the psychophysi- 
ologic problem cases who are frequently 
middle class, well educated, and more 
likely to be self directing and oriented 
to personal problem solving. 

If clinics are to play a major role in 
providing community care for schizo- 
phrenic patients, the laissez faire model 
and its assumptions will have to be re- 
placed by an aggressive delivery system 
designed to deal with chronic, marginal 
patients, like the psychotics in this study 
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and those who comprise the bulk of 
state hospital populations. 

ITC probably succeeded for two 
basic reasons: first, drugs were taken to 
the homes by a nurse who urged the 
families to supervise the patients’ taking 
of prescribed medications. No patient 
was taken off medication because he 
was considered cured or sufficiently 
improved to be without drugs. Second, 
nurses went out systematically to the 
patients’ homes, They did not allow the 
patient or relative to assume the initi- 
ative alone for the treatment contact, 
instead they reached out to give the nec- 
essary care. In the homes, nurses inter- 
acted with the families and gave them 
much needed emotional support and 
practical problem-solving guidance. 
(This fact was not fully recognized even 
after the termination of the initial study.) 
ITC, through social work services, also 
provided social referrals for help with 
health problems, job training, and finan- 
cial aid, as well as with other social 
needs. і 

Taking the program to the family 
was necessary to stabilize the multi- 
problem families in which these schizo- 
phrenics were frequently a serious dis- 
organizing factor. When left without 
supportive attention, families with sick 
patients whose episodes were recurrent, 
were likely to abandon the patients and, 
as our data clearly show, leave them 
living alone or in the homes of other 
than primary family members. To ге. 
iterate, the most important finding 
the study was that chronic schizo” 
phrenics, in order to remain success 
fully in the community, must have 
tinuous supervision and medical? 
They and their families must 
social services and psychological $U 
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ate the all too familiar patterns 
onal and family disorganization, 
Tt is not claimed that daily routine 
ormance can be improved by a 
home care project. The data 
y suggest that task performance 
orates over time even with the 
Jal out-patient, or in-patient, care. 
“The ITC home care project was suc- 
cessful in decreasing the numbers of 
patients who need assistance in perform- 
ing their instrumental tasks. Such im- 
provement took place even among the 
placebo patients who were not receiving 
"medication. This led us to consider that 
‘Chirustment with familial responsibility 
— plus the expectation for performance 
May be necessary for the continued per- 
of domestic tasks. Following 
D however, with the resumption of 
‘rou State out-patient or State hos- 
I (such care excludes active 
“concern with patients’ task activities) 
the vast majority of the patients tended 
O deteriorate markedly in their daily 
functionin, 


—Similaly the employment and em- 
1 ity of the patients in the post- 
пс period also deteriorated markedly 
% of the nature of the State's 
POSLITC treatment intervention. Data 
Social participation and, in particular, 
_ Оп patients’ patterns of marital and in- 
3 al relationships were congruent 

h other community adjustment find- 
ings indicating increasing debilitation in 
the post-ITC period in social and inter- 
P skills. Without aggressive home 
_ бше, as given during ITC, the evidence 
В that routine community or hospital 
a tric care will not prevent, or sig- 
Billcantly retard the deterioration of pa- 

Enis performance and adjustment on 
, Vocational, social, and mari- 


tal variables, 
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Medications are able to prevent, or 
at least delay, psychotic episodes. It re- 
mains for psychiatric or social care to 
prevent the social deterioration of pa- 
tients. Rather than being integrated into 
community life, ex-mental patients with- 
draw, become increasingly “home 
bound,” and essentially non-active; they 
are non-participants in the society of to- 
day. The unique contribution of this re- 
search may be in calling attention to the 
absolute necessity of continued mental 
health surveillance and community 
treatment of former hospital patients. 

It is not an unreasonable possible as- 
sumption to make, that if ITC care had 
been continued, no deterioration in be- 
havior or functioning would have oc- 
curred. It is even possible that if more 
intensive care—including day hospitals, 
sheltered workshops, hostels, and voca- 
tional, marital and personal guidance— 
were available, with respected and well- 
paid jobs as part of the program of 
community mental health care, as well 
as the other components described, total 
functioning might very well have im- 
proved instead of deteriorating ог re- 
maining constant. 

Obviously, as responsible therapists 
or simply as citizens, we cannot help 
but respond to the necessity of assisting 
patients to become functioning mem- 
bers of society. Now that the drug 
revolution has managed to minimize the 
overt disruptions and acute evidence of 

the even larger task of acti- 

and reintegrating patients into 

e Sem waits to be accomplished 
as one of the new high priority social 
services for those rejected by society, 
such as the mentally ill, to replace those 
presently having the higher ranked pri- 
orities, including war and waste. With- 
out such efforts, we have merely trans- 
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PROCEDURES FOR EXPLORING WOMEN’S CHILDBEARING 
MOTIVATIONS, ALLEVIATING CHILDBEARING CONFLICTS 
AND ENHANCING MATERNAL ROLE DEVELOPMENT 


Mark Flapan, Ph.D. and Helene Schoenfeld, M.A. 


Family Development Research Unit, Division of Community and Social Psychiatry 
Columbia University, New York 


Procedures used in a longitudinal action research program focused on the 
early period of family formation are described. Women and married couples— 
recruited into the program prior to the birth of their first child—continued 
in the program during pregnancy and the early years of parenthood, and 
during periods of infertility or voluntary childlessness. The procedures, de- 
signed to help participants assess their own readiness for parenthood and 
resolve family conflicts, may also be used to procure data in studies of child- 
bearing motivations and conflicts. 


ББ. ا‎ 


Те early period of family formation, childbearing, and the manner of coping 


beginning with marriage and con- 
tinuing through pregnancy and the first 
Years of parenthood, is ап opportune 
time for Preventing future family-life 
Problems and promoting optimal family 
pment through educational and 
Pevchological services. During this pe- 
lod the emergence or resolution of per- 
Sonal and marital conflicts related to 
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with the changes generated by pregnancy 
and parenthood, have long-range con- 
sequences for the mental health of par- 
ents and children. 

The diversity of meanings that a 
woman associates with conception, preg- 
nancy, labor and childbirth, childrear- 
ing, and motherhood may generate vari- 
ous conflicts related to childbearing and 
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parenthood.*: 14 Such conflicts may lead 
to inconsistent or ineffective contracep- 
tive use, resulting in a pregnancy before 
one or both marital partners are ready 
for parenthood.’ 1° On the other hand, 
conflicts related to childbearing may 
contribute to such reproductive dysfunc- 
tions as the inability to conceive ^? or 
carry a pregnancy to term,!? aberrant 
somatic reactions during pregnancy, 
labor and childbirth complications, and 
postpartum depressive _reactions.® 15 
Even when a child is wanted, pregnancy 
and the imminence of childbirth may 
evoke various concerns, apprehensions, 
and fears." After the birth of the child, 
unresolved conflicts may result in feel- 
ings of guilt or inadequacy in the par- 
ental role, in the reluctance or inability 
to cope with child care tasks, and in 
inconsistent or detrimental parental be- 
havior. Finally, the many family-life 
changes that occur following the birth 
of the first child may precipitate unan- 
ticipated marital problems, 8, 11 

It is assumed that if husbands and 
wives were enabled to clarify and work 
toward resolving childbearing conflicts 
during the initial stages of family forma- 
tion, many problems related to Tepro- 
duction and parenthood could be allevi- 
ated or prevented. Couples would be 
better able to assess their own readiness 
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for parenthood, more resolutely imple- 
ment childbearing decisions, more ade- 
quately care for their child(ren), and 
derive greater satisfaction from marirage 
and parenthood, 
In order to understand more fully 
the nature of motivational conflicts re- 
lated to childbearing and the personal 
and marital problems generated by 
pregnancy and parenthood, as well as to 
promote optimal family development, 
the authors developed an action research 
program for married couples in the early 
period of family formation. Couples 
were recruited to participate in the pro- 
gram prior to the birth of the first child: 
that is, during the time when they were 
either postponing childbearing, пуш ш 
conceive, or during early pregnancy.* 
These couples have continued in the 
program during subsequent stages of 
their reproductive and parental careers: 
1) from conception through pregnancy 
and the early years-of parenthood; 2) 
during periods of infertility and, in some 
cases, adoptive parenthood; or 3) dur- 
ing a period of continued voluntary 
childlessness. 
The procedures developed for the pro- 
gram draw on psychoanalytic, psycho- 
dramatic, roleplaying, self-confronta- 
tion, marriage counseling, and group 
discussion techniques. These are used ia 


One to ten years with a median of three уема 
with a median age of 27. The educational level s 
. Of the 56 women, three had not completed high sch 
completed some college, eighteen Were ho had 
Post-graduate work, including seven W 
lunteers, they constitute a self-selec! 
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a variety of interpersonal settings: the 
interviewers * meet with the husband 
alone and the wife alone, with the hus- 
band and wife together, with the couple 
and their parents, with husband, wife, 
and child, and with small groups of mar- 
ried couples.** 

This paper will describe only the pro- 
cedures used in the series of individual 
sessions with the wife alone, prior to 
and following the birth of her first child. 
The procedures are designed to explore 
the developmental and current life ex- 
periences that shape the woman’s child- 
bearing motivations and conflicts. They 
focus on her past and present relation- 
ship with her parents and siblings, her 
relationship with her husband, her 
identity as a woman, her various life 
aspirations as these relate to her orien- 
tations toward reproduction and parent- 
hood, and her early experiences of 
motherhood. The first six to eight indi- 
vidual sessions with the wife are sched- 
uled every other week during the first 
Several months of participation in the 
program.*** Subsequent sessions are 
Scheduled as the woman’s particular re- 
Productive and parental concerns and 
Conflicts emerge or are exacerbated dur- 
Ing the period when she is postponing 
childbearing, in the process of deciding 
Whether or not to begin childbearing, 
trying to conceive or experiencing re- 
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productive difficulty, and during preg- 
nancy, the postpartum period, and early 
years of parenthood. Women who are 
particularly conflicted or apprehensive 
about childbearing or motherhood may 
arrange for additional sessions on re- 
quest. This opportunity is also open for 
those who desire further clarification of 
any area of concern generated by their 
participation in the program. 

In order to gain an overall view of a 
woman’s childbearing motivations and 
conflicts, the first two procedures de- 
scribed below (Focused Recollections 
and Intra-Self Dialogues) are used with 
all women during their initial sessions. 
In subsequent sessions, these and the 
other procedures described are flexibly 
administered, taking into account the 
woman’s particular childbearing con- 
cerns and the nature of her reproductive 
and maternal experiences during the 
period of time in which she participates 
in the program. 


FOCUSED RECOLLECTIONS 

In order to enable a woman to under- 
stand more fully her orientations toward 
childbearing and motherhood from the 
perspective of her developmental experi- 
ences, the interviewer engages her in 
a series of “Focused Recollections.” For 
this procedure the participant is asked 
to lean back on a recliner while the in- 


* The interviewers in this program function as research investigators, psychotherapists, and 
fly life educators. In this ssa: the designation “interviewer” will be used to refer to these 
tions, 

** For research purposes all sessions in the program are tape-recorded and transcribed. In a 
Orthcoming publication entitled, “A Longitudinal Action Research Program for Married 
Couples During the Early Period of Family Formation," the investigators describe the more 
inclusive project of which the procedures described in this paper аге a part. Also discussed 
ҚЫ the interrelationships between the service and research functions of the program. 

s Sessions with husband and wife together are held during alternate weeks and sessions with 
ko husband alone are scheduled periodically. After the initial series of individual and marital 
ub couples begin to meet every two or three weeks with a group of four or five other 

arried couples at a similar stage of family formation. 
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terviewer sits beside and slightly behind 
her, She is requested to try to recall all 
the thoughts and feelings she has had 
about “having or not having children” 
within several broad time periods: “when 
you were a little girl,” “as you were 
growing up,” “before you were married,” 
“since you’ve been married,” and “more 
recently.” No questions are asked until 
the woman indicates that she has com- 
pleted her recollections. At that time 
the interviewer asks questions in order 
to clarify the meanings she attributes to 
her remembered experiences, and to 
evoke additional reflections and memo- 
ries, The physical position of the par- 
ticipant and the instruction to think 
aloud about a designated area of ex- 
perience, rather than to respond to a 
direct question, induce a reflective set 
or mood. This gives the woman an op- 
portunity to produce salient associations 
with a minimum of influence from the 
interviewer. In addition, by initially 
focusing the individual's attention. on 
a remote rather than an immediate time 
period, the procedure tends to facilitate 
spontaneous and open communication. 
The Focused Recollection procedure 
is highly flexible in that recollections 
may be specified for any constellation 
of life-experiences that is hypothesized 
to be significant in the development of 
orientations to childbearing and mother- 
hood. Recollections of thoughts and 
feelings from childhood, adolescence, 
etc, are elicited for each of the follow- 
ing: pregnancy, labor and childbirth, 
breastfeeding, birth control, menstrua- 
tion, sexual experiences, a woman's 
body, a man's body, being a woman, 
marriage and being a wife, being a 
mother, children, family life, house- 
keeping, work or a career, being sick, 
menopause, growing old, and death. 


To further aid the participant in gain. 
ing perspective on the developmental 
experiences that may relate to her pres- 
ent orientations toward reproduction 
and motherhood, the interviewer inquires 
about various topics that may have been 
omitted or mentioned only in passing 
For example, following Focused Recol- 
lections pertaining to “having or not 
having children" or "being a mother," 
a woman may be asked to recall her 
various experiences in playing with 
dolls, taking care of younger siblings, 
or babysitting. Similarly, following 8 
woman's historical review of menstrus 
tion, sex, contraception, and reproduc- 
tive functioning, the interviewer asks 
for information that may not have been 
spontaneously mentioned. For example, 
when engaged in Focused Recollections 
of menstruation, a woman may not it- 
clude such specifics as regularity and 
length of cycle, extent of flow, signs of 
onset, menstrual dysfunction, aware 
ness of mid-cycle, and variations in 52% 
ual response as related to the mí 
cycle. Elaboration of these details 
to elicit attitudes and feelings that may 
be relevant to the woman's current 
bearing and maternal orientations. 

After the birth of a baby, while the 
woman is lying-in at the hospital, @ 
ation of this procedure is used. In à 
partum interview she is asked to report 
her subjective experiences — 
thoughts, feelings, and fantasies alll 
ing before the onset of labor, ы 
delivery and the first view of the i 
In addition to its cathartic value 
review is designed to enable the ee 
to discuss feelings of inadequacy, y 
or guilt she might have experienced, 
provide the interviewer with the opp 
tunity to offer reassurance and sup? 


enstrual 
tends 
child- 
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: DIALOGUES 

he "Intra-Self Dialogue" procedure 
for an extensive and 
self-exploration of motivational 
related to childbearing and 
оой. By engaging a woman іп 


signed 


engage an individual in an Intra- 
"Dialogue, the interviewer asks the 
рал! to pretend that another “part 

elf” is sitting in a chair opposite 


of questions beginning with a 
lar phrase such as, “Do you want 
hild because or in order to... ,” ог 
you reluctant to have a child be- 
ме... After the participant has 
(60 as many questions as spontane- 
y occur to her, she is told to be 
“part of herself" to whom the ques- 
Were addressed. Her audio-re- 
ed questions are played back to her 
Af a time, and she is instructed to 
pond to each question as fully as pos- 
Verbalizing whatever thoughts and 

B the question evokes.* 
i dialogue instructions are 
d for cach woman on the basis 
childbearing situation. Following 


stages: 

Postponing or Considering Child- 

wring: "Do you want a child because 

dn order to . . .?" "Are you now ready 
We а child because . . .?" “Are you 


reluctant or uncertain about having a 
child at this time because , , .?" 

2) Pregnancy: "Are you afraid of 
(looking forward to) labor and delivery 
because , . ,?" “Since you've been preg- 
nant, have you (your husband) been 
2.27” “Do you want to (not want to) 
breast feed because , . .?" “Will you be 
the kind of mother who .. .?" 

3) Early Motherhood: "Are you 
happy (unhappy) about being a mother 
because . „ .?" “Since you've been a 
mother have you (your husband) be- 
соте. , .?" "Do you want to wean your 
baby (continue nursing) because , . .?” 

In addition, any subject the inter- 
viewer considers potentially significant 
can be explored in dialogue form. For 


can be explored by instructing her to 
ask herself questions in the form of, 
“Will you be impatient if your 
. . Л" The procedure is extremely 
ible in that any question that a partici- 
pant might ask herself or concern she 
might express can be converted into an 
instruction for a dialogue. 

In order to explore particular family 
or other interpersonal situations related 
to a woman's childbearing motivations 
and concerns, she may be engaged in 
one or more “Intra-Familial Dialogues." 


sitting opposite her. She is directed to 
ask that person a series of questions be- 


are played back, the woman's questions are recorded on а second tape 
0 records her answers following each Pu 
f Dialogue of questions and answers is produced on one tape subsequent 
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now because . . .” 
questions she is instructed to include 
what she might think and feel but pos- 


EXPLORING CHILDBEARING MOTIVATIONS 


For this procedure the woman із seated 
at a desk with pencil and paper and told 
to imagine that she keeps a diary. The 
interviewer ascertains the age at which 
a designated event occurred, such as the 
first menstrual period, and asks the 
woman to pretend to be that age, that 
this is the day the event took place 
She is instructed to begin by saying 
“Dear Diary," and to describe aloud, a 
though she were writing, the thought, 
feelings, and reactions precipitated by 
this event. 

Other experiences related to the dë 
velopment of the individual's identity 
as a woman may be reflected in her diary 
descriptions of the following event 
1) when she first became aware of @ 
ferences between boys and girls; 2) Bf 
time she first learned about or di 
the “facts of life;" 3) when she ОБОВ 
her first brassiere; 4) her first awarenew 
of sexual sensations; 5) her first " 
subsequent love experiences; 6) the finit. 
time she had sexual intercourse) d 
when she was making the decision 
get married; 8) her first тесж 
examination; and 9) when she was де 
ciding whether to have a child Of pt 
pone childbearing. 

The investigators do not assume the 
the Imaginary Diary procedure 
a completely accurate account 4 
experiences. It is expected that 
will be errors of recall due 19 
forgetting, to various forms of 
or to the tendency to attribute, 8% 
spectively, thoughts and feelings ю 
early years that were not 
perienced at the time. However whee 
woman “writes” a diary relating 0 
childhood event, her tendency ю 
childhood experiences from #8 4 
perspective is lessened. The ws 
guage and tone in Imaginary 


d, indicating that the woman 
osing herself in time and is to 
yee able to recapture her past 
Hence, For cxample, іп the “early” 
parents tend to be referred to as | 
on and “Daddy,” with the tone 
бе that of a child, in contrast to 
diaries of a later age where the tone 
ЖоКе is more adult, and the desig- 
Dn "my mother" or “my father" 
ар! to be used. 
The Imaginary Diary tends to mini- 
lhe individual's consciousness of 
interviewer as an audience to her 
ns. This is indicated by the fact 
n frequently express surprise 
were able to reveal such inti- 
ipericnces with a minimum of 
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OPTIONS REGARDING 
ALCOHOL USE AMONG THE CHIPPEWA 


Joseph Westermeyer, M.D., М.Р.Н. 
Assistant Profesor, Department of Psychiatry, University of Minnesota 


Chippewa people drink alochol in "white" or "Indian" fashion, or аай 
from it. Their choices are related to individual factors (age, sex, family role, 
past experience) and to social contexts. Depending on such contexts, сай. 
category automatically evokes certain social consequences. Certain advantage 
and disadvantages thereby accrue to each option. 


mad studies on American Indian porary reports in the literature. It wand 
drinking, a modal “Indian” drinking interest to see, then, what 
EET Sealed >> Om “жə might occur among one Indian 
Indian drinking in a arca in- group at the nt timc. 
cludes a few variations from a central ;m 
drinking theme.* Generally, however, METHODOLOGY 
the inference is that drinking behavior These data were collected OW 
among American Indian people is а  eighteen-month period from 
quite uniform phenomenon, pewa reservations, nearby 
MacAndrew and Edgerton,’ in their that portion of Minncapolis where 
exhaustive historical review of Indian Chippewa people reside 
drinking, report a spectrum of drinking friends, clergy, health workers, 139 
behavior among Indian tribes down forcement officers, tribal officials, 
through recent centuries, Preferred ab- ers, counselors, and hospi! 
stinence, moderate drinking, social in- served as informants. A few white 
toxication, and problematic drinking all  sicians, missionaries, and police 
occurred among various groups either supplemented this information. 
coincidentally or over time. This re ^ Earlier work on alcohol 
ported variability of Indian behavior demonstrated the importance 9 
vis-a-vis alcohol contrasts with contem- checking such informant d» 
Submitted to the 200nnat. in November 1970, 
3% 
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an Amerindian A.A.-type movement. A 
few of these hold salaried positions with 
social agencies as Alcoholics Anony- 
mous counselors. A few others have had 
A.A. contact, but are trying to incorpo- 
rate what they know about alcoholism 
into various Amerindian movements. 
Persons in this group are mostly over 
the age of forty. 


WHITE DRINKING 

Broadly analagous to drinking in the 
majority society, this category varies 
from an occasional beer to daily cock- 
tails before dinner. It generally occurs 
in the evening and is characterized by 
restrained behavior not too different 
from the individual’s behavior when not 
drinking. After an evening in a restau- 
rant, club, or lounge, the person returns 
home the same night, ceases to drink 
more, and goes to bed, Next day he re- 
turns to work. 

Some Chippewa people drink this 
way all or most of the time, Generally 
they are more acculturated to the ma- 
jority society, and appear to be less 
Chippewayan in their attitudes and be- 
havior. A few people in this group may 
have been heavily influenced by their 
education; often they have graduated 
from college. Others have been raised 
in the homes of white people as adopted 
or foster children. A few more have 
been raised in Chippewa society but 
have left it to join the middle class in 
the majority society. 

Virtually all Chippewa people can 
and do drink this way at certain times 
and places. Such circumstances include 
drinking at a mostly white bar, a white 
home, among white friends, or at a 
white social activity. One can observe 
the same person drinking in this manner 


getting heavier as it progresses. Talk 0 


CHIPPEWA ALCOHOL USE 


at a white bar, and in the same evening 
observe him drinking “Indian style” at 
an Indian bar. Chippewa acquaint. 
ances, unexpectedly meeting the author 
in an Indian bar, have dropped Indian 
drinking behavior and assumed white 
drinking for the course of the conversa- 
tion. 


INDIAN DRINKING 

Early appearance of drunken behav- 
ior marks “Indian” drinking. After only 
one or two drinks, loud talking and stag- 
gered gait may appear. Great hilarity, 
warmth, euphoria, flirtaciousness can be: 
noted. Good natured joking and pleas 
ant social interchange dominate intere 
personal relations in the early stages. 
of Indian drinking. 

Drinking activity may not climax 
this stage, however. It often continues, 


by-gone glories or hoped-for utopias 
pervade the conversation. Depressive or 
angry affects may appear, succeeded by 
crying or argument. Fighting or Suicide 
gestures occur during this stage, 85 
theft and seduction. If the alcohol 80 
ply is adequate, drinking continues Ш 
it eventuates in sleep, stupor, or black: 
out. [ 

Indian drinking is not so limited by 
time or geographic location as is V 
drinking. It readily persists for ШО 
than an evening and in more than 6 
place. Time and space аге not clean 
so confining as are group decisio 
about where to drink next and for 16 
long. 1 

For unemployed groups the drnim 
may proceed until all financial reso га 
are exhausted (or until legal, me 
or other complications ensue). For 8 
ployed persons with family respon. 
ities, the drinking is ordinarily delimi 
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by the weekend (though Monday absen- 
teeism among Chippewa people is notor- 
iously high). The latter pattern, still 
well within the Chippewa mainstream 
of drinking behavior, does indeed evi- 
dence control in that it is discontinued 
in favor of resuming work. 

Certain themes characterize Indian 
drinking as it occurs among Chippewa 
people. For example, it occurs mostly 
at Indian places (taverns, reservations, 
homes) and generally excludes non-In- 
dian people. Inside a Chippewa drink- 
ing group there is a social imperative to 
maintain a drinking rate like other mem- 
bers of the group. Also, one is expected 
to share his resources with the group 
and travel along with the group from 
one place to another. 

Indian drinking serves certain func- 
tions in Chippewa society. It acts as a 
social license to behave in ways that are 
unacceptable (і.е., un-Chippewayan) іп 
the sober state, Neither guilt feelings 
Nor social opprobrium attend such be- 
havior. In addition, such drinking may 
occur at a time when confrontation or 
loss of prestige is expected. Such an an- 
ticipatory binge, while not problem-re- 
solving, is problem-removing (at least 
temporarily). 


MIXED PATTERNS 
Few Chippewa people fit clearly into 
one of these categories over an entire 
lifetime. More commonly, an individual 
shifts from one category to another de- 
Pending on a number of demographic 
and sociocultural variables. Age, Sex, 
y role, season of the year, drinking 
Companions, type of social activity, and 
Other factors play a role. A few case 
E^ will highlight the range of pat- 


John С. is a 32 year old single man who mi- 
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grates around Minnesota following the sea- 
sonal unskilled job market. While living in 
white lower-middle-class neighborhoods, he 
does not drink. In the company of white fel- 
low workers, he employs the white drinking 
pattern. Especially when unemployed or back 
on the reservation, he drinks Indian style. 
Even when drinking within the Indian pat- 
tern, however, he is careful to sober up 
before re-appearing in his white neighbor- 
hood or back on his job. He wishes to main- 
tain the image of an abstainer before his 
neighbors and employer, the image of a 
white drinker among his white fellow work- 
ers, and the image of an Indian drinker with 
his Chippewa friends and relatives. 


Julie F. is a 61 year old mother of four, 
She has abstained from alcohol use for over 
two decades. Prior to that time she drank 
Indian style for many years. Julie says that 
she gave up drinking because it was "nothing 
but trouble" for her. She has never done any 
white drinking that she can recall, 

Sam B. aged 27, is a college student and 
burgeoning leader within young, Red Power 
circles, During his teen-age years, he fluc- 


tuated between Indian drinking and absten- 
sociability inevitably 


(both Indian and white), other Indian leaders, 
or majority leaders. Infrequently he drinks 


often practice long periods of absten- 
tion, punctuated by short-lived Indian 
drinking after funerals or weddings. 
Summer pow-wow time and wild rice 
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harvesting in autumn provide opportun- 
ities for Indian drinking at its best. 


DISCUSSION 

Indian drinking among Chippewa 
people in Minnesota today bears a 
strong resemblence to the reported 
drinking behaviors among other Ameri- 
can Indian peoples." However, it is 
only one form of behavior vis-a-vis al- 
cohol among Chippewa people. Many 
abstain from alcohol usage, though for 
a variety of reasons. Abstention may 
last months, years, or—rarely—a life- 
time. In addition, many Chippewa 
people drink in a fashion indistinguish- 
able from white people. While few adult 
Chippewa today have learned the white 
drinking pattern from childhood, many 
have adopted it later in life. 

These three categories (ie. absten- 
tion, white, and Indian drinking) are 
recognized by many Chippewa people. 
Some assign themselves to a category, 
averring that they drink “like whites” or 
are “abstainers.” People more clearly 
within the Indian drinking category 
tend not to talk about it so much; 
rather, they simply do it. Despite the 
tendency of some people to fall more 
or less into one of the categories, most 
individuals shift from one category to 
another over time depending on the lo- 
cation of the drinking activity, who is 
drinking with them, age, past experi- 
ences, and other variables. 

Choice of which pattern to employ 
at a given time and place has certain 
implications with regard to Chippewa 
society and the majority (or white) so- 
ciety. For example, abstention may be 
more acceptable to the Chippewa in- 
dividual’s employer, neighbors, and fel- 
low church members (especially if these 
are, for example, white people with as- 
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cetic religious beliefs). On the othe 
hand, abstention automatically exclude 
one from certain Chippewa social activi 
ties that require drinking as a “Ескер 
into the activity. 

White drinking serves as an entre 
into groups of majority people who 
abstention as deviant. It also serves a 
a proof of sorts that one has made a 
adaptation into the white man’s world 
The theory here would state that, one 
a given Chippewa person drinks like 
white man, he must have truly ass me 
the ways and values of the majority si 
ciety. While white drinking by Chippe' 
people may be highly valued in the m 
jority society, it is not so well receiy 
among Chippewa people. The 
view it as acting “better than thou” if 
is employed in certain Indian settin 
(Indian tavern, clan pow wow). Ho 
ever, Chippewa people accept it if | 
social context is primarily a majo 
one (a white tavern or private home). 

Indian drinking tends not to be? 
ceptable among non-Indian people 
Minnesota. “Crazy drunken Indian,’ 
term heard among whites, suggests 0 
majority people do not understand 
dian drinking and do not trust Chippe 
people who are behaving in а arum 
fashion. On the contrary, Indian аш 
ing functions as а ticket to certain @ 
pewa social activities and reinforces” 
corporate in-group of Indian peor 
Moreover, it contributes to the We? 
ing of Chippewa society and individ! 
within that society in a powertul и 
For example, Chippewa values” 
strongly maintained while at the 8 
time clearly un-Chippewa behavio 
excused if it occurs under the iniu 
of alcohol. For Chippewa individ 
anticipatory drinking acts as à face 
ing device in which one avoids ша 
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consequences or failure by taking off on 
an Indian drinking party. Both of these 
latter ploys enable Chippewa people to 
deal with the innumerably double-bind 
situations with which they must deal 
daily. These double-binds result from 
living within a majority-imposed and 
majority-directed social milieu while at- 
tempting to maintain Chippewa value 
Systems and family organizations not 
conducive to the majority systems. 


CONCLUSIONS 

1. Indian drinking is but one form of 

behavior vis-a-vis alcohol in Chippewa 
society. White drinking, as well as will- 
ful abstention from alcohol usage, are 
alternative choices that are frequently 
utilized, 
_ 2. Some Chippewa people fit clearly 
into one or another of these three cate- 
gories, and indeed may so identify them- 
selves consciously. However, more than 
опе category may be employed by the 
Same individual over time. 

3. Choice of pattern by a person ap- 
Pears to be related to certain individual 
factors, such as one’s past experiences, 
Sex, age, and family role. Moreover, 
attitudes within Chippewa society and 
Within the majority society also strongly 
influence this choice. 

. 4. Choice of category automatically 
invokes various social consequences. 


F Or reprints: Joseph Westermeyer, M.D. 
innesota Hospitals, Minneapolis, Minn. 55455 
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Therefore, given certain social contexts, 
one category is often clearly more bene- 
ficial to the individual than other cate- 
gories. 

5. Indian drinking is generally viewed 
by majority people in Minnesota as hav- 
ing no socially redemptive value. How- 
ever, Indian drinking contributes to 
Chippewa society by perpetuating ideal 
norms (ie, Chippewa values) while 
permitting quite different behavioral 
norms (i.e. un-Chippewa behavior ne- 
cessitated by the majority-Indian social 
matrix). 
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social class distribution to the group 
that did not continue; Baker and Wag- 
ner? also reported finding no evidence 
of a social class bias in acceptance of 
patients for therapy. 

The contradictory findings of the 
above two groups of studies are difficult 
to reconcile in the absence of further 
experimental data identifying other vari- 
ables that affect acceptance for therapy. 
Some authors have suggested that a so- 
cial class bias in the selection of patients 
for therapy, may be due to the opera- 
tion of irrational factors prejudicial to 
lower-class patients receiving the most 
beneficial and appropriate treatment. 
An equally tenable assumption, how- 
ever, is that the judgments resulting in 
lower-class patients being accepted for 
psychotherapy less often in some clinics 
are sound, and based upon a recogni- 
tion of the inappropriateness of the types 
of treatment available for members of 
the lower socioeconomic classes. In the 
absence of further experimental data, 
it is difficult to determine whether 
changes should be undertaken in the 
procedures whereby patients are ac- 
cepted for therapy, or whether the kinds 
of psychotherapy available should be 
modified to more closely accommodate 
the needs of lower-class applicants, In 
either event, the reasons behind dis- 
proportionately low acceptance rates for 
low-SES patients, where they occur, 
need to be further explored. The need 
for this is all the more acute because, 
in many instances, the currently avail- 
able alternatives to psychotherapy are 
few or nonexistent, 


PATIENT EXPECTATIONS 

A number of studies have explored 
the role of patient expectations in ther- 
apy, and found them to be significant 
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predictors of later events in therapy, 
although only a few studies have focused 
upon differences in expectations between 
members of different socioeconomic 
classes. 

The relevance of patient expectations 
to therapy is indicated in a study by 
Friedman,” who reported that patient 
expectancy of reduction in symptom in- 
tensity was significantly associated with 
reduction in symptom intensity follow- 
ing an evaluation interview. Similarly, 
Uhlenhuth and Duncan * found that the 
degree of patient optimism about the 
probable outcome of treatment was pos- 
itively associated with relief of symp- 
tomatic distress. And lastly, Heine and 
Trossman,5 adding another dimension, 
reported that those who expected to play 
a contributing part in treatment were 
more likely to continue than those who 
placed responsibility completely in the 
hands of the therapist. Thus, although 
the above studies were not specifically 
concerned with low-SES patients, they 
do demonstrate that patient expectations 
is a variable that should be considered 
in delivering mental health services. 

Among the studies that have incorpo 
rated SES as an experimental variable 
within studies of patient expectations 
is a study by Overall and Aronson: 
These authors found that low-SES р" 
tients expected the therapist to assume 
an active medical role, as opposed 10 û 
passive role. Furthermore, irrespective 
of the nature of their expectation, if the" 
expectation and their perception of the 
initial interview differed, they were less 
likely to return. In another study, Aron 
son and Overall? reported that ұта 
social-class patients, compared to T 
dle-class patients, more often ap 
the therapist to be supportive, directi? 
and active, In a further study, КЕЛ | 
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found that parents of both lower and 
upper socioeconomic classes preferred 
advice-giving over reflecting counseling, 
Кісіп18 also reported, consistent with 
the two above studies, that lower-socio- 
economic-class parents preferred advice- 
giving counseling over reflecting to a 
greater degree than did parents of the 
upper socioeconomic class, although 
this difference did not reach statistical 
Significance. An additional interesting 
finding was that type of counseling pre- 
ferred was not found to be related to 
“knowledge of mental health matters.” 
These studies underscore the impor- 
tance of ascertaining the expectations of 
applicants for treatment. While there is 
little question that this issue is being 
skillfully handled in many clinics, con- 
tinued or increased attention to this issue 
seems warranted. Should a patient’s ex- 
pectations be found to differ from those 
of his therapist, or to be inconsistent 
with the type of treatment available in 
а clinic, then these studies suggest the 
need of either clarification of what a 
patient may expect or modifications in 
the available therapies. Further research 
is needed to delineate the conditions un- 
der which either or both of the above 
Strategies would be most appropriate. 


ASSIGNMENT OF THERAPISTS 

_ The relationship between SES and as- 
Signment of therapist has also been ex- 
Plored through research. Some of the 
Studies have found a bias in assignment 
Of therapists. Baker and Wagner, for 
example, found at a children’s clinic that 
Psychiatrists and psychiatric residents 
tended to be assigned to upper-class 
Patients, while lower-class patients 
tended to be seen by social workers and, 
Оп rare occasions, by psychologists. Sim- 
ilar findings were reported by Schaffer 
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and Муегв,27 cited іп an article by Cole, 
Branch and Allison, who found that the 
higher the SES of the therapist, the 
higher the status of the patients seen by 
him. 

While findings such as the above have 
been interpreted by some as possibly 
resulting in less adequate care for mem- 
bers of the lower socioeconomic class, 
some research has produced findings that 
do not support this conclusion. Among 
these, Carkhuff and Pierce? report a 
study aimed at determining the effects 
of the race and social class of the ther- 


therapists. The 
the therapist were 
cantly related to treatment outcome, 
that each of the therapists got the best 

results from patients with the same char- 

acteristics. Another study, by Keith- 

Spiegal and Spiegal," further supports 

the above finding that matching ther- 
apist-patient socioeconomic background 
may result in more effective service. In 
this study, which also concerned inpa- 
tients, but seems quite likely relevant to 
outpatient settings, patients were asked 
before discharge for their attitudes on 
treatment, and for their judgment as to 
the relative helpfulness of different staff 
groups. Patients of relatively high edu- 


cation and intelligence reported that 
psychologists and і 
most helpful, while patients of lower 
education and intelligence reported that 
aides and other patients had been the 
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However, neither of these studies ig. 
cluded an analysis of the effect of these 
variables on members of different socio- 
economic classes. Nonetheless these 
studies suggest that therapist experience 
and ethnocentricity are also variable 
meriting further exploration in deter 
mining the most appropriate therapist 
assignments to low-SES patients. 
Although the above studies point te 
variables which should be considered is 
assigning therapists to lower-SES рь 
tients, there is a clear need for more 
definitive experimental exploration ін 
this area, Additionally, even if the rele- 
vance of these variables is substantiated 
by further experimentation, the ofi- 
mentioned shortage of therapists would 
still constitute a problem. For examplt, 
if therapist's race and social class should 
be further substantiated as a relevent 
variable, there are still too few ade 
quately trained therapists with lows 
socioeconomic class backgrounds, Thé 
shortage of manpower, however, із pat 
a sufficient argument for failing 10 € 
plore further those variables relevant e 
therapist assignment or for failing ® 
utilize the findings in practice, In f 
final analysis, a more careful 
tion of those therapist variables ОЖ 
ducive to success with members of - 
socioeconomic strata is necessary 
that, given the predictable contis 
shortage of manpower, the moit /Ғ 
dicious use of available manpower G 
be made. 


DROPOUTS FROM TREATMENT “ 
A number of studies have bees 
dressed to the relationship of SES ® 
dropouts or discontinuers from beri 

ment, and produced contradictory 
ings. 
18 one group of the studies exami 
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for further research into this area is 
compelling. There is frequently a heavy 
investment of scarce professional time 
during the initial diagnostic study in ac- 
tivities, such as record generation and 
staff conferences, that do not immedi- 
ately benefit the patient. This activity 
may well be wasted if a patient fails to 
continue. 


STAFF ATTITUDES 

A few studies have appeared in the 
literature involving staff attitudes. Their 
findings have some provocative implica- 
tions for some of the previously men- 
tioned findings. 

A study by Lilienfeld 21 was designed 
to explore the frequently-cited hypothe- 
sis that lower-class patients are less in- 
formed than upper-class patients about 
mental health, illness, and psychiatry. 
A group of low-SES clinic patients who 
had been accepted for treatment, but 
had not yet commenced it, were given 
questionnaires designed to tap knowl- 
edge of mental health matters, The clinic 
staff then took the questionnaire twice, 
once to define "expert opinion," and 
once as they imagined the patients would 
answer. It was found that the patients 
had done significantly better on the 
questionnaire than the staff had pre- 
dicted. 

In another study that indicated differ- 
ential attitudes toward members of 
different SES, Hasse, cited in Harri- 
son et al.,1* found that essentially identi- 
cal Rorschach protocols received dis- 
crepant interpretations in accordance 
with the social class origin of the patient, 


The records produced by the lower class 
people were diagnosed as more disturbed and 
with poorer prognosis than were those of 
their middle class controls who produced es- 
sentially the same records. 
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In this same vein, Lee conducted а 
study wherein a professional actor por- 
trayed a person without significant psy- 
chological problems in a diagnostic in- 
terview, His script was written to exclude 
the typical indices of SES. The interview 
was recorded, and then presented to 
Several groups of psychiatric residents, 
The patient's" socioeconomic status 
was varied by reading different socio- 
economic case histories to the different 
groups of residents. Lower-class pa- 
tients were diagnosed mentally ill, and 
received poorer prognoses, more fre- 
quently than patients of middle or upper 
SES. 


The above studies by Hasse and Lee, 
which found that low as compared to 
higher SES patients were diagnosed as 
more disturbed and received poorer 
prognoses, are open to at least two differ- 
ent interpretations. On the one hand, 
their findings could be interpreted as in- 
dicating a biased, negative attitude to- 
wards lower-SES patients that is detri- 
mental to treatment. On the other hand, 
an equally tenable interpretation is that 
these findings reflect a rational consider- 
ation of ecologic factors associated with 
lower-SES life, which are detrimental to 
a patient's current functioning and which 
limit his chances for improvement. The 
above study by Lilienfeld ?* adds some 
weight to the former interpretation, but 
the need for further experimental eX 
ploration is again clear in order to in- 
sure that treatment decisions are ‘bas 
upon the most rational consideration of 
relevant factors. 


TREATMENT APPROACHES 4 

The studies summarized up 10 this 
point indicate some of the difficulties 
that have been isolated in delivering 
psychotherapeutic services to low- 
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patients. These studies, however, are of 
limited usefulness because almost none 
deal significantly with the question of 
outcome, and because they deal with the 
differing experiences of different socio- 
economic classes only, insofar as can 
be determined from the articles, within 
relatively traditional psychiatric settings. 

The one study, by Albronda, Dean 
and Starkweather," that concerned out- 
come provided evidence that lower-SES 
patients can be effectively treated. This 
study indicated that, although after the 
first few weeks of therapy upper-class 
patients were considered to be signifi- 
cantly more improved from their initial 
position than were patients from the 
lower classes, as therapy continued the 
proportion of upper- and lower-class pa- 
tients considered as improved became 
quite similar. However, the nature of 
the treatment program was not detailed 
in their paper. 

It is of equal importance that the 
studies reviewed above seemingly con- 
cerned relatively traditional psychiatric 
Settings. Because of the difficulties in 
delivering services to members of the 
lower-socioeconomic-class groups enu- 
merated above, as well as the difficulty 
Of even enabling low-SES patients to 
Come to traditional psychiatric settings, 
the need for research into new ap- 
Proaches to delivering mental health 
Services to these groups is particularly 
acute, While a number of new 8p- 
Proaches are in the process of develop- 
ment, the majority of the articles in the 
literature pertaining to these new ар- 
Proaches are of a descriptive nature, and 
alarmingly few represent systematic 
evaluations that could constitute firm 
bases for the development of additional 
Programs, The few attempts encoun- 
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tered in this review are summarized be- 
low. 

Normand et al. presented limited 
data on the effectiveness of a walk-in 
clinic in meeting the mental health needs 
of members of the lower socioeconomic 
classes, Their analysis of the socio- 
economic characteristics of the patients 
who came to the walk-in clinic indi- 
cated that they were largely from the 
lower socioeconomic classes. The au- 
thors concluded that the type of service 
offered was able to make contact with 
the deprived residents of the com- 
munity, although the effectiveness of the 
service was not reported in the study. 

In another study, Massimo and 
Shore 23 devised and evaluated a multi- 
dimensional approach to the treatment 
of adolescent, delinquent boys, all of 
whom had left school. The authors ex- 
plored the effect of an approach com- 
bining remedial education and psycho- 
therapy with an additional focus on job 
placement, academic learning, person- 
ality, attitudes, and overt behavior. Both 
a control and an experimental group of 
ten adolescents were tested with achieve- 
ment and thematic inventories before 
the program began, d at its end ten 
months later. In the achievement tests 
the scores of the experimental group 
rose, while those of the control group 
dropped. Furthermore, in the experi- 
mental group, compared to the control 
group, more positive changes in self- 
image, control of aggression, and atti- 
tudes towards authority occurred, al- 
though change in the latter variable did 
not reach statistical significance. Mem- 
bers of the experimental group also had 
better employment and legal status rec- 
ords than those of the control group and, 
in addition, three experimental subjects 
returned to school. 
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In a follow-up study three years later 
of the subjects treated in the above 
study, Shore and Massimo 28 reported 
that the treated boys continued to show 
major improvement in ego functioning, 
though at a slower rate than during 
treatment, while the majority of the 
untreated group showed marked deteri- 
oration. 

Another program that seems promis- 
ing in the treatment of lower-class chil- 
dren has been documented by Day. 
The author examined the effects of ac- 
tivity group counseling—including darts, 
basketball, football, and role playing— 
on intellectual competence, emotional 
behavior, classroom behavior, and the 
sociometric status of culturally disad- 
vantaged Negro boys. The author con- 
cluded that this approach represents a 
promising alternative to often ineffective 
traditional counseling techniques in 
working with disadvantaged boys, al- 
though its relative efficacy was not as- 
sessed in this study. 

Lastly, in the one study encountered 
that compared the effectiveness of dif- 
ferent treatment approaches, D'Angelo 
and Walsh? explored the efficacy of a 
variety of approaches to short-term 
treatment of disadvantaged children. 
The children in this study were randomly 
assigned to one of four groups: (I) 
no treatment, (II) child seen in indi- 
vidual therapy, (III) parent seen in 
group therapy, and (IV) a traditional 
approach that was a combination of II 
and ІП. They were given psychological 
tests before and after the therapeutic 
program. On test items revealing sig- 
nificant trends, the group in which the 
children alone were involved showed a 
negative trend from pre- to post-test 
scores. A positive change was evidenced 


in the children in the group in which 
only parents were seen in therapy. And 
in the group in which both parent and 
child were involved, scores remained 
essentially the same. 

In summary, the above studies con- 
cerned with treatment approaches to 
treating the emotional problems of low- 
SES patients offer some encouraging 
evidence that effective methods are avail- 
able. However, not only are there few 
such studies but, with the exception of 
the D'Angelo and Walsh study,? studies 
comparing the effectiveness of more 
than one approach to the treatment of 
similar patient populations are nótably 
absent. This kind of study is of crucial 
importance, not only in order to dis- 
cover the most effective treatment ap- 
proaches but, when the relationship be- 
tween effectiveness and cost is also de- 
termined, to enable the most judicious 
allocation of resources to be made. 


SUMMARY AND CONCLUSIONS 

This paper has attempted to sum- 
marize recent research literature on the 
delivery of outpatient services to mem- 
bers of the lower socioeconomic classes. 
This summary indicates that a number 
of problem areas exist in the delivery of 
services. While problems other than 
those documented in the literature may 
be assumed to exist, the research sum- 
marized suggests that, at least in some 
of the settings studied, the issues of ac- 
ceptance for therapy, patient expecta- 
tion, assignment of therapists, dropouts 
from treatment, and staff attitudes re- 
quire careful attention. Some of the 
implications of these problems for ser- 
vices were sketched in the various sec- 
tions. The few studies concerning evalu- 
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ation of the effectiveness of approaches 
to treatment have also been summarized, 

One of the most important conclu- 
sions to be drawn from this summary is 
that there is a near absence in the litera- 
ture of studies designed to assess the 
relative effectiveness of different ap- 
proaches to serving lower-socioeco- 
nomic-class patients, Furthermore, there 
is little evidence in the literature of sys- 
tematic attempts to explore the effect 
upon treatment outcome of modifica- 
ions in approach designed to take into 
consideration the above mentioned prob- 
lem areas. 

Thus there is a clear need for addi- 
tional research designed to identify 
those factors conducive to delivering ef- 
fective mental health services to mem- 
bers of the lower socioeconomic classes. 
Future research should be undertaken 
with careful consideration of what, in 
this author’s view, constitute significant 
limitations of the research to date. These 
limitations include: 1) the absence of a 
common definition of socioeconomic 
class; 2) the absence of attempts to 
specify the nature of treatment pro- 
grams; 3) the near absence of studies 
comparing the effectiveness of different 
approaches or, ideally, the cost-effec- 
tiveness of different treatment ap- 
proaches with specific sub-groups of 
lower-SES patients; and 4) the absence 
of multivariate research approaches that 
allow for the simultaneous analysis of 
the independent and interactive effect on 
outcome of at least those variables that 
have been previously found to be rele- 
vant. The need for such studies is all 
the more clear in the light of the fact 
that many of the problem areas docu- 
mented in this summary were reported 
by Hollingshead and Redlich ® in 1958. 
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BLACK PATIENT—WHITE THERAPIST 
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Can a white middle-class therapist engage а black person in psychotherapy? 
Are there specific techniques available? Can psychotherapy be done with 
ghetto patients when the necessities for existence are the patients’ top priority? 
Are our models for psychopathology still relevant? The authors offer, not an- 
swers, but approaches to understanding these questions. 


| n a recent editorial in a campus news- 
paper, black and Hispanic students 
called upon their Brothers and Sisters 
to boycott the white psychologists of 
the college guidance department and to 
insist that they be assigned instead to 
counselors of their own race and ethnic- 
ity. This demand can hardly be re- 
garded as unreasonable when consid- 
ered in the light of the students’ previous 
destructive experiences with the educa- 
tional system. It is hardly unexpected 
that blacks would refuse to accept from 
whites a form of therapy that must be 
based on a personal relationship and 
on trust. 

It is neither unreasonable nor un- 
expected; but the demand for an ade- 
quate number of black counselors and 


therapists is unmeetable. At the present 
time, the pool of black professionals is 
pitifully small, not nearly sufficient to 
meet existing needs. Many of the neces- 
sary services must be provided by white 
personnel. 

This new aggressiveness and forth- 
rightness of the black community, this 
new ability to struggle directly for what 
they want, and this diminished eager- 
ness to accept the services and benevo- 
lence of whites, has forced community 
psychiatry to reevaluate its therapeutic 
methods, emphases, and goals. More 
specifically, this new militancy raises 
the following questions: 

1) Can a white therapist, operating 
against the background of a three hun- 
dred year history of discrimination and 
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deprivation, and within the context of 
today’s tense racial situation, engage 
a poor black person in therapy? 

2) Are there specific techniques of 
engagement into treatment that are more 
likely than others to prove successful, 
and where do traditional approaches 
fail? 

3) What is the role of the therapist 
who treats individuals or families where 
prime concerns are subsistence and sur- 
vival rather than self-exploration and 
change? Which problem’ areas are legiti- 
mately within the sphere of psychiatry 
and which lie outside its domain and 
competence? 

4) Are our models of psychopathol- 
ogy still relevant? 

One thing is certain: the issue of 
blackness cannot be ignored. To regard 
skin color as irrelevant to treatment 
Overrides the central importance that 
the patient’s blackness has for him. At 
the same time, it avoids the glaring truth 
that the therapist’s whiteness and mid- 
dle-class station are of the greatest con- 
Sequence to the patient. Years of hu- 
miliating contact with whites have taught 
the black person not to share his per- 
sonal feelings with them. Whites do not 
understand the values of blacks, and 
many tend to be judgmental and mock- 
ing. Moreover, whites have generally 
felt no need to be candid in return, 
Black-white relationships have thus been 
permeated with sham, the blacks some- 
times adopting self-protective Uncle 
Tom servility while privately ridiculing 
the gullibility of whites; the whites bask- 
ing in the mythology that superior status 
derives from inherently superior qual- 
ities. Since most forms of psychotherapy 
are predicated on achieving absolute 
Openness on the patient’s part, this 


BLACK PATIENT—WHITE THERAPIST 


fraudulence provides a shaky substruc- 
ture for the therapeutic process. 


C^ a white therapist, operating 
against the background of a three 
hundred year history of discrimination 
and deprivation, and within the context 
of today's tense racial situation, engage 
а poor black person in therapy? 


The answer, of course, cannot be ab- 
solute but must depend upon the inter- 
relation of patient, therapist, and social 
climate. It is our contention that most 
people can be reached if we can find 
the right road and that the major bar- 
rier to finding this meeting ground lies 
in the attitude of the professional. This 
statement implies that the indispensable 
ingredient in the engagement process is 
the therapists commitment to it. 

It is an axiom of treatment that the 
therapist needs to know himself as well 
as his patient, A suppressed hard core 
of feelings about black people is one 
corner of self-awareness that eludes 
even well-intentioned middle-class white 
professionals. To illustrate: after a re- 
cent sit-in at a university, during which 
black students had forcibly “liberated” 
several buildings, one white professor 
of psychology, the head of a large psy- 
chotherapy clinic, was stunned to hear 
himself report to his wife, “Do you 
know what those niggers have pulled 
now?” Threat to his power and author- 
ity had allowed a word long exorcised 
to slip through, trailing with it memories 
of gang fights on Brooklyn streets, his 
father’s laments over what “they” were 
doing to the neighborhood, his mother’s 
gtievances and vague suspicions about 
the Negro maid. These same checked 
angers, disgusts, anxieties, sexual feel- 
ings, and fears are readily awakened in 
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whites who work in ghetto areas with 
this large, clearly segregated, and alien- 
ated segment of our population. Such 
feelings are apt to emerge at crucial and 
often unexpected times in therapy, and 
to cripple the therapeutic process, This 
latent reserve of racism, this submerged 
sense that the black man is “different,” 
not governed by the white’s warm, hu- 
man emotions or worthy motivations, 
is part of our American heritage. The 
status of mental health professional 
offers no immunity to the malady. 

As in any other therapeutic situation, 
the source of the therapist’s fear, anger, 
or sense of alienation from the patient 
warrants careful examination. What 
stimuli are triggering these emotions, 
and how are they expressed? In this 
setting, in addition to the more widely 
recognized wellsprings of countertrans- 
ferential reactions, the professional 
needs to be alert to another spectrum 
of subjective responses—those based on 
racist concepts. 

But the patient also brings his doubts, 
fears, resistances, and racial stereotypes 
to the consultation room. It must be 
borne in mind that the treatment of the 
black patient and his family is affected 
not only by the usual resistances that 
most persons bring to therapy but by 
the specific ones that relate to the fact 
that he is black. The years in which 
black men were constantly reminded of 
their alleged ignorance, bestiality, inferi- 
ority, and irresponsibility have instilled 
a trigger-readiness to react to any sus- 
pected put-down from a white man. As 
a white person, the therapist may be 
held responsible and accountable for 
the condition of black people in this 
country. The patient’s confidence and 
trust must be painstakingly earned; it 
is not given automatically. 
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Although in some instances the pa- 
tient’s perception of the therapist may 
be distorted, it should be appreciated 
that often this twisting of reality is adap- 
tive in that it is a manifestation of be- 
havior learned in order to cope and 
survive in the ghetto, But blacks have 
as many fixed notions and stereotypes 
about whites as whites have about blacks, 
and frequently a patient’s distorted per- 
spective may form an insurmountable 
obstacle to developing and continuing 
a therapeutic relationship. 

It can be disastrous for the therapist 
either to deny the suspicion and hos- 
tility of the black patient or to feel 
guilty that these negative sentiments 
exist. The therapist works with these 
powerful negative feelings as distortion 
and resistance when they are unfounded, 
and, conversely, accepts them when they 
are accurate. If he fails to do this, he 
interferes seriously with the patient’s 
reality testing. 

It is essential that the therapist know 
and, more importantly, want to know 
and to understand the living conditions, 
cultural patterns, and value systems of 
the people he seeks to help. Without this 
appreciation, it may be difficult for per- 
sons removed from the ghetto to accept 
the style of life of those who are part 
of it and to refrain from attempting to 
impose a Puritan-ethic-tinged morality 
upon it. Certain areas of sensitivity re- 
quire an understanding and tact that can 
come only from intimate knowledge of 
black people and their culture. A num- 
ber of the particular areas of difficulty 
relate to prevailing stereotypes such as 
those concerning out-of-wedlock preg- 
nancy, male sexuality, drinking, vio- 
lence, joblessness and aimlessness, matri- 
archal households, and marital patterns. 
The accuracy of these assumptions has 
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been questioned by several serious stud- 
ies. Knowing the concerns of black 
people lessens the likelihood of offend- 
ing, but pitfalls will be avoided only 
when fear and hostility toward black 
people have been resolved within the 
white himself. 

In summary, the therapist who works 
in ghetto areas must want to treat black 
people and must be willing to listen to 
and understand them. Motivation must 
go hand-in-hand with familiarity with 
black lower-class family life and the 
openness to explore one’s own feelings 
about it. We believe that it is possible 
for white therapists to treat black pa- 
tients, but the patient’s priorities must 
be dealt with from the start. 


re there specific techniques of en- 
A gagement into treatment that are 
more likely than others to be successful, 
and where do traditional approaches 
fail? 


There is little in the treatment of the 
black person that is not common to all 
good therapy. Techniques developed in 
private practice are equally applicable 
to clinic populations; similarly, those 
learned in the clinics enrich private 
work. Practice is the same for all. What 
is unique relates more to the therapist’s 
understanding and attitude than it does 
to specific techniques of treatment. 

It is not uncommon for the white 
middle-class professional to approach 
the ghetto patient with an armload of 
stereotypes and myths and an outlook 
clouded by a long-standing perjorative 
view of lower-class culture. The pages 
of our scientific literature are dotted with 
references to the “cultural deprivation” 
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of the poor, to their presumably limited 
vocabularies and ability to deal only 
with concrete and immediate problems, 
Since therapy rests to a large extent on 
the exchange of words, the nonspec- 
tacular results obtained thus far with 
poverty-stricken, minimally educated 
persons are attributed in part to the 
limitations of their language. Yet any- 
one familiar with the “јіуіпр” and patois 
of the ghetto, with the prestige and 
power of the fast talker, must recognize 
that “nonverbal” translates to “non- 
verbal-in-white-terms.” It would seem 
that many white middle-class profes- 
sionals have failed to understand a style 
of communication that is alien to them. 

As to the matter of dealing with con- 
crete problems only, any people strug- 
gling for survival necessarily have as their 
first concerns such "concrete" issues as 
how to get clothing so the children can 
go to school, how to survive in rat and 
roach infested housing, where to place 
a toddler so a mother can work, and 
how to stretch a welfare budget. Indi- 
viduals or patient-families must, there- 
fore, be reached in terms of their pri- 
orities. Therapy begins where their 
concerns are. Once the most pressing 
environmental aspects of the difficulties 
have been clarified and dealt with, ef- 
forts can then be made to grapple with 
underlying psychological issues. In con- 
trast, the usual procedure followed by 
most clinicians is to restructure what 
the patient or family presents so that it 
conforms to the therapist's theoretical 
bias and formula for conducting treat- 
ment. The therapy that results may bear 
little relationship to the problem for 
which help was originally sought. Pro- 
fessionals have to be encouraged to ex- 
pand their conception of treatment, and 
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resources have to be developed that will 
deal with environmental life stresses, 

Referral for individual private ther- 
apy is only one of many modalities 
available. Psychiatry has changed rapidly 
in the past fifteen years. We no longer 
regard individual psychotherapy as the 
optimum form of treatment for all psy- 
chiatric disorders. Many patients may be 
done a disservice when some of the 
newer forms of therapy and combina- 
tions of these modalities are not utilized 
in the overall treatment program. It is 
not the black patient who is responsi- 
ble when he fails to respond to our pre- 
scribed method of treatment, but the 
diagnosis or therapy that may be in 
error. 

It would seem that family therapy is 
particularly relevant to the needs of the 
ghetto poor, In addition, with many per- 
sons, regardless of ethnicity, short-term 
therapy geared toward dealing with a 
crisis situation is more appropriate and 
effective than a long-term approach 
aimed at more fundamental character 
change. The therapist attempts to cap- 
italize on immediate motivation in order 
to expand and deepen the perception of 
the nature and causes of the patient’s 
difficulties, 

Based on these considerations, the 
authors, with the help of colleagues, de- 
veloped a short-term treatment program 
for ghetto families. Families treated in 
this program were encouraged, after a 
limited number of sessions (ten to fif- 
teen), to terminate therapy but were 
informed that if, in time, another crisis 
should arise or if the members feel dis- 
satisfied with their own or with the fam- 
ily’s functioning, they should feel free to 
return, We found that by structuring 
treatment in this way we could more 
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readily meet the family on the level of 
their priorities and were better able to 
offer them not only what they wanted 
but what they needed. The sessions were 
used to help the patient or patient-family 
set new goals and reach for new hori- 
zons, but at their pace and in terms of 
their values. As immediate pressures 
were relieved during the course of treat- 
ment, the focus of therapy frequently 
changed. Often a new series of crises 
was precipitated as the “patient” at- 
tempted to carry out new responsibili- 
ties, and the focus shifted again. 

Individuals or families who returned 
to therapy for a second series of sessions 
often worked toward achieving further 
changes that might not have even been 
considered in the first group of visits. 
Long periods of resistance due to poor 
motivation were thus avoided, since the 
returning family now had sufficient mo- 
tivation to move in treatment. 

In general, in work with black pa- 
tients one need not be primarily con- 
cerned with sweeping modifications of 
technique, but rather with avoiding 
manifestations of racism and class preju- 
dice, 


үу” is the role of the therapist who 
treats individuals or families where 
prime concerns are subsistence and sur- 
vival rather than self-exploration and 
change? Which problem areas are legiti- 
mately within the sphere of psychiatry 
and which lie outside its domain and 
competence? 


Environmental factors are often more 
compelling behavioral determinants than 
are intrapsychic ones. Many of the fam- 
ilies we treat are fragmented; many live 
crowded together, fighting to survive on 
marginal incomes, their fortunes riding 
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with the vagaries of welfare regulations; 
many of the children roam the streets 
unsupervised, falling further and further 
behind in school, easy prey to pushers, 
pimps, and petty criminals. Male-female 
relationships are stormy, marital disrup- 
tion frequent, and extra-marital affairs 
and bloodspilling common. There is a 
possibility that the household will con- 
sist of a matriarch, her daughter, and 
her daughter’s children, with “uncles” 
and boarders sporadically joining the 
menage and then departing. If change 
is to occur, intervention should be aimed 
at stresses deriving from the patient’s 
social conditions as well as at manifesta- 
tions of intrapsychic pathology. 

Although the ghetto develops its own 
subculture with its own distinct patterns 
for coping with social and economic 
realities, it is important to recognize that 
its residents are not oblivious to the more 
stable and functional family patterns 
outside. Comparison of the disruption 
of their lives with the televised image 
of the comfort and security of suburban 
middle-class existence is a constant 
source of frustration and discontent, 

It is the responsibility of the profes- 
Sional to recognize the malignant im- 
pact of slum life and to deal with its 
harsh realities, rather than to construct 
arbitrary dichotomies between psychic 
and social realms. Assistance with mat- 
ters related to one's daily life cannot be 
regarded as merely the sugar frosting 
that seduces a person into therapy. It is 
an essential part of the treatment itself, 
one that frequently turns out to be in- 
strumental in producing far reaching 
psychological change. 

When indicated, active intervention 
into problems with welfare agencies, 
housing authorities, courts, schools, and 
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employers should be incorporated as 
part of treatment. Although the therapist 
shows his recognition of the importance 
of the patient's request by doing some- 
thing about it, “doing” is frequently de- 
fined as encouraging and supporting the 
patient’s autonomous pursuits, Interest 
and concern can also be demonstrated 
by effectively and personally carrying 
through a referral to another service. 

A word of caution is in order here. 
For a therapist to attempt to appease 
misguided demands in response to a 
challenge to win over black patients is 
paternalistic and condescending, a rein- 
forcement of the patient’s sense of help- 
lessness, and is no less offensive than 
the authoritarian rejection of these de- 
mands was in the past. 

If a meaningful service is to be offered 
to deprived persons it cannot be frag- 
mented, with psychotherapy split off 
from active intervention aimed at ameli- 
orating the dehumanizing conditions un- 
der which the patient lives, Clinics and 
agencies must offer a variety of services, 
so that the possibility of changing outer 
as well as inner life exists, This type of 
involvement is often frustrating to the 
professional. The network of social 
agencies that governs the lives of slum- 
dwelling families is typically unrespon- 
sive, unyielding, and bound in mazes of 
red tape. A sense of helplessness and 
futility is a frequent companion in one's 
early contacts with the dead ends of 
ghetto life. With experience, we are 
learning how to use more effectively the 
entire resources of the community, how 
to contact, cultivate and collaborate 
with other agencies and institutions, and 
how to exert pressure, Such extensions 
into community, political, and social 
realms are necessary if we are to be 
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effective in behalf of the patients we 
treat. 


A” our models of psychopathology 
still relevant? 


This question is central to the prob- 
lem of building meaningful treatment 
programs. The most commonly used 
therapeutic models are rooted either di- 
rectly or indirectly in psychoanalytic 
theoretical constructs. Among other fac- 
tors, these fail to take sufficient account 
of the patient’s family situation and of 
the cultural milieu in which he was 
raised, in evaluating whether his be- 
havior is disturbed or adaptive. 

Judged in terms of conventional 
middle-class morality, such patterns as 
wife beating, hustling, and continuous 
unemployment become cardinal sins, 
and the man who indulges in them is 
clearly out of joint. Viewed against the 
backdrop of ghetto life, these may be- 
come appropriate adaptive measures, 
consonant with acceptable standards of 
manhood, The “jiving,” the gambling, 
the unrealistic fantasies are all part of 
the ethos of the slums and reflect the 
dream to “strike it rich.” Within the 
ghetto there is little condemnation of 
these activities. The fancy talker, the 
splashy dresser, the owner of the Cadil- 
lac—these are the men who have made 
it Black poet Nikki Giovanni? ex- 
presses this gulf between black pride and 
white understanding in her poem, Nikki- 
Rosa: 


+». and I really hope no white person ever 
has cause to write about me because they'll 
never understand Black love is Black wealth 
and they'll probably talk about my hard 
Childhood and never understand that all the 
while I was quite happy. 
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Given the set of circumstances in 
which he lives, is a young black man's 
militant stance, his distrust and hatred 
of white society, a pathological response 
or an adaptive mechanism that could 
lead to positive changes in his own life 
and that of others? It would seem that 
his militancy gives him hope and 
strength, whereas otherwise he might be 
crushed and defeated. 

While it cannot be denied that blacks 
enjoy no monopoly on discrimination 
and social misery, it is equally non- 
refutable that no other group in the 
United States—with the possible ex- 
ception of the American Indian—can 
match the degradation they have suf- 
fered. Even the staunchest of white sup- 
porters cannot fully identify with what it 
means to be set apart by skin color and 
isolated from the favored group. When 
the black man contrasts the unrelenting 
poverty of the ghetto with the affluence 
outside it, when he counts the circum- 
scribed possibilities and choices open to 
him, when he sees his color as a threat 
to his existence, when he feels that all 
norms of beauty and goodness are based 
on whiteness, when he realizes that all 
cherished historical figures have white 
skin automatically bestowed upon them 
—then all these must sum to an accusa- 
tion of inferior stock, The mark of in- 
feriority and oppression has been 
branded not only on his forehead but 
on his body and down into his very guts. 

If we view each patient in this light, 
we are not led off into preoccupation 
with deep intrapsychic sources of pathol- 
ogy but are more able to remain at- 
tuned to immediate concerns, If inner 
psychology is to be altered, outer life 
must change. When a black man steps 
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out of the pattern of ghetto thinking, 
either by taking on the aspirations of 
the taste-making middle class or what 
he considers healthy values of his own 
race, or by aligning himself with more 
militant blacks to fight for his place in 
the sun, a profound change in person- 
ality frequently ensues. It is up to the 
therapist to help his client or patient see 
and choose for himself among the many 
alternatives that are open to him, rather 
than just those born of the ghetto’s ap- 
proach to adaptation and limitation. 
We are in the midst of a period of 
concentrated change in black-white re- 
lations, and the understanding of that 
change is crucial to effective therapeutic 
work, A sense of comradeship between 
blacks and whites is far more difficult 
to achieve today than it was in the days 
of Selma, Alabama, and “We Shall 
Overcome,” when integration was still 
the dream. In the words of John Step- 
toe,’ a seventeen-year-old black artist: 


I have never felt I was a citizen of the 
U.S.A.—this country doesn't speak to me. 
To be a black man in this society means 
finding out who I am. So I have got to stay 
on my own, get out from under induced 
values and discover who I am at the base. 
One thing I know: at the base there is black- 
ness. A white man and I can sit together and 
talk and communicate, but we are different. 
He is my fellow man, but not my brother. 
Not many white people can accept that. 


The wariness that centuries have bred 
into North American blacks becomes 
an integral part of the treatment situa- 
tion, a part that the white professional 
often either fails to note or is distressed 
to unearth. It is not uncommon for a 
mental health professional who through- 
out his lifetime has allied himself with 
liberal and civil rights causes, who feels 
that he can relate to blacks, who goes to 
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bat for his patients beyond the tradi- 
tional boundaries of the therapeutic re- 
lationship, to find that black patients 
fail to respond to his efforts with the 
expected openness and trust. To add to 
his perplexity and discomfiture, black 
colleagues attack him for what they 
interpret as subtle manifestations of un- 
derlying racist feelings. When he refers 
to the discrimination he has suffered as 
a Catholic or a Jew, or when he de- 
scribes his struggles against early pov- 
erty, he does not comprehend why his 
black colleagues and patients impa- 
tiently brush aside these attempts to 
erect a common base of experience. He 
is deeply hurt when, despite sincere ef- 
forts, he is not fully accepted by blacks 
but is made to feel that the gulf that 
separates him from black acquaintances, 
colleagues, and patients is impassable. 

Moreover, the white therapist finds 
that his daily efforts to practice in ac- 
cordance with the tenets of his training 
are unsuccessful with patients whose 
first priorities are the pressing and im- 
mediate concerns of survival. After a 
series of unrewarding attempts at treat- 
ment, he may conclude, “Who needs 
it?” and drift back to seeing patients 
who are more like himself in class, color, 
and values, and who more readily re- 
spond to what he offers. The therapist’s 
need for achievement and for gratifica- 
tion from his daily work is more easily 
satisfied in this other arena. 

The mood of the times has combined 
with the anachronism and intransigence 
of some of our traditional methods of 
treatment to tarnish the promise of the 
much-vaunted community mental health 
movement. The modern black, assertive 
and proud, will no longer docilely ac- 
cept programs he had no share in de- 
veloping. As this sense of community 
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tightens and blacks unite on a local level, 
it becomes impossible for the agencies 
servicing these neighborhoods to con- 
tinue to operate with the arbitrariness 
and aloofness of the past. If profes- 
sionals are to perform their work effec- 
tively, they must respond to the ex- 
pectations of the larger community. To 
remain community based, a mental 
health service must become community 
responsive. The agencies that continue to 
function as another tentacle of a hostile 
establishment, that maintain their re- 
fusal to allow representatives of the 
community a place in the decision- 
making bodies, may soon find them- 
selves ignored, picketed, or ousted from 
the arena. 

It is clear that our current therapeutic 
programs for the poor need to be reap- 
praised. Services must be made avail- 
able in forms that will be appropriate 
and in places that will be comfortably 
accessible. Methods of engagement that 
are more deeply rooted in the patient's 
world, and that reflect his priorities 
rather than the therapist's, need to be 
developed. The mental health profes- 
sional can no longer rely on the usual 
tools of his trade, on therapeutic meth- 
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ods that have proved successful with a 
small percentage of highly selected pa- 
tients but that may be irrelevant to the 
population he now treats. 

The conditions of life that stem from 
long-standing political, economic, and 
educational disfranchisement are well 
known. What remains unsolved is how 
to remedy them. It is clear that the 
alleviation of the mental ills of a popu- 
lation rests first on the remedying of the 
social ills of the nation. Similarly, the 
treatment of the psychic pains of an in- 
dividual or family cannot be divorced 
from treatment of the conditions in 
which they live. If we can view the 
problem in this broad way, we will 
achieve a sounder perspective on how 
to use our skills as mental health prac- 
titioners. 
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IPM ааваа б CON шш з РЕ 


Methods are suggested by which the T-group can be more beneficially used in 
the black community to address particular needs of that group. Designs are 


offered for a black behavioral model for working in small groups in the black 
community. Creation and development of a cadre of black trainers is called 
for, and the proper roles for leaders—black and white, men and мотеп--о) 
both black and interracial groups is discussed. 


зоа we E е ы л ia На 


U ntil recently there has been a paucity 
of black trainers with recognizable 
credentials in the area of training groups. 
Representation of blacks in such group 
training is frequently tokenism, The is- 
sue of race is often used under the guise 
of “helping the black.” However, black 
presence in a predominantly white group 
is designed to meet the needs of white 
people. There may be secondary bene- 
fits for blacks in seeing (and learning) 
the process of being used to alleviate 
guilt for whites through group process. 
At best, the models have been geared 
for the middle-class white or black rather 
than for inner-city black community 
needs. 

As our opening remarks suggest, we 


are critical of the current practice of 
sensitivity training as it has related to 
the black community, The suspicious- 
ness of blacks about sensitivity training 
is largely justified because their needs 
are not being met. Within the spirit of 
the emerging black consciousness, sensi- 
tivity training must begin to utilize the 
intra-group resources of the black com- 
munity—financial, social, political, and 
emotional. 

This is not to suggest that small group 
technologists alone can ultimately change 
the dismal socio-economic plight of 
black people, but the T-Group might 
prove helpful in the resolution of some 
of the intra-group conflicts. These con- 
flicts prevent the black community from 
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becoming a coherent and cohesive func- 
tional whole. 

The first purpose of this paper is to 
Suggest a black behavioral model for 
sensitivity training in the black com- 
munity that is responsive to the intra- 
group needs of black people. Such a 
model must be based on well-grounded 
sociological, psychological, political, and 
cultural realities about the black com- 
munity in white America, Therefore, as 
our second purpose, we are suggesting 
that the foundation of this behavioral 
model be developed within five psycho- 
social parameters that reflect some of 
the critical needs of the blacks. They are 
1) the pervasiveness of black self-hatred; 
2) the psychological emasculation of the 
black male (adaptive passivity); 3) in- 
tra-group conflict within the black com- 
munity; 4) the conflict between the 
black male and black female, and 5) 
the reality of white racism. Our final 
purpose is to suggest specific recommen- 
dations for trainers regarding leadership 
styles when working with black groups 
and regarding training designs and per- 
sonnel executing those designs, from the 
perspective of a black behavioral model. 

Let us consider the five psycho-social 
parameters for the development of a 
black behavioral model. 

The reality of black self-hatred is so 
ingrained in the mental processes of the 
black psyche that it can be said to be 
infused in the dark crevices of the 
` black's historical collective unconscious, 
Every person is a product of his culture, 
and our cultural environment is polluted 
with white racism. In varying degrees, 
blacks have become acculturated and 
have internalized the negative view of 
blackness as portrayed in America. The 
results of the famous doll study by 
Mamie and Kenneth Clark provide sup- 


425 


porting data. Even the most race-con- 
scious, pro-black nationalist has not 
succeeded in escaping the emotional im- 
prisonment of institutionalized black 
self-hatred. In fact, such а militant 
stance might be a defense against deep 
feeling of self-castigation. It is absolutely 
necessary that the person training with 
black groups be able to detect and to 
cope with blatant as well as subtle forms 
of inner-directed racism or black self- 
hatred. Of course, this implies that the 
trainer himself has begun to grapple 
with these issues. A lab designed for 
blacks that does not address itself to 
the issue of self-hatred is not responsive 
to one of the significant needs of the 
black community. 

The second of the critical psycho- 
social parameters for the development of 
a black behavioral model for sensitivity 
training is the recognition of the psycho- 
logical emasculation of the black male, 
John Killens describes poetically the 
plight of the black male in this fashion: 
“Ever since we were brought here in 
chains we have been cast in the role of 
eunuchs in a great white harem”? 
What results is a castrating type of 
adaptive passivity that encourages non- 
assertive, anti-social, self-destructive be- 
havior on the part of the black male. 
Considered in an historical psycho- 
analytical context, this lack of power in 
the black male has been crucial. It is 
highly significant that in 1639, for ex- 
ample, in the American colonies, all 
males, with the exception of Negroes, 
were required by law to arm themselves.1 
The gun, in Freudian symbolism, is a 
symbol of power, a phallic symbol. This 
historic incident was a foreshadowing 
of the psychological, socio-economic 
castration of the black male in America. 

In the socialization process the indi- 
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vidual needs emotional satisfaction in 
three areas: “the need for achievement, 
the need for self-assertion or aggression, 
and the need for approval”.® In their 
study of black youth and psychological 
motivation, Poussaint and Atkinson 5 
Observed that, for blacks, 


the behavior which is neither achievement- 
oriented nor self-assertive is often approved 
by both blacks and whites (for different 
reasons) and, thus, the need for approval 
may motivate blacks non-achievement-oriented 
and non-assertive, 


The destructive implications of this pat- 
tern for black people in our society are 
far-reaching. The sociological induce- 
ment to be non-assertive would help us 
explain the  Negro's below-average 
achievement in schools and subsequent 
high drop-out rate. Kenneth Clark? 
points out that Negro adults find this 
lack of power, which leads to an inade- 
quate sense of self-affirmation, “shows 
up in lack of motivation to rise in their 
jobs or fear of competition with whites,” 

The third parameter is intra-group 
conflict. The great danger to black 
people is not outside, but inside the 
black community. More black people are 
killed every day by blacks than by 
whites. Those who have knowledge of 
the Friday and Saturday night syndrome 
are aware of the intra-group massacre 
that occurs in the black ghetto. Among 
black males, intra-group homicide ranks 
sixth among the causes of death; among 
white males, homicide does not even 
tank as a leading cause of death.t More 
constructive ways to deal with intra- 
group hostility must be given a high 
priority in trying to employ sensitivity 
training to solve the debilitating social 
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problems in the black community. Be- 
havioral experts ought to be designing 
models addressed to the most appropri- 
ate leadership style for grappling with 
these life-draining, destructive patterns 
in the black community. 

The fourth parameter is the chasm 
between the black male and black fe- 
male, The present pro-black emphasis is 
a double-edged sword. On the one hand, 
it has provided both black males and 
females with the realization that we, as 
blacks, must cooperate in a joint enter- 
prise if we are going to actualize our 
freedom in America. On the other hand, 
this pro-black ideology has blinded us 
to a chasm that exists between black 
males and black females, The black 
woman is placed in a difficult position 
in America. Given the inability of the 
black male to be a provider, a protector, 
the black woman has been placed in the 
position of authority reflected in the 
matriarchal family structure especially 
prevalent in the lower socio-economic 
classes.* Because of the black male’s 
instability in America, the black female 
is led frequently to regard him with am- 
bivalence. Yet, on the other hand, the 
black woman has been instrumental in 
fostering institutions like the church, 
where many black leaders have emerged, 
The black female’s beauty and sexual 
attractiveness were defined by caucasian, 
Western European standards. This 
surely must have led to self-rejection 
and the tragic realization that she is un- 
desirable because she is black. Corre- 
Spondingly, black males have partici- 
pated by selecting light, bright, and damn 
near white females. The black power 
movement has had great psychothera- 


* Though the prevailing view of the matriarchal Structure of the black family has been ques- 
tioned in a recent study that offers data challenging this concept. 
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peutic value in this area for both male 
and female. Responsible sensitivity 
training ought to be an arena for these 
issues to be explored. 

Last, but certainly most pervasive 
is the reality of white racism as one of 
the psychosocial parameters for the 
development of a model for practicing 
human relations training in the black 
community. Racism is the illusion of 
white superiority and its blatant and 
subtle infectiousness throughout all in- 
stitutions to reinforce this fallacy. It is 
well documented that racism has in- 
fected the basic socio-economic institu- 
tions of our society. The President’s re- 
port on civil disorders cites the critical 
point that the white society is deeply 
implicated in the ghetto. Though this is 
well known, rarely is the reality of white 
racism taken into account when designs 
and trainership styles are developed for 
sensitivity training. If sensitivity training 
among blacks does not recognize and 
promote giving blacks insights into the 
nature of this phenomenon, accom- 
panied by skills to deal with racism, it 
is useless. At worst, it is counter-revolu- 
tionary and guilty of perpetuating the 
same oppressive racist system, Sensi- 
tivity training among blacks must sup- 
port the positive aspects of the black 
power movement, which has done much 
to alter the negative self image inflicted 
on so many blacks by white racism. 


Sensitivity training with blacks must be- 


come not a tool of oppression but a 
vehicle of liberation for black people. 

T-Group (sensitivity training) as it is 
currently practiced runs the gamut from 
skill training to therapy for “normals.” 
The T stands for training rather than 
therapy. The approach utilizes a face- 
to-face, largely unstructured group deal- 
ing with the data presented there as the 
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primary vehicle for learning. The inter- 
action between individuals and the fre- 
quent feedback facilitates people getting 
a different perspective on themselves. 
Old ways of behaving are able to be 
viewed and the individual helped to see 
whether or not he needs to learn new 
behaviors. Within this atmosphere he is 
able to try out different behaviors and 
get feedback. The T-Group method cre- 
ates a climate of psychological safety, 
so that the participants engage in and 
explore new behavior patterns that in 
turn more effectively increase their func- 
tioning in groups. It hopes to break down 
the communication barriers that exist ' 
between people and thereby improve 
the working relationships among them. 

Practitioners of the T-Group method 
are far from validating these claims. 
However, there is enough positive, em- 
pirical evidence to explore the possibility 
for using it more effectively within the 
black community. T-Groups do produce 
important secondary gains that are sig- 
nificant for the functioning of any group: 
The feeling of trust and sharing that 
follows the struggle to make the group 
a group; the confidence to tackle other 
tasks, such as the social rehabilitation 
of the black community; the ability of 
that community to utilize the human re- 
sources of its own members. 


IMPLICATIONS 
FOR TRAINING STYLE 


It has been our experience working 
with black groups that in the initial 
phases of the group's development a di- 
rective, action-oriented trainership style 
be used. This will keep the anxiety 
level of beginning groups to a minimum. 
An activity group, focused with role 
playing, some non-verbal exercises, and 
modified techniques from psychodrama, 
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was found to be extremely effective with 
blacks. 

The “Tug of War” exercise gives us 
a view of how an action-oriented trainer 
could conceivably work with black 
groups. The focal issue here will be the 
conflicts in the black community around 
political ideologies, There is the “Tom” 
and the “militant” in all of us in varying 
degrees, to be sure. It is safe to assume 
that, at one point in a black person’s 
life, he or she has been conflicted around 
this issue. A person could be placed in 
the middle, the group divided equally, 
each side pulling the person in opposite 
directions, pointing out the pros and 
cons of the two different positions. This 
would be an action-centered dramatic 
debate. A variation of this exercise, 
which is less dramatic but perhaps just 
as effective, is for the trainer to have a 
person sit in a fishbowl manner in a 
chair, with two other chairs alongside 
him representing his alter egos, as it 
were, one extolling the virtue of being 
black middle-class, the other expounding 
the virtue of being black nationalist. We 
have in these exercises a combination 
of action, role playing, psychodrama, 
the involvement of the entire group, and 
an active trainer focusing on a poten- 
tially divisive issue in the black com- 
munity. 

This type of action-oriented exercise 
has practical utility. In group process 
consultant work with a group of black 
architectual students, the existing power 
struggle in the organization was cam- 
ouflaged with black power rhetoric (“I 
am more radical black then thou”). 
The criteria for effective leadership and 
decision-making were predicated not on 
who was the more competent and skill- 
ful, but who was more adamant in his 
commitment to the black ideology. Ef- 
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fective organization is not based en- 
tirely on political philosophy. So many 
attempts at community organization in 
the black community fail because they 
do not distinguish between these two 
realities. A trainer who is knowledgable 
about the internal conflicts in the black 
community and who is not blinded by 
ideological rhetoric can be invaluable 
in helping to build healthy organizations 
within the black community, 


IMPLICATIONS FOR TRAINERS: 
AWARENESS OF INTRA-GROUP ANGER 


One of the critical need areas that 
must be addressed in the black commu- 
nity is reality of intra-group violence. 
Sensitivity training that is responsive to 
the needs of blacks must cope with this 
problem of internalized anger. Blacks 
must learn constructive ways to deal 
with the frustration and hostility that 
they have for whites, which is displaced 
onto other blacks. Far too often sensi- 
tivity groups become ends in themselves. 
Relevant sensitivity training in the black 
community should utilize the anger and 
frustration of blacks to focus on the 
larger socio-economic factors that op- 
erate to oppress black people. We know 
that when black communities are orga- 
nized in social action self-help efforts, 
the level of violent, anti-social, and self- 
destructive behavior is held to a mini- 
mum. During the civil rights marches in 
Birmingham and Washington, homicide 
rates in these two cities reached record 
lows. The person training black groups 
must constantly be aware of the socio- 
political reality implications. 

In order to cope realistically with the 
phenomenon of intra-group anger, we 
find it necessary to challenge the tra- 
ditional emotional climate of many sensi- 


tivity groups. There seems to be a need € 
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on the part of some trainers to accentu- 
ate positive, warm, and tender feelings. 
A saccharine, idyllic, womblike state 
appears to be the goal the trainer is 
trying to reach. This is done to the 
denial and the suppression of negative, 
hostile, and angry feelings. It is an 
absolute necessity that the trainer work- 
ing with black groups be able to express 
and to deal with anger—his own anger 
and the anger of others. Also, this per- 
son must have an uncanny awareness 
to distinguish “programmed” or fake 
anger from genuine anger or, an im- 
portant intermediate step, “controlled 
anger.” To be “cool” is a quality that 
the majority of blacks try to maintain 
at all cost. The trainer of black groups 
must be aware of the well-rehearsed 
games that black people have mastered. 
We are accomplished con artists. 


IMPLICATIONS FOR TRAINING 
DESIGNS AND PERSONNEL 

The foregoing discussion has signifi- 
cant implications for the training design 
and personnel required for sensitivity 
training with black groups. The goal of 
the training should determine the design. 
Far too often, this is not the case in the 
current practice of sensitivity training. 
There seems to be an indiscriminate use 
of T-Group or small group experience. 
The small group, as a methodology, is 
appropriate if the goal is personal growth 
attempting to focus on issues of self- 
hatred and improvement of self-esteem 
among blacks. At the risk of being 
called black behavioral racists, we 
strongly recommend that, if the improve- 
ment of self-esteem is the goal of the 
training, then black trainers should be 
used. 

If the goal of the training is to help 
blacks deal with white racism, then 


429 


white trainers with an all black group 
is appropriate. Sensitivity training prac- 
ticed to date has been designed to help 
whites deal with blacks. If sensitivity 
training is going to be helpful to the 
internal needs of the black community, 
it must aid blacks in dealing with the 
racist oppressor. The small group model 
would not be the methodology of choice. 
The inter-group model would more 
meaningfully attack the problem of 
white-black conflict. This conflict is 
more serious on an inter-group level than 
on an inter-personal level. More damage 
is done to blacks by institutional racism 
than by individual acts of prejudice. 

If the goal of the training is to focus 
on the difficulties that exists between the 
black male and the black female, greater 
experimentation with designs and per- 
sonnel are needed. One might consider 
a design in which black female trainers 
work with a group of black men; this 
will, of course, focus on the black woman 
as an authority symbol. The reverse 
could be tried as well—black male 
trainers with a black female group. 

It is important that we take care, when 
there are training designs that involve 
an inter-racial staff and membership, 
that blacks are not automatically dele- 
gated the role of “junior” trainers, 
focusing on issues of maintenance, while 
whites take the instrumental role of di- 
tector. With inter-racial groups, we feel 
that black leadership can be a creative 
reversal of the usual white-black power 
relationship. It is important for blacks 
to learn how to exercise leadership 
power and authority. 


SUMMARY 

What we are suggesting in the pre- 
ceding discussion is that greater cre- 
ativity and imagination must be utilized 
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than is currently being done. Only to 
the extent that this begins to happen 
can we expect sensitivity training seri- 
ously to address the internal needs of 
the black community. 

Let us review the major points dis- 
cussed in this paper: 

1) We are critical of the current use 
of sensitivity training as now practiced 
because it is not clearly focusing on the 
internal needs of the black community. 

2) We outlined those intra-group 
needs in our discussion of the five psy- 
cho-social parameters that we suggest 
as the foundation for the development of 
a black behavioral model for use during 
human relations training in the black 
community. 

3) We made specific recommenda- 
tions about the trainer and his trainer- 
ship style, training designs, and the ap- 
propriate personnel to carry out those 
designs. We tried to suggest new ways 
in which sensitivity training can more 
beneficially be used in addressing the 
internal needs of the black community. 

The black mental health professional 
who is trained in group dynamics can 
make a valuable contribution in seeing 
that the ideological rhetoric of the black 
community becomes a functional reality 
in terms of the socio-economic rehabili- 
tation of that community. It is not po- 
litical ideology but behavioral technol- 
ogy that brings about constructive social 
change that can result in a meaningful 
black solidarity. There is a need for 
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creation and development of a cadre of 
black trainers committed to this august 
task. They must address themselves to 
the intra-group conflicts within the black 
community that prohibit it from work- 
ing constructively for effective social 
change. The potentiality of the T-Group 
laboratory becoming a microcosm of the 
larger issues in the black community is 
tremendously exiciting, challenging, and 
frightening. A skilled black trainer and 
a black group with its problems of 
powerlessness and self-hatred provide an 
opportunity for the black community to 
continue on its arduous journey of self- 
affirmation and social rehabilitation. It 
is the responsibility of the black trainer 
to continue to develop and refine a black 
behavioral model that is realistically 
based, addressing the intra-group needs 
of the black community. 
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DRAFT DODGERS: 
COPING WITH STRESS, ADAPTING TO EXILE 
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American draft dodgers and deserters who have fled the United States for 
Canada have not had it easy. In the course of adapting to their new situation 
they tend to go through four coping stages. Outcome is dependent on numerous 
social and psychological factors, and the sociopolitical scene in both countries. 


ee young American who is drafted 
has a choice: he can become a 
soldier or he can go against the system 
by going underground, going to jail, or 
leaving his country. Recent articles and 
books have stressed the terrible dilem- 
mas that these young men face.* ^? 
This paper will concentrate on those who 
have chosen to go to Canada. 
Harboring draft dodgers, deserters, 
and dissenters is not a new phenomen in 
in the modern history of the relationship 
between Canada and the United States. 
In the early part of World War II many 
like-minded Canadians fled to the 
United States and were not extra- 
dited.5 12 Since the Vietnam conflict 
expanded to a full-scale war, and so- 
cial unrest has increased in the United 


States, Canada has served as a destina- 
tion and home base for an estimated 
60,000 to 100,000 young Americans in 
varying states of relationship to the 
United States Armed Forces. This has 
done more to reverse the “brain drain" 
than any other factor, although emigra- 
tion of other Americans (women, older 
adults with children) to Canada has also 
increased markedly in recent years. The 
reception of Canadians to these immi- 
grants has varied, A new Immigration 
Act was passed in 1967, which utilized a 
*point system" in establishing criteria 
for admission to Canada. Parameters 
such as education, vocational skills, em- 
ployment offers, and marital status were 
weighted, and the total determined one's 
eligibility for immigration, obviously 
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favoring the middle-class applicant, In 
spite of this, immigration officers at the 
border gave many of the American ap- 
plicants for landed immigrant status con- 
siderable difficuties if they were the 
“wrong type” (draft dodgers, leftists, 
hippies). The situation persisted in spite 
of a public clamor until May 1969, 
when the government enunciated a 
policy that directed border officials to 
desist in their harassment of these in- 
dividuals. 

There are thus many American ex- 
patriates in this country, Most are 
landed immigrants, and men outnumber 
women in the ratio of about five to опе, 
It has been estimated that, in addition, 
another 25,000 or more young Ameri- 
cans are here without official landed im- 
migrant status, 

A disproportionate number of the 
draft dodgers and deserters live in 
Toronto (perhaps half of the total in 
Canada), partly due to its size (two 
million people), heterogeneity, liberal- 
ism, accessibility, language (English), 
and position as business and cultural 
center of English Canada. The draft 
dodgers in Toronto live in a variety of 
settings: urban or rural communes, 
shared rooms, homes, Free University, 
boarding houses, apartments. From time 
to time various sources in the large anti- 
draft network referred such individuals 
in crisis for purposes of psychiatric as- 
Sessment. In the course of over two 
years, 24 draft evaders and deserters were 
assessed in various stages of emotional 
disturbance, and they were all followed 
over the ensuing months, The similarity 
in many of their stories led me to in- 
terview a large “normal” population in 
the search for common modes of coping 
with the stress of leaving home suddenly 
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and moving to a new country. Approxi- 
mately 60 American military expatriates 
were interviewed for this purpose. 


DRAFT DODGER SCENE 

It has been difficult to estimate just 
how many draft dodgers, deserters, and 
dissenters have entered Canada in the 
last few years; estimates vary from 
60,000 to 100,000 American expatriates 
in this country as landed immigrants or 
as visitors. Most of them are young (17 
to 28), obviously in the draftable years. 
Most of them are also white Anglo-Saxon 
Protestant and from middle-class back- 
grounds. They have also been a fairly 
well educated group, with the majority 
having completed high school and gone 
on to college. In these respects they have 
been a fairly uniform group, at least until 
quite recently when increasing numbers 
of deserters and decreasing numbers of 
draft dodgers have made their way here. 
By and large, the deserters have been 
younger, less educated, from lower 
socio-economic groups and have come 
to Canada with much less preparation 
and support than their draft evader 
counterparts. We have been struck by 
the relative absence of young black ex- 
patriates in the exodus to Canada; de 
facto segregation seems to permeate even 
the young, idealistic groups, Women are 
obviously not draft dodgers and de- 
Serters in the usual sense, but many have 
come up for ideological or personal rea- 
sons, and their presence has often been 
of great support to their boyfriends or 
husbands, 

There are a number of factors that 
Seem to determine how the individual 
draft dodger will cope with the stress of 
leaving his homeland and adapt to his 
new country. In general those who have 
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lived away from home previously, have 
gone to college, have planned the move 
to Canada beforehand, have some moral 
backing from their families, have con- 
tacts in this country, and who think in 
ideological terms (social, political, re- 
ligious, or philosophical) have had an 
easier time in their first few months here, 
Those who have been relatively unpre- 
pared, have had unrealistic expectations 
(Utopia, total freedom, warm welcome), 
have not lived away from home or gone 
to college, have had previous psychologi- 
cal difficulties, or who have been re- 
jected by their immediate families or 
those closest to them, have had greater 
difficulties in coping with the inevitable 
stresses, 

The nature of the extrinsic stress that 
these young people undergo is fairly ob- 
vious. Certainly if they receive no finan- 
cial or, even more important, moral sup- 
port from their families, the move up 
here can be an alienating and frightening 
experience. In some cases the desire of 
the individual to come to Canada has 
precipitated total rejection on the part 
of his parents or important reference 
groups. Some of those who have come to 
Canada (especially deserters) feel “on 
the lam,” hunted or persecuted by 
American or Canadian authorities. 
While often this is exaggerated, there is 
evidence that this type of harassment 
has occurred.!5 In addition to “official” 
surveillance, the new arrival often faces 
open hostility on the part of some 
Canadians, or more subtle disdain by 
many others, 

If the individual has come with little 
or no preparation, he is often at a loss 
as to where to begin. The availability of 
contacts in Canada—official organiza- 
tions, receptive expatriates, or clergy— 
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makes the transition to this new country 
much easier. If he has been “placed” in 
a commune, for example, with no prior 
information or planning, and has not 
lived away from home, this new life 
style can be quite unnerving: if some 
planning has occurred the communal 
living arrangement offers much in the 
way of friendship, nurturance and sup- 
port. One problem faced by many of 
the recent newcomers is lack of job op- 
portunities and money. Subsistence in- 
come or less contributes considerably to 
maladaptive, self destructive, or even 
antisocial behavior, Some of the new 
American arrivals have complained that 
American-owned firms in Canada will 
not hire draft evaders or deserters (this 
accounts for more than 50% of the 
Canadian economy). Aside from this, 
jobs in general are scarce, unemploy- 
ment rates are high, and there is a gen- 
eral slowdown in the economy. The 
highest unempoyment rates are in the 
18-to-25 age group, which obviously hits 
the draft evaders hardest. 

The dodgers vary in their reasons for 
coming to Canada, and their motivation 
for the move in fact plays an important 
role in their ability to cope. Some would 
not fight in what they call an immoral 
war, Some have come to escape what 
they see as an oppressive socio-political 
system, and see themselves as political 
refugees even though the draft might not 
have been a personal threat. Others have 
left an intolerable personal or family 
situation, and occasionally this has been 
done irresponsibly and destructively. 
Some were not “making it” in school, 
peer groups, or society and felt that 
Canada would be a fresh start. Others 
were seeking adventure, or were hoping 
to find their nirvana here. In many cases 
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there was a combination of reasons for 
leaving their homeland. 


COPING STAGES 

There is no doubt that the move to 
Canada is not unlike other crises that 
necessitate a rapid mobilization of vari- 
ous coping mechanisms in dealing with 
stress. Much has been written about the 
adaptive potential of human beings and 
their patterns of coping with stressful 
situations (life threatening situations, 
severe psychological or physical stresses, 
psychosocial transitions). The various 
behaviors utilized in preparing for the 
move here have been shown to be effec- 
tive in other сопіехіѕ; 2 for example, 
seeking and utilizing information about 
a threatening situation a priori is one of 
the most important coping strategies in 
the successful handling of a crisis.* While 
individuals in these situations vary in 
their behavior, a broad sequence of 
stages can be observed over a period of 
time. Similarly with the young draft 
dodger leaving his home and loved ones, 
perhaps forever, there seems to be a 
series of four stages that most of them 
go through to varying extents in the 
process of adaptation to their new lives. 

The first stage (1) is one of Disor- 
ganization, in which the individuals may 
be confused, unprepared, and flounder- 
ing. Some of the dodgers describe an im- 
mediate sense of relief as soon as they 
get over the border, but this tends to be 
transient and based more on fantasy 
and wish fulfillment than reality. It is 
followed by the sense of isolation, lone- 
liness, and psychic pain that character- 
izes this period. The length and intensity 
of this period is dependent on all the 
factors mentioned earlier, but especially 
the nature of the people that the in- 
dividual meets and lives with. A firm 
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sense of belonging in highly valued 
groups enables more effective coping; ê 
this is also the function that communes 
can fulfill for these young Americans. 
Adequate preparation beforehand often 
obviates many of the disabilities of this 
stage, It is at this time that feelings of 
ambivalence and guilt (abandoning 
family, etc.), and suicidal impulses be- 
come most manifest. A history of psy- 
choneurotic symptoms predominates in 
those for whom this stage is most in- 
capacitating. 

The second stage (II) is called Acting 
Out, wherein a disproportionate number 
of these young people drop out of con- 
ventional activities, indulge relatively 
heavily in drugs, and are exploitative 
and parasitic in their interpersonal re- 
lationships; superficiality and non-in- 
volvement become the modus vivendi. 
Destructive relationships with other 
people, especially heterosexual, are seen 
and this is the stage in which lovers 
who have come up together most often 
separate. It is also during this stage 
that antisocial activities (stealing, push- 
ing drugs, violence) and consequent 
trouble with the police become manifest. 
At this time some individuals may im- 
pulsively decide to return to the United 
States. This stage may be bypassed, but 
a flicker of it seems to occur fairly 
early on in the stays of many draft 
dodgers we have studied. Like the stage 
previous to it, it is short-lived, and in 
only a small minority, perhaps less than 
five percent, does this type of behavior 
persist in a predominant form. In going 
over the past histories of this particular 
core group, it becomes apparent that 
there were strong hints about this type 
of behavior before even entering Canada. 
The anti-social behavior occurs more 
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gers, perhaps due to their youth and dif- 
ferent backgrounds, 

The third stage (III) we call Search- 
ing, in which the individual explores 
himself and his relationships, looks for 
meaning in life, and pursues his interests 
(school, work, commune, etc.). It is as 
if a psychic brake is put on and the ac- 
tivity becomes less frenetic, less impul- 
sive, and more considered (and con- 
siderate). The individual begins to take 
stock of himself, and continues the 
process of maturation that was inter- 
rupted by the major move away from the 
States, It is at this time that many of the 
individuals return to school, develop 
vocational skills, and are concerned with 
developing close interpersonal relation- 
ships. There is also considerable thought 
given at this stage to family and friends 
back in the States, reasons for leaving, 
and a more realistic appraisal of their 
lives in Canada. A few even return dur- 
ing this stage to the States, but it is a 
more reasoned move back, not at all like 
the impulsive or petulant moves that 
occurred in Stage II. 

The least common stage is the fourth 
(IV), labeled Adaptation and Integra- 
tion. During this period the individual 
becomes totally involved in his new life 
style. For the first time he is engaged 
wholly in being a Canadian, not specif- 
ically an American-in-exile. He is con- 
cerned about "making it" and about 
Canadian social problems and politics. 
He has adapted to his new life in 
Canada; it is no longer particularly 
stressful, and he seldom longs for a 
return to the United States. By this stage 
the draft dodger or deserter has been in 
Canada long enough to cement close in- 
terpersonal ties, to develop a sense of 
belonging and a raison d'etre here. 

There is much variation among the 
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draft dodgers as to the duration and 
intensity of each of the stages; there is 
also occasionally considerable overlap or 
mixing of two (or more) stages. In 
addition, some of the individuals get 
bogged down at one of the first three 
stages. Few of the expatriates I have 
known or interviewed have fully achieved 
the level of Stage IV. There are fairly 
obvious reasons for this, however, The 
United States engenders in its youth 
a fierce sense of patriotism; the Ameri- 
can young people who have decided to 
come to Canada usually do so with am- 
bivalent feelings, Even among the radi- 
cals there is considerable self chastise- 
ment and even guilt about not having 
gone to jail or gone underground in the 
United States. They are often still in 
close touch with their families and 
friends back home. In addition, Ameri- 
can draft dodgers tend to associate with 
each other, maintain close ties, and live 
in enclaves or draft dodger communes 
where most of their close associations 
are with individuals in the same situa- 
tion. 

This situation is further reinforced by 
a network of support mechanisms that 
has evolved on both sides of the border. 
These mechanisms include communal 
living arrangements, central meeting 
places, eating halls, sympathetic Cana- 
dian groups making themselves avail- 
able, indigenous newspapers, employ- 
ment agencies, counseling services and 
volunteers. These have made the process 
of adaptation considerably easier for 
many, but on the other hand they have 
ensured a kind of isolation or even elit- 
ism (at times it's "cool" to be a draft 
dodger). Many have retained a wholly 
American identity, and even criticize 
or mock Canada for not being quite 
as good as the United States. There are 
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over 30 draft dodger counseling offices 
across Canada (War Resister’s League, 
Toronto Anti-Draft Programme, Exile 
Information Office, Toronto American 
Deserters’ Committee, etc.), and nu- 
merous newspapers (AMEX—The 
American Expatriate in Canada, Guer- 
tilla, Harbinger, Dreadnought, etc.); 
these sources provide advice on how, 
where, when, and whom to approach 
for food, employment, lodging, money, 
socializing, etc. The clergy has been very 
active in aiding the new arrivals. The 
National Council of Churches publishes 
a newspaper entitled “Contact,” as a 
service to parents in the States of draft 
dodgers and deserters in Canada. In ad- 
dition, the World Council of Churches 
is raising $210,000 to assist these young 
people in Canada, and has sent a 
minister from the United States to work 
specifically with this population. 


DRAFT DODGER PATIENTS 

Having become known to some of the 
draft dodger communes and groups as a 
nonjudgmental psychiatrist, I began re- 
ceiving referrals from these sources. 
During a period of over two years a total 
of sixteen draft dodgers and eight desert- 
ers were referred in various states of 
emotional upset shortly after their ar- 
rival in Canada. All those considered 
here were males, although five females 
were seen in the same time period, all 
expatriate Americans who had come up 
either to be with their lovers or were 
political dissenters. Even in this highly 
selective patient sample one recognizes 
the clear difference between dodgers and 
deserters. 

Six of the patients were age 22 or 
over, while eighteen were under that age; 
the deserter patients tend to be younger 
than the draft dodgers, come from fami- 
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lies that are larger and in lower socio- 
economic strata (most draft dodgers are 
from middle-class origins), and have 
poorer educational records (only one 
of the deserters attended college). It is 
interesting that very few of the draft 
dodger and deserter patients had the 
wholehearted support of their parents: 
seventeen of the parents disagreed with 
their sons and provided no moral or fi- 
nancial support, three disagreed but sup- 
ported their son’s decision, one agreed 
with draft evasion but refused to sup- 
port his leaving the States, and three 
agreed and supported their sons. (Lack 
of parental support is prevalent in al- 
most half of the “normal” dodger popu- 
lation.) Of the 24 assessed, only nine 
had even bothered to seek reliable in- 
formation about life and conditions in 
Canada prior to their major move to 
this country, and what they did do was 
scanty. The expatriates who were seen 
by the author for professional reasons 
were referred during coping Stages I 
(10), П (10), or III (4). With one 
exception, the deserters were not re- 
ferred during Stage ІП. The diagnoses 
used ran the gamut of psychiatric 
(APA) nosology (with all its limita- 
tions). Transient situational reaction 
was the most common diagnosis, used 
in eight cases. Personality disorder was 
next in frequency, five having been di- 
agnosed in this way. The diagnosis of 
psychoneurotic disorder was used five 
times, and psychotic reaction was di- 
agnosed in three cases. There was one 
instance of psychophysiologic disorder 
in a young man who was also quite neu- 
тойс (sever anxiety reaction). In gen- 
eral the more incapacitated young men 
presented histories and pre-morbid per- 
sonalities that provided strong hints 
about prior emotional difficulties before 
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even leaving the United States, These are 
high risk individuals to be drafted in 
the first place ? so that their problems in 
exile should not necessarily come as a 
surprise. 

The outcome of the 24 cases varied 
considerably. Some returned to the 
States, some ended up in the local drug 


' scene, pushing or turning on, and others 


required psychotherapy. On the other 
hand, some returned to school, found 
work, made friends, started a family, 
or adjusted to life in Canada in other 
ways. There is no reason to conclude 
that the draft dodger group is any differ- 
ent from a comparable group in the 
States in terms of mental health. It is 
important to note that these 24 draft 
dodgers and deserters are not considered 
to be representative of the population of 
exiled Americans who have not sought 
psychiatric assistance; this is obviously 
a skewed sample. But we must remem- 
ber that the age group under discussion 
is, in general, highly vulnerable to suici- 
dal thoughts, feelings of depression, and 
emotional liability, In talking with other 
evaders up here it is clear that those 
who do not run into serious adjustment 
problems are a stronger group to begin 
with. Better educational, social and 
emotional histories are seen; many had 
come up here previously to lay the 
groundwork for their eventual move, 
and had quite realistic expectations 
about their life in Canada. Most of the 
patient group had little parental support, 
and this remained a crucial factor until 
the young people joined a group that 
made them feel welcome and worth- 
while. Even in this small patient group, 
the deserters appear to be more dis- 
turbed, with less resources and poorer 
prognosis than the draft dodgers. To 
sum up, the most critical factors in de- 
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Table | 
FACTORS AFFECTING DRAFT DODGER 
ADAPTATION 
POSITIVE NEGATIVE 
Older Younger 
Draft Dodgor 
Parental Support Parental Rejection 
College Education Poor Academic Record 
Proparation Lower Class 
Contacts in Canada Prior Emotional 
Difficulties 
Ideology Impulsivity 
Money or Job Unemployed or 
Unoccupied 


Luck 


termining draft dodgers’ and deserters’ 
adaptation to a new life outside their 
native land are age, education, parental 
support, pre-existing personality, prepa- 
ration for the move, contacts in Canada, 
and probably a great deal of luck 
(TABLE 1). It appears from our patient 
sample that the middle-class young men 
face fewer difficulties in coping with this 
major stressful experience; it may be 
that an individual’s previous enriching 
experiences and stimulation give him a 
stronger foundation, and ultimately pro- 
vide him with more alternatives, more 
degrees of freedom™ in solving his 
problems. 


PRESENT SITUATION 

Two unexpected and important 
changes have occurred recently in the 
patterns of American selective service 
inductees and members who have been 
coming to Canada. The flow of these 
young people began in earnest about 
five years ago when the Vietnam war 
was moving into high gear. At that time, 
and for about three years thereafter, a 
large proportion of these immigrants 
were middle-class draft dodgers, college 
educated and politically oriented. For 
the past year and a half, however, an 
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increasing number of deserters have en- 
tered Canada. This latter group is in 
general younger, more poorly educated, 
from lower socio-economic strata, and 
less prepared to make a life here in Can- 
ada, They have, as a consequence, been 
having more troubles with other draft 
dodger groups, social services, and law 
enforcement authorities. 

A second trend that is much more re- 
cent has been a very significant decrease 
in these types of immigrants. The last two 
months of 1970 saw the flow of dodgers 
and deserters slow to a trickle (at its 
peak in 1969, upwards of 100 a day 
were arriving in Toronto). There are a 
number of reasons for this development. 
There is a growing movement afoot 
among draft-age young men to “stay 
and fight” the draft. The lottery system 
and decrease in draft call numbers have 
reduced the chances for many individ- 
uals to be drafted; some draft boards 
are reluctant to call vocal, anti-draft, 
white middle-class youth. But beyond 
this there is a new ethic to dissent within 
the system, or to go to jail, or to go 
underground in the States, rather than 
to escape, Draft counselors advise eli- 
gible youth all over the States on how 
best to avoid induction, and good 
lawyers can delay court proceedings for 
three or more years, The anti-draft 
movement may have lost some of its 
clout because of the decreased participa- 
tion of older, effective members. This 
has meant especially that the most edu- 


cated and politically oriented have’ 


stopped their exodus across the northern 
border. 

But in addition to these American- 
originated reasons, there are ample 
problems facing them in Canada that 
now cause possible immigrants from 
the United States to stop and think seri- 
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ously. For one, the unemployment prob- 
lem is even worse in Canada than it is in 
the United States; it has been very diffi- 
cult for American expatriates to get 
jobs once here, or offers of employment 
in advance to help them across the 
border. Secondly, there are other seri- 
ous social problems in Canada that are 
especially threatening to the young ideal- 
ist who has left his homeland in the 
expectation of finding a Utopia. Dispari- 
ties between rich and poor, French- 
Canadian and English-Canadian, whites 
and blacks (on a smaller scale) are all 
too evident here. The recent political 
kidnappings and murder shocked many 
Canadians who for long had adopted a 
“holier than thou" attitude vis à vis the 
States, and exulted in the delusion that 
“it can’t happen here.” That it did hap- 
pen, and was followed by the imposition 
of the War Measures Act, which sus- 
pends most civil liberties, was a salient 
lesson for citizens of Canada, but par- 
ticularly upsetting to draft dodgers and 
deserters. In fact, some of the ex-Amer- 
icans participated in demonstrations 
against the Act. 

Even though it provided considerable 
potential for abuse, the Act proved very 
popular in Canada, and Americans who 
demonstrated against it were castigated. 
This is fairly representative of growing 
antipathy to many of these newcomers. 
The American immigrants were not pre- 
pared for Canadian society’s apathy and 
acceptance of the status quo. Canadians 
are tradition and establishment oriented, 
and society is still hierarchical and verti- 
cally structured.!? It had been expected 
that the hostility to draft dodgers would 
come from conservative circles, and this 
has been borne out, But some of the 
most vociferous opposition to them has 
come from Canadian academics and the 
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New Left. To their spokesman,’ Amer- 
ican draft evaders and deserters repre- 
sent an extension, albeit subtle, of 
American imperialism and colonialism, 
Americans here are accused of taking 
Canadian jobs, money, places in schools, 
of denying a Canadian identity, of 
spreading the American way of life, 
and of not learning about Canada. Re- 
cent headlines in Canada’s largest news- 
paper pointed a finger at perhaps 
200,000 Americans here illegally, 
grossly aggravating the unemployment 
situation. The draft dodgers аге іп 
the news almost constantly, in articles, 
editorials, radio and television pro- 
grams, At least one book on the sub- 
ject will be published shortly.'^ 

Assimilation does not appear to be 
one of the dodgers’ top priorities.!^ The 
whole subject has influenced passions, 
both supportive and hostile. When one 
dodger is arrested, the whole group is 
(metaphorically) indicted. Canadian 
radicals defend Canada’s sovereignty 
and institutions. The fact that much of 
Canadian business and industry is Amer- 
ican-owned, and that many Americans 
hold important governmental, academic, 
artistic, and commercial posts rankles 
many Canadians. Anti-Americanism is 
growing, but in a not necessarily healthy 
direction. It is indeed ironic that some 
of those American expatriates who most 
wish to adopt the Canadian way of life 
are subject to the most violent abuse 
(especially in universities). 

It is my feeling that the current re- 
duction in the influx of draft dodgers 
and deserters will continue because of 
the further augmentation of the factors 
just discussed. At the present time, how- 
ever, they are an issue to be reckoned 
with both in Canada and in the United 
States, They are not paragons of virtue, 
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nor are they all sinners. Many of them 
represent a distinct loss for the United 
States and a gain for Canada; others 
entail just the opposite for their host 
country and homeland, The majority, 
however, are young people whose needs 
must be considered; they are a part of 
the population, like it or not, that is 
not yet functioning at optimum poten- 
tial. 
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Thus, the definition is social, behav- 
ioral, and tic and is 
made chiefly on the basis of mothers’ 
and teachers’ reports of behavior in care- 
fully specified situations. All of the chil- 
dren were seen either at the outpatient 
psychiatric clinic of the Montreal Chil- 
dren’s Hospital or in the private psy- 
chiatric practice of some of the investi- 
gators, They are, hence, essentially 
hyperactive emotionally disturbed chil- 
diagnoses except 


actions) but they are, as a group, clearly 
differentiated from normal children by a 
wide variety of minor neurological be- 
havioral and cognitive signs of what is 


classroom," in ability to attend to vari- 
ous tasks, 7. 25 and on motor skills and 
various measures of and 
cognitive function.* However, earlier in- 
dications 21 that these children also had 
an excess of pre-, para-, and post-natal 
complications as reported by mothers 
received no support when hospital rec- 
ords were examined,’ Neither was the 
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elsewhere, have methodological de- 
ficiencies (such as failure to use a sys- 
temized neurological examination of 
demonstrated reliability; absence of a 
control group matched for IQ, age, and 
social class; inadequate techniques of 
data analysis, especially a failure to use 
quantitative or inferential statistical 
techniques and non-blind observers), 
there is, nevertheless a high degree of 
agreement that EEG abnormalities and 
certain neurological signs are more fre- 
quent amongst emotionally disturbed 
children in general and hyperactive chil- 
dren in particular. However, most of 
the EEG and neurological signs in non- 
defective children are of uncertain path- 
ological significance and are usually de- 
served as “equivocal” 1® or “soft.” 227 
There has been a predilection 1% 15 for 
inferring sub-cortical dysfunction from 
these signs, but such an inference re- 
ceives much more theoretical than 
empirical support.** 

The etiology of these abnormalities 
also remains equally obscure." Several 
studies ® 3, 11, 12, 15, 22,25 have shown а 
slight excess of perinatal complications 
to be associated with hyperactivity or 
minimal brain dysfunction in children. 
However, studies by the present inves- 
tigators 1925 found the pregnancy and 
birth histories of the hyperactive chil- 
dren to be more remarkably similar 
than different from those of a matched 
control contrast group. It also has to 
be remembered that the differences be- 
tween hyperactive and normal groups 
are, at best, ones of degree only—an ef- 
fect that is further diluted by the low 
correlation of these events with actual 
brain injury to the fetus. Attempts (0 
relate hyperactivity to other kinds of 
brain injury, such as residua of encepha- 
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litis," ?* fail to make their case either 
because of lack of evidence of encepha- 
litic infection or because of the absence 
of pre-hoc data and of an appropriate 
control group. 

A point that has not been entirely 
satisfactorily answered by previous 
studies is whether the neurological signs 
commonly found in hyperactive chil- 
dren are peculiar to this type of child; 
in short, whether there is any difference 


who found them to be most frequent in 
schizophrenic, least in neurotic or psy- 
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Table | 
BACKGROUND CHARACTERISTICS 
SEX AGE SOCIAL CLASS 
M F (RANGE 6-11 YRS) ro w ПАЛ 
MEAN 
Hyperactives (n—20) 18 2 9.01 5 9 6 
Neurotics (п--20) 17 3 9.23 4 10 6 
Normals | а (n—20) 18 2 8.95 4 10 6 
Normals 2 a (n—20) 15 5 8.79 5 7 8 
aN, NS NS NS 
»№ NS NS NS 


A There were two normal control groups (М for neurological exam, М: for EEG) and hence two 


statistical comparisons for each variable. 


carried out in the case of normal groups 
but there is no reason to suppose, given 
the mode of selection described above, 
that the normal group would have con- 
tained more than the prevalence rate for 
emotional disturbance іп children 
(10%-15%) and probably less, since 
some effort was made in selecting chil- 
dren to exclude any with a suggestion 
of behavioral problems. In the case of 
the hyperactive group, the larger study 
has shown 539.3? that the subjects are 
clearly differentiated from normal con- 
trols by being more restless, more dis- 
tractible, and clumsier, and by having 
a higher frequency of perceptuo-motor 
problems, The neurotic and hyperactive 
were compared by using a psychiatric 
rating scale (covering the areas of hy- 
peractivity, aggressivity, excitability, 
and distractibility) of satisfactory inter- 
judge reliability and of independently 
established validity in its ability to dis- 
tinguish between hyperactive and nor- 
mal children 551.32 not only at inital 


evaluation but at five year follow-up.9? 
The hyperactive group was found to be 
significantly (p<.05) more hyperac- 
tive, distractible, and excitable, though, 
interestingly, not more aggressive than 
the neurotic group. This would seem to 
reflect generally satisfactory assignment 
to criterion groups, though the strength 
of these findings is reduced by the in- 
ability of the examining psychiatrist to 
remain blind as to which group she or 
he was dealing with. 

The comparability of the two psy- 
chiatric and the two normal groups is 
set out in TABLE 1, For continuous vari- 
ables a one way analysis of variance was 
used, and for others Chi-square. It can 
be seen that all groups are satisfactorily 
matched in age, sex, ratio, and socio- 
economic class. Unfortunately, IO was 
not always done on the neurotic group 
but since the hyperactive group was 
necessarily of normal intelligence, it 
seems unlikely that any difference could 
be so great as to affect the findings. 


THE NEUROLOGICAL ASSOCIATION 
Because of the absence of a system of a Senior Fellow in Pediatric Neurology 
neurological examination that was both (Dr. Jose Del Mundo) was asked to 


systematic and included the soft signs, make a search of the literature in pe- 4 
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diatric neurology and psychiatry and to 
construct an examination schedule that 
would include all pediatric neurological 
signs, including the equivocal. Some of 
these signs were later discarded because 
they were considered applicable only to 
infants. Methods of eliciting difficult or 
unusual signs were described in a man- 
ual. In all, there were 140 signs, ar- 
ranged into the following categories: 
head, cranial nerves, motor system, 
coordination, reflexes, sensory system 
and speech-language (see APPENDIX 1). 
Tests of Higher Central Nervous System 
functioning, which in the opinion of the 
investigators is better tested by psycho- 
logical tests (e.g., continuous perfor- 
mance test 26 for attention), were largely 
excluded, particularly in view of the ex- 
tensive investigation of the areas of per- 
ception and cognition undertaken with 
the hyperactive children as part of the 
larger study, All signs were rated on a 
four-point scale of severity—absent, 
slight, moderate, or severe. 
Examinations were performed by two 
Fellows (A.G. and K.D.) with experi- 
ence in pediatric neurology. Though an 
effort was made to keep the neurologist 
“blind” as to whether the child was 
psychiatrically abnormal or not, this was 
mostly unsuccessful because of the 
child's conversation during the examina- 
tion. A further threat to interobserver 
reliability occurred because of the de- 
parture of the Fellow (A.G.) who ex- 
amined the hyperactive and normal 
control groups. To try to ensure com- 
parability, the second neurologist who 
examined the neurotic group, examined 
several children jointly with the first. 
Though a satisfactory level of agree- 
ment was achieved, the children who 
served as subjects proved to have very 
few abnormalities, thus limiting the cer- 
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tainty of comparability of the two ex- 
aminers. 

In reading the literature, the authors 
were unable to discover any systematic 
attempts to check the interexaminer те- 
liability of elicitation and rating the 
neurological signs in the schedule of 
examination. A formal attempt was 
therefore made at an early stage to see 
how reliable the signs themselves were. 
Ideally this would have entailed two 
separate neurological examinations, but 
in view of the length of the examina- 
tion and of the whole psychiatric, psy- 
chological, and neurological test battery, 
it was decided to compromise and have 
another Fellow in Neurology observe 
the neurological examination of the 
principal examiner and then to rate the 
child independently for the presence 
and severity of signs, This was done 
with ten children, Another desirable 
procedure not employed for the reasons 
discussed above, would have been an 
examination of the test-retest reliability 
of the examination or the stability of 
the signs by re-examining several of the 
children after a period of some days. 

The full list of neurological signs, and 
their interexaminer reliability and fre- 
quency in the three groups, is detailed 
in APPENDIX 1. 


RELIABILITY OF SIGNS 

If 80% is accepted as a satisfactory 
level of examiner agreement, only three 
of the 140 signs (the jaw jerk, the ho- 
mologous double simultaneous stimula- 
tion test with eyes closed, and under- 
standing of commands) fell below this 
level. If a 90% level of agreement is 
considered more desirable, another 
seven signs (facial symmetry on move- 
ment, corrugating the brows, athetoid 
movements, clumsiness, rapid hand 
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Table 2 
SIGNS OCCURRING IN 10% OR ABOVE OF THREE GROUPS COMBINED 


Visual acuity (6,3,1) 

Jaw jerk® (5,0,12)> 

Unequal palpebral fissures (5,0,3)9 
Handedness (4,0,2) 

LR confusion (5,5,3) 

Ability to stand still (6,2,0)> 
Finger-thumb coordination (5,0,1)b 
Supination-pronation (7,0,0)> 


® sign of low reliability, b p<.05, ©p<.10>.05 


Finger flexion and extension (5,0,0)b 
Rapid finger movement (8,0,1)b 
Catching a ball (4,2,2) 

Standing on one foot (8,0,0)> 
Hopping on one foot (7,2,0)> 

Walk tandem (2,4,0) 

Test phrases (8,1,0)b 

Understanding commands ® (5,1,0)> 
Immaturity of speech (6,0,0)> 


Frequency of a sign in each group is indicated in parentheses after each sign, hyperactive first, then 


nourotics, then normals. 


movements, the heterologous double 
simultaneous stimulation with eyes 
closed, and the test phases) would also 
be adjudged somewhat unreliable. 

It is important to remember, how- 
ever, that the reliability of some of the 
signs might improve if they were simply 
classified as present or absent rather 
than graded. Likewise, those signs not 
present in any of the children may show 
a high reliability insofar as determining 
their presence or absence is concerned 
but not necessarily in grading them for 
severity. 


FREQUENCY OF INDIVIDUAL SIGNS 
Of the 140 signs, 70 were absent al- 
together. Further, of the 70 that did oc- 
cur, only seventeen occurred in more 
than 10% of the 60 children. These are 
detailed in TABLE 2. When statistical 
tests were applied, ten of these seven- 
teen signs proved more common in the 
one group at the .05 level and one at 
the .10 level. In each instance, except in 
the case of the jaw-jerk, the abnormal- 
ities were more frequent in the hyper- 


active than in the neurotic or normal 
groups, Of these significantly different 
signs, the jaw-jerk and response to com- 
mands had rather poor interexaminer 
reliability and it would probably be 
wise, therefore, to disregard these two 
signs. With the exception of immaturity 
of speech and unequal palpebral fis- 
sures, all the reliable signs that discrim- 
inate between the two groups appear to 
be tapping the single function of sen- 
sori-motor coordination. A subsequent 
factor analysis showed this empirically 
to be so. The inability to stand still is, 
of course, to be expected, though the 
small number of children (30%) of the 
hyperactive group who exhibited this 
sign does indicate two things about the 
hyperactive children in this study. First, 
though they are all hyperactive emo- 
tionally disturbed children, only a mi- 
nority represent the more severe type 
of hyperactive child often described as 
hyperkinetic or driven. This would be 
because “organic drivenness” is proba- 
bly as much a function of mental de- 
ficiency as it is of any neurological le- 
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sion, and this group of children had 
been carefully screened to exclude re- 
tardates. Second, the hyperactive child, 
in our experience, commonly exhibits 
atypical controlled behavior in novel or 
interesting situations. 


NEUROLOGICAL STATUS 

The interpretation of the neurological 
findings has been derived in four ways: 
1) the total number of neurological 
signs; 2) the number of major signs; 
3) the number of minor signs; and 4) 
the neurologists' interpetation of the 
significance of the neurological exami- 
nation. The decision as to which of the 
140 signs should be described as major 
was arrived at by common agreement 
among the neurologists. 

Results of these four obviously inter- 
related estimates of neurological status 
are set out in TABLE 3. Of the four 
scores, three—total signs, minor signs, 
and global abnormality—discriminate 
between the hyperactive group on the 
one hand, and the neurotic and normal 
groups on the other. The frequency of 
major signs, however, is the same in all 
these groups and thus the neurological 
differences in the hyperactive group are 
due to excess of minor signs adjudged 
by the neurologists as indicative of slight 
to moderate neurological abnormality. 
In this group of children subjected to 
this kind of neurological examination, 
the cut-off point that best discriminates 
between the hyperactive group and the 
others is three or more minor signs. 
Using this cut-off point, it can be seen 
that there is close agreement with the 
neurologists’ interpretation of the exam- 
ination. 

The finding of one or more major 
signs in 30% of the normal group, few 
of whom were adjudged significantly 
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neurologically abnormal, obviously in- 
dicates that the neurologists in this study 
required more than an isolated major 
sign to make a diagnosis of abnormality, 


EEG AND MEDICAL HISTORY 

There was no difference in the fre- 
quency of EEG abnormalities in the 
three groups (see TABLE 4), Medical 
history was available only for the two 
psychiatric groups. While there was no 
difference in the frequency of events of 
pre, peri, or postnatal life that might 
have caused brain damage, the hyper- 
active children were of slightly lower 
birth weight, though still within the nor- 
mal range.!? 


CONCLUSIONS 

This neurological examination of 
twenty hyperactive, twenty neurotic and 
twenty normal children of normal in- 
telligence and of comparable sex, age, 
and social class has revealed that the 
hyperactive children are distinguished 
from the others by an excess of minor 
neurological signs indicative of sensori- 
motor incoordination, The source and 
significance of this abnormality is un- 
clear since there was no difference in 
the frequency of major signs, EEG ab- 
normalities, or abnormal medical his- 
tories indicative of brain trauma, Pre- 
vious studies 9 20, 22, 21,22 have shown 
that the manner of selection monosymp- 
tomatically on the basis of severe hy- 
peractivity actually delineates a group 
of children with associated perceptual, 
attentional and learning disorders, and 
minor neurological abnormalities com- 
monly called minimal cerebral dysfunc- 
tion.* 

Yet the findings are what might be 
called neurologically and etiologically 
"softer" than those of others. 10, 34 
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Tablo 4 
EEG AND PARANATAL FINDINGS 


(n=20) 

Neurotics 50 735 % 
(n=20) 

Normals 36 - - 
(n=20) 

Statistic х%=!25 F=404 x2 0.14 
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Appendix | 


INTEROBSERVER RELIABILITY AND FREQUENCY OF NEUROLOGICAL SIGNS IN HYPERACTIVE, 
NEUROTIC AND NOMAL GROUPS 


HEAD 


Size; Shape (90%; 1,0,1); Bruit (90%; 0,1,1); 
Cranial Nerves | (90%; 0,0,0); // Acuity (100%; 
63,1); Fields; Fundi; ///, IV, VI Nystagmus (90%; 
2,0,0); Diplopia (90%; 0,0,0); Strabismus (90%; 
1,0,1); Convergence (100%; 1,0,0); Dissociated 
movements; Pupil shape (90%; 1,0,1); Light re- 
flex: Accommodation; Ptosi Eye position; V 
Mofor Clench jaw (100%; 1,0,0); Open mouth 
(100%; 1,0,0); Jaw movements; Jaw jerk (60%; 
5,0,! V Sensory Ophthalmic; Maxillary; Мап- 
dibular; Corneal reflex; Nasal refl traction 
reflex (100%; 1,0,0); УП Facial asymmetry at 
rest (90%; 0,0,1); Facial asymmetry on move- 
ment (80%; 0,1,0); Unequal palpebral fissures 
(90%; 5,0,3); Raise eyebrows; Corrugate brows 
(80%, 0,0,0); Close eyes (90%; 0,0,0); Show 
teeth (90%; 1,0,0); Blow; Whistle; Taste anterior 
tongue (90% ІІІ Hearing; IX, X Devia- 
tion uvula (90% 1 Sagging palate (100%; 
2,0,0); Gag reflex (100%; 1,1,0); Voice (90%; 
1,0,0); Dysphagia; X/ Sternomastold right (90% 
1,0,0); Sternomastoid left; Trapezei right; Trape- 
zei left; Х/І Tongue protrusion; Tongue elevation; 
Tongue side movement (100%; 3,0,0); Tongue 
atrophy; Fasciculations. 


MOTOR SYSTEM 


Posture head (100%; 1,0,0); Posture trunk; 
Posture spine; Posture extremities; Muscle si 
(100%; 3,2,0); Muscle power (100%; 
Muscle tone (100%; 0,0,1); Gait (100%; 
Handedness (100%; 4,0,2); L-R confusion (80%; 
5,5,3); Choreiform movements; Athetoid move- 
ments (80%; 3,0,1); Tremors; Tics (90%; 2,0,0,); 
Ability to stand still (90%; 6,2,0); Shut eyes 
(100%; 0,0,0); Vocalization; Divergence arms 
with eyes closed; Convergence arms with eyes 
closed; Arms level with eyes closed; Rigidity; 
Whirling. 


COORDINATION 
Finger-nose (100%; 3,0,1); Finger-thumb (90%; 
5,0,1): Supination-pronation (100%; 7,0,0); 


Finger flexion extension (100%, 6,0,0); Rapid 
finger movements (90%; 8,0,1); Rapid hand 
movements (80%; 5,0,0); Catch a ball (100%; 
42,2); Ankle-shin (100%; 0,0,1); Raise legs 
(90%; 0,0,0); Rapid foot movements (90%; 
1,2,0); Walk a line (100%; 1,2,0); Stand ! foot 
(100%; 8,0,0); Hop | foot (100%; 7,2,0); Walk 
tandem (100%; 2,4,0); Romberg (100%; 3,0,0); 
Gait eyes open (100%; 1,0,0); Gait eyes closed 
(100%; 1,0,0); Gait forward (100%; 1,0,0); 
Gait backward (100%; 1,0,0); Gait sidewa 
(90%; 2,0,0); Compass gait; Rapid turning (90%; 
1,0,0); Heel walk (100%; 1,0,0); Toe walk 
(100%; 1,0,0); Run; Clumsiness (90%; 3,0,0). 


REFLEXES 


Symmetrical tonic neck reflex; Asymmetrical tonic 
neck reflex; Righting; Positive supporting; Trac- 
tion; Avoiding; Grasp; Biceps; Triceps; Supinator; 
Hoffman's Abdominal upper; Abdominal lower; 
Knee (100%; 0,1,0); Ankle (100%; 0,1,0); 
Plantars (100%; 1,0,1). 


SENSORY EXAMINATION 


Sensory level; Touch; Pain; Temperature; Position; 
Vibration; Cortical; Stereognosis (100%; 1,0,0); 
Finger agnosia (100%; 2,0,0); Homologous dou- 
ble simultaneous stimulation eyes open (100%; 
1,0,0); Homologous double simultaneous stimu- 
lation eyes closed (77.7%; 1,0,0); Heterologous 
double simultaneous stimulation eyes open 
(100%; 2,0,0); Heterologous double simultaneous 
stimulation eyes closed (98.8%; 4,0,0). 


SPEECH 


Test phrasos (80%; 8,1,0); Count and name 
objects; Ability to follow commands (70%; 
5,1,0); Dysarthria (80%; 5,0,0); immaturity 
(90%; 6,0,0); Vocabulary (90%; 1,1,0); Lisping 
(90%; 0,1,2); Stuttering (100%; 1,0,0); Scan- 
ning; Hesitant speech (90%; 0,0,0); Dysphasia. 


Note: Figures in parenthesis indicate percentage interexaminer agreement, frequency of sign in hyper- 
active group (n=20), frequency of sign in neurotic group (п--20) and frequency of sign in normal 
group (n=20). If no figures appear, interobserver agreement is 100% and the sign was absent in all 


groups. 
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BIOSOCIAL INFLUENCES ON HUMAN DEVELOPMENT 


Lee Willerman, Ph.D. 


Department of Psychology 
University of Texas at Austin, Austin, Texas 
National Institutes of Health, Bethesda, Md. 


Some biosocial correlates of race and social class are reviewed, with the pur- 
pose of demonstrating that multidisciplinary approaches to problems of 
human potential may be the most promising. 


Te confluence of heredity and envi- 
ronment begins from the moment of 
conception. At every instant these forces 
provide interacting challenges and re- 
sponses that mostly go undetected by 
the outer world. For example, it is al- 
most impossible to assess directly the 
health of a fetus. Except for heart sounds 
and fetal position, almost all informa- 
tion about its status is inferred from the 
mother’s condition. That a pregnant 
woman, appearing only mildly ill, can 
be carrying a desperately sick fetus is 
seen in the tragic consequences of ru- 
bella, and the frequency of apparently 
healthy mothers carrying abnormal fet- 
uses is unknown. In those rare instances 
when family histories suggest genetic or 
chromosomal aberrations, aminocentesis 


can perhaps be utilized, but these occa- 
sions are still too few and far between. 
There is no good substitute for direct 
measurement of the fetus, and it is likely 
that any substantial progress in the fu- 
ture will require new techniques for such 
measurement, 

The present report begins with the 
observation that racial and socioeco- 
nomic differences in the incidence of 
maternal complications during preg- 
nancy parallel the findings of mean dif- 
ferences in IQ between races and socio- 
economic groups.? In both instances, 
those worse off are in the lowest socio- 
economic categories for their race and, 
even when attempts are made to control 
"statistically" for social class differences, 
Negroes fare worse than whites. 


Presented at the 1970 annual meeting of the American Orthopsychiatric Association, San 


Francisco. 


Data are drawn from the Collaborative Study of Cerebral Palsy, Mental Retardation, and 
other Neurological and Sensory Disorders of Infancy and Childhood, supported by the National 


Institute of Neurological Diseases and Stroke. 
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The present effort attempts to amplify 
on that parallel and deals with social and 
biological influences on prenatal and 
postnatal functioning. It presents re- 
cently developed data on 1) socioeco- 
‘nomic and race correlates of the sex 
ratio; 2) birthweight as a perinatal cor- 
relate of IQ; and 3) some efforts to ac- 
celerate intellectual functioning through 
biological and environmental influences. 

The Collaborative Study from which 
the present data are drawn is sponsored 
by the National Institute of Neurological 
Diseases and Stroke. The Study, still in 
progress, has included pregnant women 
who registered for prenatal care and de- 
livered approximately 56,000 infants at 
twelve collaborating hospitals through- 
out the country. The children are now 
being followed until eight years of age 
with batteries of neurological, speech, 
language, hearing, and psychological 
tests. 

The socioeconomic index (SEI) em- 
ployed throughout this paper for Col- 
laborative Study data is a modification 
of the Bureau of the Census Socioeco- 
nomic Index.?" It is based on the aver- 
age of a set of ratings on head of house- 
hold education, occupation, and family 
income. Though the SEI does not in- 
clude other variables that would prob- 
ably add validity to a measure of socio- 
economic status, such as housing quality 
and density, family nutrition, and in- 
tellectual stimulation around the home,* 
it has the advantage of being available 
for almost the entire Collaborative Study 
population and is similar to other mea- 
sures in wide use. 


SEX RATIO, RACE, 
AND SOCIAL CLASS 


Predicated on the assumption that 
male fetuses are more susceptible to ad- 


verse prenatal conditions than are fe- 
male fetuses, it was hypothesized that 
with increasingly adverse prenatal con- 
ditions, there should be a decrease in 
the proportion of male births relative 
to female births. This then might serve 
as an indirect means of estimating ad- 
verse prenatal environmental influences, 
The conventional way of designating this 
sex proportion is by the secondary sex 
ratio, which is equal to the number of 
male births divided by the number of fe- 
male births multiplied by 100. A value 
of 100 then means that equal numbers 
of males and females were born, a value 
greater than 100 means that more males 
than females were born, and a value 
less than 100 means that less males than 
females were born. 

It has long been established that the 
sex ratio for whites exceeds that for 
Negroes, but it has been impossible to 
determine whether this difference is pri- 
marily genetic or environmental in 
origin. Conceivably, poorer prenatal en- 
vironments are associated more strongly 
with being black, and given the greater 
vulnerability of the male fetus, the sex 
ratio depression among Negroes might 
be the result of disproportionate num- 
bers of male fetuses aborting. 

To investigate this possibility, data 
from the Collaborative Study on the sex 
ratio at birth for Negroes and whites 
are displayed in FIGURE 1. The idea is 
that with lower SEI, there should be 
an increase in adverse prenatal condi- 
tions, and consequently a decrease in 
the sex ratio. 

These sex ratio data show roughly 
the same pattern as a function of socio- 
economic status and race as that for 
maternal pregnancy complications and 
10. The lowest sex ratios are in the 
lowest socioeconomic group and, even 
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when statistical controls for socioeco- 
nomic status are provided, the Negro 
population still tends to have lower sex 
ratios. 

The curves for both races indicate a 
depression in the sex ratio for the lowest 
SEI groups (X'—15.3, p<.01, df=3) 
with the sex ratio for whites always ex- 
ceeding that for the Negroes within the 
same SEI category. Though this latter 
finding is not novel and has been re- 
ported before," it is interesting to note 
that even among the highest SEI cate- 
gory the sex ratio for whites exceeds 
that for Negroes. The fact that the sex 
ratio among the higher SEI Negro group 
is also depressed relative to most of 


the white population is difficult to ex- 
plain. It may be that large numbers of 
these Negro women during their forma- 
tive years were in the lower social strata 
and have retained some legacy of pov- 
erty from that time. 

Within a race, the sex ratios for the | 
three higher SEI categories do not differ 
significantly from one another and they 
lend support to the notion that there 
may be a threshold above which excess 
males begin to abort. The most striking 
illustration of this sex ratio depression 
for the lowest SEI category is found in 
the sex ratio distribution for the hospi- 
tal with the lowest average socioeco- 
nomic status in the Collaborative Study. | 
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This southern hospital has only Negro 
patients, and all mothers receive free 
prenatal care from the time of first reg- 
istration at the clinic. The sex ratio for 
births in the 0-25 SEI category for this 
Negro population is 82 (n=1039), 
with no evidence of a sex ratio depres- 
sion among the higher SEI groups there. 

The factors responsible for the re- 
duced sex ratios for the lowest SEI are 
unknown. Neither higher mean ma- 
ternal ages nor higher birth orders, 
which have been shown by others to 
be related to depression in the sex ra- 
(10,25 were found in this low SEI cate- 
gory. Relevant variables may involve 
SEI correlates of poor antenatal care 
such as poorer maternal nutrition or 
increased infection rates among the 


Caution must be exercised, however, 
before assuming that the observed sex 
ratio depression is solely environmental 
in origin and due to excessive numbers 
of males being killed off in utero. 
Ciocco, using population statistics 
gathered from seven states over a ten 
year period beginning in 1925, was un- 
able to demonstrate that a depression 
in the sex ratio for live births was re- 
lated to an increase in the stillbirth sex 
ratio in that population, as might be 
predicted from such a theory. Informa- 
tion on sex ratios for early abortions, 
which account for the great majority of 
fetal deaths, was lacking in that study, 
so the results are not themselves con- 
clusive. 


BIRTHWEIGHT AS A 
PERINATAL CORRELATE OF IQ 


Do prenatal influences have effects 
on postnatal behavioral functioning 
among the liveborn in the absence of 
pregnancy complications and prematur- 
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ity? One question of concern to large 
numbers of researchers is that of рег- 
formance of Negroes on IQ tests. Con- 
troversy continues over whether the 
lower mean IQs of Negroes are due 
largely to genetic or to environmental 
differences between the races. If there 
are more adverse prenatal influences on 
the poor, however, and a greater pro- 
portion of Negroes than whites are poor, 
it could be that adverse prenatal influ- 
ences account for part of the reduction 
in mean Negro ІО.!5 Pasamanick and 
Knobloch?? suggested from retrospec- 
tive data, that prenatal complications 
are associated with an increased inci- 
dence of mental retardation and be- 
havior disorder. The study to be now 
reported focuses on high-IQ Negroes 
and asks whether birthweight distin- 
guishes them from their lower-IO coun- 
terparts. 

In one institution, each of the four- 
year-old Negro children with Stanford- 
Binet IQs of 120 or greater (n—40) 
was matched to six others by age, race, 
sex, and SEI.*° One case in each of the 
IQ categories 69, 70-79, 80-89, 90- 
99, 100-109, and 110-119 was matched 
to the 120 IQ subject. In some in- 
stances, always among the two lowest 
IQ groups, it was impossible to find a 
suitable match so that all frequencies 
were not always equal to 40, The birth- 
weights of these children as a function 
of their IQ categories were subjected 
to a one-way analysis of variance, first 
with all children, regardless of their 
gestational ages, and then excluding all 
cases premature by gestational age 
(37 weeks as determined from the 
mother's report of her last menstrual 
period). 

FIGURE 2 shows mean birthweights 
both with and without the premature 
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Figure 2 


MEAN BIRTHWEIGHT BY IQ CATEGORY 
FOR NEGRO FOUR-YEAR-OLD CHILDREN 
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children. Looking first at the means for 
all the children it can be seen that those 
with the higher IQs tend to have the 
highest birthweights (F—11.2, p<.001 
on 1 and 276 degrees of freedom). The 
slope of the curve tends to be much the 
same when the prematures by gestational 
age are excluded (F—8.0, p.<.005 on 1 
and 207 degrees of freedom). The 
higher IO children have greater birth- 
weights than do the lower IO children, 
though some inversions in the curve 
occur. Whereas the 120 IQ group had 
the highest mean birthweight, the —69 
IQ group did not have the lowest birth- 
weight, The fact that the results are still 
significant when those premature by ges- 
tational age are excluded suggests that 
it is the low birthweight and not the 
short gestational age that is associated 
with the low IQ. Parallel data on Col- 
laborative Study whites ‘tended to con- 
firm the results for Negroes. Among the 
whites there was an IQ-birthweight rela- 
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tionship of borderline significance at the 
-10 level for the total group. However, 
excluding the prematures by gestational 
age strengthened this relationship 
slightly, with the results being significant 
at the .05 level. 

These results suggest that higher birth- 
weight antedates high IO performance 
and that excluding gestationally prema- 
ture children does not substantially alter 
the IO-birthweight relationship. 

One problem in the interpretation of 
these data is the possibility that a good 
prenatal environment varies with a good 
postnatal environment and that mothers 
who provide good prenatal care to their 
fetuses are also better able to provide 
good postnatal environments. If true, 
higher birthweights then may be a non- 
essential manifestation of this relation- 
ship. Matching the high-IO children with 
lower-IQ children on SEI should tend to. 
minimize this possibility, but, as indi-- 
cated above, the SEI is only a crude _ 
measure of family life. The mechanism" 
behind this relationship is unknown; but | 
it may be that the higher birthweight in- 
fant is less susceptible to adverse post- 
natal environmental influence. 

In the Collaborative Study, SEI has” 
been found to correlate positively with 
four-year Stanford-Binet IO within the 
Negro population as within the white 
group. Those іп the Negro group Seem 
to average about 8-13 points lower at all. 
socioeconomic levels than their white 
counterparts of the same SEI. 

That the lower IQs among Negroes is 
not simply a function of such gross Ш= 
dexes of social class as parental occupa- 
tion, education, and income, seems clear 
from Collaborative Study data. When 
one obtains mean IQ scores for the chil- 
dren of Negroes who have good jobs, 
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adequate incomes, and a minimum of 
some college education, lower mean 
scores. compared to whites still exist. 
The implication of such results is that 
higher parental socioeconomic status 
among Negroes does not confer upon 
the child that degree of advantage con- 
ferred upon whites of high socioeco- 
nomic status. 

Evidence on this point comes from 
those highest SEI Negroes whose indexes 
were greater than 8.0. This value is ob- 
tained by only one percent of Negroes 
and ten percent of whites in the Collabo- 
rative Study. The Negro children whose 
parents met this criterion were compared 
to the entire white population. Mean 
four-year Stanford-Binet IQ for this sub- 
group of high-SEI Negroes (n—131) 
was 102.1, whereas the mean IO for the 
entire Collaborative Study white popu- 
lation on the Stanford-Binet was 104.2 
(n—10,104). There is little reason to 
believe these results to be atypical and 
not representative of the findings in the 
general population, since Myriantho- 
poulos and French 17 have shown, using 
data from the Bureau of the Census, that 
with regard to the distribution of socio- 
economic status, Negroes in the Col- 
laborative Study are quite similar to the 
entire Negro population in the United 
States. 

In view of the often reported finding 
of increased risk associated with prema- 
; turity, it’s important to note that there 
is evidence that the mean gestational 
аре of Negro children is somewhat 
Shorter than that of white children, even 
when efforts are made at controlling for 
SEI. Those Negroes from the highest 
quartile of SEI (n=299) in one North- 
ern institution were identified, and the 
gestational ages of these infants were 
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calculated from mother’s reports of their 
last menstrual period, These Negro 
mothers were in the highest quartile of 
social class for the 3000 plus whites 
there also. The high-SEI Negro children 
averaged three days shorter gestational 
age than all the whites in that institu- 
tion (t=4.12, р<.001). 

An interpretation that there is a ge- 
netically determined difference between 
the races in gestational age, should be 
treated with skepticism at this point 
since there are data suggesting that nu- 
trition of the prospective mother during 
her own formative years may affect her 
ability optimally to carry her child and 
thus increase the likelihood of prema- 
turity.* Such a factor could well relate to 
SEI and points out the need for inter- 
generational studies of prenatal influ- 
ences, 

There are, in addition, factors occur- 
ring more frequently among the poor, 
such as close spacing of children, which 
may operate adversely on the latter born 
child via a suboptimal prenatal environ- 
ment. Holley eż а12% showed that chil- 
dren conceived within three months after 
the birth of an older sib have lower 
birthweights, eight-month Bayley Men- 
tal and Motor scores, and Stanford- 
Binet IOs than do children matched for 
race, sex, SEI, and institution of birth, 
and who were conceived at least two 
years after the birth of an older sib. 
That this effect on the closely spaced 
child operated via some biological mech- 
anism is suggested by the lowered birth- 
weights in these children, It also suggests 
that increased spacing between births 
may be biologically advantageous and 
that a positive consequence of family 
planning programs may be to increase 
the likelihood of healthy children being 
born. 
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BIOLOGICAL CORRELATES 
OF HIGH ACHIEVEMENT 


We have more questions than answers 
regarding the nature of intelligence and 
how it may be influenced. From the bio- 
logical side, a litle known bit of infor- 
mation, if confirmed, may provide a 
most exciting clue to the understanding 
of this question. Retinoblastoma, a rare 
tumor of childhood (approximately 1 in 
25,000 live births) often results in bi- 
lateral blindness. The familial form of 
this tumor is believed to be transmitted 
as an autosomal dominant with incom- 
plete penetrance. Thurrell and Joseph- 
son?* were the first to document 
strikingly high intelligence among retino- 
blastoma subjects (median 10—128, 
n—14). In a larger controlled study, 
Williams 82 reported that 50 English 
school children bilaterally blinded from 
retinoblastoma averaged 119.7 IQ, 
whereas children blinded from other 
causes averaged 102.8 IQ, and sighted 
controls obtained a mean of 102.7 IQ. 
Besides the elevated IQ in the retino- 
blastoma group only one child with re- 
tinoblastoma had an IQ below 100, 
though the expected number of children 
with IQs below 100 was approximately 
20-25 in this population. These results 
strongly suggest a unique association be- 
tween the tumor itself and high intelli- 
gence. Thus far, only bilaterally blind 
children have been tested and it remains 
to be demonstrated that sighted retino- 
blastoma children also have superior 
performance. But the fascinating aspect 
of this finding is the possibility that 
either a single major gene or some spe- 
cific metabolite secreted by the tumor is 
associated with high intelligence. The 
current view is that the gifted are at the 
extreme end on a polygenic continuum 
and it would be important to demon- 
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strate that some giftedness may not be 
polygenic, but rather due to a single 
gene. Investigations into the biochemical 
correlates of retinablastoma have already 
begun, but as yet only suggestive evi- 
dence has been developed. One report 3 
suggested, by a nonsignificant trend, that 
there may be elevated amounts of nor- 
epinephrine metabolites associated with 
these tumors. 

Another disease perhaps associated 
with high IQ is asthma. In a survey of 
asthmatic children in Aberdeen, Dawson 
et al® found that asthmatic children at 
seven years had higher IQs than did con- 
trols, after controlling for social class. 
That this disease may have a significant 
inherited component has been long sug- 
gested. 

Other sources of evidence may pro- 
vide additional clues to the search for 
correlates of high performance. There 
have been a number of reports suggest- 
ing a positive relationship between 
serum uric acid levels and high achieve- 
ment. Extremely high levels of uric acid 
are found in gout, long believed to be 
a “rich man’s” disease and associated 
in anecdotal reports with high achieve- 
ment. These studies,1° however, have not 
shown any meaningfully significant re- 
tionships between intelligence and urate 
levels. Also, these reports of elevated 
uric acid levels have not shown it to be 
a true ontogenetic variable since no stud- 
ies have been done on elevated uric acid 
levels and achievement in children. 
These relationships nevertheless merit 
full exploration because high achieve- 
ment motivation can often substitute for 
what is lacking in intelligence. 

In view of some reports of significant 
correlations between birthweight and in- 
telligence, it is of interest to note that 
Churchill et al* showed a correlation 
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between maternal amino acid blood 
levels and birthweights of the children in 
a population of Negro mothers living in 
poverty, However, maternal protein in- 
take by a dietician’s estimates bore no 
significant relationship to either the 
blood amino acid levels or the birth- 
weights of the children. Protein: intake 
was estimated from the pregnant wom- 
an’s recall of what she had eaten during 
the previous 24 hours, The unreliabil- 
ity of that method of determining pro- 
tein intake was clear to the authors, and 
such results need to be replicated with 
finer techniques before they can be 
accepted, 

Direct manipulation of the biochem- 
istry of the organism has brought to light 
some significant insights and dangers of 
accelerating behavioral development 
through this mode, On the positive side, 
Harrell et al, in a double blind study, 
һауе shown that the mothers given vita- 
min supplementation during pregnancy 
and lactation had children with higher 
preschool IQs compared to the children 
of mothers given placebo, This study is 
extremely important and needs to be 
replicated, 

On the other hand, Schapiro's 24 re- 
sults suggest that a cautious approach be 
taken towards biochemical behavioral 
acceleration. He administered thyroxine 
to neonatal rats and found that during 
infancy these animals behaved similarly 
to more mature rats on a variety of bio- 
chemical, anatomical, and behavioral 
measures. Interestingly enough, these 
animals, although accelerated learners 
during infancy, were slower learners 
than were controls at a later age (be- 
tween 35 and 45 days). Schapiro sug- 
gested that the thyroxine "appears to 
have advanced the brain prematurely 
through those critical ontogenetic stages 
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associated with plasticity and the gradual 

acquisition of an expanding behavioral 
repertoire" (p. 225), Holden et al? 
have reported results suggesting similar 
superior neurological and behavioral 
status in human infants whose mothers 
were treated during pregnancy with des- 
iccated thyroid extract because of sub- 
clinical thyroid gland deficiency. It will 
be worthwhile to test these children later 
to see if this advanced status is main- 
tained. Because prolonged infantilization 
seems to be a characteristic of humans, 
acceleration of infant development via 
some biochemical treatment may not be 
unequivocally desirable if Schapiro's 
findings are correct, 

Exposing the organism to “positive” 
environmental experiences may be a dif- 
ferent story, however. Some studies in 
both rats and humans have suggested 
that environmental enrichment, besides 
producing superior behavioral achieve- 
ment, results in prolonged infantiliza- 
tion. Altman е/ al? have shown that 
rats handled early in infancy have brains 
that weigh less than the brains of un- 
handled control infant rats. Also these 
handled rats have a higher “rate in the 
acquisition of late forming, short-axoned 
neurons.” These authors hypothesize 
that delayed maturation “extends the 
time available for the exertion of en- 
vironmental modulatory influences on 
the organization of the brain”, 

White ** has reported some data that 
are nicely consistent with the Altman et 
al finding of delayed maturation among 
supposedly "enriched" animals, White 
found a delay in onset of sustained hand 
regard in infants exposed to environ- 
mental enrichment (though these same 
infants were advanced in visual atten- 
tion). White suggested that the delay in 
hand regard was "partly a function of 
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the availability of interesting objects” 
that helped to distract the infants from 
focusing on their hands, Without know- 
ing the experiential histories of these in- 
fants, the delay might have been viewed 
more negatively. 

Somewhat at variance to the Altman 
et al data are the findings of the research 
team at Berkeley.** In rats, а cognitively 
enriched environment was associated 
with heavier brains, particularly cortex. 


INTERACTIONS 


BETWEEN 
AND SOCIAL STATUS 

Turning now to social influences on 
intellectual functioning, the evidence 
seems very convincing that high social 
class among whites can compensate for 
impairments in biological status. Dril- 
lien * found that social class differences 
in developmental quotient were approxi- 
mately of the same magnitude at four 
years of age as they had been at six 
months of age among full term infants; 
among very premature infants, differ- 
ences in developmental quotient be- 
tween the higher and lower class chil- 
dren were far greater at four years 
than they had been at six months. 
Similarly, Werner et al ** assessed sever- 
ity of complications around delivery 
for a large number of neonates. Using 
the Cattell Intelligence Scale at twenty 
months, it was found that social class 
was associated with only small differ- 
ences in IQ among deliveries that had 
been uncomplicated, but that social class 
was strongly related to IQ among de- 
liveries with severe complications. 

Willerman et al ?? demonstrated that 
in whites the incidence of four-year IQs 
less than 80 for infants originally in the 
lowest quartiles of mental and motor de- 
velopment at eight months were strongly 
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related to the social class of their par- 
ents. Retarded eight-month-old infants 
from the lowest social class were seven 
times more likely to have four-year IQs 
below 80 than were similarly retarded 
eight-month-old infants from the highest 
social class when they were again tested 
at four years of age. The converse find- 
ing was that infants in the highest quar- 
tiles in mental and motor development 
at eight months did not differ in the in- 
cidence of IOs below 80 at four years 
of age. The implication of such results 
is that biological impairments in infancy 
do not have univocal outcomes with re- 
spect to IQs measured later, and that 
there is often cause for optimism with 
respect to the intellectual fate of some 
impaired infants, if given a stimulating 
environment. 


COMMENT 

Other factors besides sex ratios, ma- 
ternal pregnancy complications, and 10 
vary roughly in the same manner with 
race and social class. Birthweight іп- 
creases with increasing social class but 
Negro infants weigh less than whites at 
all social class levels. Father absence 
also follows the same pattern, with the 
rates for Negroes much higher than 
those for whites.” 

It seems likely that these similarities 
in pattern have multiple origins, j 
often it appears that the source of the 
differences between Negroes and whites 
is in the inadequate assessment of social 
class. As Pettigrew 2! says, 

Indeed, the economic floor for Negroes -s « 
is so distinctly below the floor of whites that 
not even comparison of lower-class Ne 
with lower-class whites is generally ап 
quate test of racial factors. (p. 70) 

Because there is considerable 

of plasticity in the developing 
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system, early diagnosis of defect may 
therefore provide the opportunity for 
environmental compensation, It would 
appear that a good place to look for 
effective methods of remediation is in 
the childrearing practices of the higher 
social classes, These classes only rarely 
have children with intellectual impair- 
ments, even when there is definite cen- 
tral nervous damage, For example, Hol- 
den and Willerman 22 found that only 
5% of abnormal one- 
year-old infants (excluding children with 
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of white mothers (and Negro fathers) 
had higher Stanford-Binet IQs than the 
children of Negro mothers (and white 
fathers). The interpretation was that the 
mother, as the primary agent of social- 
ization during the early years, was more 
closely associated with the children's 
performance. 

Even casual observation of childrear- 
ing shows that the maternal input 
dwarfs, by comparison, any other 
sources of socialization, and that com- 
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Data on self-reported delinquent behavior of American adolescents are em- 


ployed to test the hypothesis that such behavior is invoked as a defense against 
a derogated self-image. The hypothesis specifies one source of threat to selj- 


esteem and its impact on both conscious and unconscious images of the self. 
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nism; for delinquency is often so reality- 
bound and so effective that it represents 
successful coping from the point of view 
of many adolescents.) We suggest that 
what is distorted is the individual’s per- 
ception of himself as actor. This distor- 
tion permits a re-evaluation of the self 
such that a self-image that is uncon- 
sciously belittled passes into conscious- 
ness as adequate if not potent or lauda- 
ble. 

This transformation of the self-image 
does not require a considerable amount 
of distorting work. The self is not so 
definite an object of external reality that 
it achieves strong consensual validity. 
In most cases, the self is but an indistinct 
image to oneself and others. Further- 
more, one receives various reflections 
and evaluations of self from others, often 
contradictory. And still further, an indi- 
vidual may lay claim to greater familiar- 
ity with his “true” self so that threaten- 
ing reflections and evaluations from 
others may be easily discounted. With 
such an object as the self, then, distor- 
tion finds little opposition. 

Delinquent behavior is a mechanism 
whereby a derogated self-image may be 
reclaimed for more positive conscious 
apperception, Most important for grant- 
ing delinquency this capacity is that the 
delinquent is a fairly clearly defined role 
in American society, And the consensual 
image of the delinquent, at the same 
time that it is negatively regarded, is 
composed of several positively evaluated 
features: the image is potent and daring, 
and highly masculine, It is available as 
an alternative role when failure to fulfill 
other, central roles tarnishes the self- 
image. In the process of refurbishing the 
self-image by adopting the delinquent 
role, the adolescent anesthetizes himself 
from the anxiety generated by realiza- 
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tion of an ineffective and unworthy self. 

But this defense, like all the others, is 
only anesthetic, the source of pain re- 
mains. That is, while anixety does not 
become manifest, we may suppose that. 
it continues to be felt unconsciously be- 
cause the self-image remains uncon- 
sciously derogated. Consequently, those 
adolescents who are able to employ a 
delinquent defense experience less anxi- 
ety than those for whom the defense is 
not available. Previous researchers have | 
noted this phenomenon." ° 


THREAT AND AVAILABILITY 
OF DEFENSE 

An important threat to the self-image 
of many adolescents is their failure to 
perform the role of student adequately. 
While the role is not exclusively aca- 
demic, certainly schoolgrades are impor- 
tant measures of role fulfillment. When 
a youngster receives poor grades, we 
may assume that psychic forces have 
been generated that threaten his sense of 
an adequate self, And insofar as delin- 
quency is available to him as a defensive 
maneuver, we would expect that poor 
grades will provoke delinquent behavior. 
Delinquency may not be the defense 
mechanism of choice; other arenas for 
accomplishment may offer themselves, 
such as athletics or social popularity or 
the emerging role of adolescent citizen 
who is concerned with matters of war 
and peace, pollution and population, or 
the legalization of marijuana. But there 
is a sense in which the role of delinquent 
offers easier access to immediate 
clear success than the others and та) 
be preferred, especially by adolescents 
whose skills and temperaments fit them 
badly for the other roles. 

Cohen, in his Delinquent Boys, dis- 
cusses in some detail the appropri 
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ness of the delinquent role for combat- 
ting the threat to self-image emanating 
specifically from scholastic failure, For 
delinquency is not merely another ac- 
complishment; implied in the delinquent 
role is a wholesale rejection of just 
those criteria of success that apply to 
the student role—docile obedience, com- 
mitment to tasks assigned by others, 
concern for a distant future, and a dis- 
play of intelligence detached from ac- 
complishment of immediate adolescent 
goals, Thus, heavy engagement in de- 
linquent behavior strikes twice at the 
danger of scholastic failure—once in 
providing an arena for achievement of 
sorts, and once in the 
values by which scholastic failure is de- 
fined.* 

But delinquency is not equally avail- 
able or equally suitable as a defense for 
all adolescents, Insofar as the common 
image of the delinquent is masculine, 
then clearly it is not so available for 
adolescent girls as a means to enhance 
their self-esteem.** In addition, since its 
capacity to ameliorate a derogated self- 
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delinquency, One might also expect that 
adolescents with weak affective bonds 
to their parents might employ a delin- 
quent defense less burdened by guilt; 
but this does not turn out always to be 
the case, as we shall see. 

In sum, we explore here the hy- 
potheses that low schoolgrades tend to 
lower adolescents’ self-esteem; that 
adolescents will tend, in order to raise 
their self-esteem, to invoke a defense 
consisting of a regular pattern of delin- 
quent behavior, and that invocation of 
such a defense will occur more often 
among those adolescents to whom the 
delinquent defense is more available by 
virtue of their masculinity and the sup- 
port they receive from their peers, In 
the course of our exploration, we will 
present data that reveal one function of 
adolescents’ feelings toward their par- 
ents in this defensive maneuver. And, 
finally, we will present data that indi- 
cate that the mancuver is truly defensive 
in that it rescues conscious self-esteem 


boys’ and more feminine—that is, 


not borne out by other data.* Girls are less delinquent 


heterosexual 
аз a group than boys, but the profile of their offenses is quite similar to that of boys. 
*** Dr. Jay R. Williams directed the National Survey of Youth, and we are grateful to him for 


his help in producing this study. 
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spring and summer of 1967 interviewed 
a representative sample of 847 Ameri- 
can boys and girls. 

The teenaged respondents were se- 
lected through the clustered probability 
sampling frame of the Institute for So- 
cial Research, The household composi- 
tions of recent surveys taken by the 
Survey Research Center were searched 
to identify those dwelling units that, at 
the time of their original contact, in- 
cluded individuals who would be thir- 
teen through sixteen years old in the 
spring and summer of 1967. There were 
1,367 dwellings so identified and con- 
tacted, of which 959 (70%) were 
found still to house an eligible respon- 
dent. Of these, 810 (85%) yielded an 
interview, with only one eligible respon- 
dent interviewed in each dwelling. An 
additional 37 black youths were chosen 
by random supplementary sampling. 
Eligible respondents then absent from 
home were interviewed wherever possi- 
ble, including reformatories. 

Various tests of the sample against 
population figures and against some 
known characteristics of the sampling 
frame indicated that the sample of 847 
is adequately representative of the popu- 
lation of thirteen through sixteen year 
olds residing in the forty-eight contigu- 
ous states at the time. 

Interviewing. Interviewers were Uni- 
versity of Michigan graduate students, 
married couples trained for this specific 
survey. Men interviewed boys, women 
interviewed girls. 

With few exceptions, interviews were 
conducted outside of the youngsters’ 
homes, in community centers, churches, 
libraries, and other sites out of earshot 
of the respondents’ parents. Interviews 
lasted from 45 minutes to several hours, 
with an average of about 105 minutes. 
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Table | ' 
ITEMS OF DELINQUENT BEHAVIOR 


1. Ran away from home. 

2. Hit one of your parents. 

3. Skipped a day of school without a real excuse. 

4.Purposely damaged or messed up something 
not belonging to you. 

5. Tried to get something by lying about who you 
were or how old you were. 

6.Tried to get something by lying to a person 
about what you would do for him. 

7. Took something not belonging to you even if 
returned. 

8. Injured someone on purpose. 

9. Threatened to injure someone. 

10, Went onto someone's property when you were 
not supposed to or without permission. 

11. Went into a house or building when you were 
not supposed to be there, 

12. Drank beer, wine or liquor without your par- 
ents’ permission. 

13. Used any drugs or chemicals to get high. 

14. Took part in a fight where a bunch of your 
frionds are against another bunch. 

15. Carried а gun or knife besides ап ordinary 
pocketknife. 

16. Took a car without the permission of the owner 
(even if the car was returned). 


Measures of delinquent behavior. Yn- 
dices of delinquent behavior were con- 
structed from the reports of the teen- 
agers. Toward the end of an interview 
that roamed over a wide range of topics 
relevant to adolescent life—family, 
school, dating, aspirations for the fu- 
ture, and so on—each respondent was 
told that he would next be asked about 
behavior that “would get teenagers into 
trouble if they were caught.” Assur- 
ances of confidentiality were reinforced 
along with the repetition of a request 
for frankness on the respondent's part. 
Then each respondent was given 8 
packet of sixteen pre-punched and pre- 
printed Hollerith cards, with the in- 
structions: 

Here is a set of things other kids have told 


us they have done. Which of them have you 
done in the past three years, whether you 
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happened, when, if 
he had been caught and by whom, and 
80 оп. No more than the three most re- 


‚ Sort them into these offense—where it 
you 


three piles—you have never done И... 
‚ you've done it more than once... . 


have done it just once in the past three years 


were caught or по... 
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cent of each of the sixteen types of 
ї had completed Offenses were subjected to this prob- 


then questioned — ing.* 


he was 
details 


of each admitted Тһе sixteen items of delinquent be- 


delinquent behavior, же Gold,’ which 


of this measure of 
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havior included in the questionnaire are 
presented in TABLE 1. 

The index that we consider in this 
study is the total number of delinquent 
acts reported in detail during the inter- 
view, after those that are rather trivial 
have been omitted, Raters of the trivi- 
ality of the delinquent acts agreed in 
88% of their judgments. 


RESULTS 

Availability of delinquency as a de- 
fense, We have suggested that not all 
adolescents whose self-esteem is threat- 
ened by academic failure may employ 
a delinquent defense with equal facility. 
Boys, for example, may derive a great 
deal more self-aggrandizement from de- 
linquency than girls, And the more se- 
curely masculine, the more boys will 
employ a delinquent defense. FIGURE 1 
presents the data on the relationship 
between and delinquency 
under different levels of felt masculinity 
among boys and girls. The youngsters’ 
schoolgrades were ascertained simply by 
asking them what grades they had re- 
ceived in their previous term in school.* 
The measure of masculinity employed 


clearly masculine to clearly feminine. 
Early in the interview, in the context of 
questions about how they believed boys 
and girls differed in regard to certain 
traits, respondents were asked to iden- 
tify the ideal body shape for a boy and 


in adolescents’ reporting of their schoolgrades. A 
only 
relationships 

between schoolgrades and delinquency or schoolgrades and self-esteem 
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the ideal body shape for a girl from 
among those body images. Toward the 
end of the interview, they were asked 
to identify the body image on the chart 
most similar to their own. The measure 
of masculinity here is the joint discrep- 
ancies between the image most like their 
own and the body images of the ideal 
boy and girl. 

The data in FIGURE 1 indicate that 
schoolgrades are more closely related 
to delinquency among both boys and 
girls when they feel they are more mas- 
culine, Several features in these data 
should be noted, First, in the boys? 
graph on the left, the elevation on the 
delinquency dimension of the “high 
masculinity” and “medium masculinity” 
lines compared to the “low masculinity” 
line indicates a relationship between 
masculinity and delinquency—the more 
masculine, the more delinquent. This is 
not true among the girls. Second, the 
slopes of the lines among boys and girls 
are mostly negative—the lower the 
schoolgrades, the higher the delin- 
quency. Third, the relative angles of the” 
slopes of the lines—and the size of the 
gammas that the slopes were drawn to 
depict—comprise the evidence for the 
hypothesis. In terms of the defensive 
model we are exploring, delinquency is 
available to counter the threat of low 
schoolgrades only among those adoles- 
cents who feel themselves to be mas- 
culine. 

The data on the boys fit the 
more closely than the data on the 


grades on record, and the rank 
63 (p < .01). Most of the difference 1 
higher grades. This 
so that the estimates of 


we report here 
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of their own delinquency as their own 
estimates of their friends’ delinquency. 
These data also demonstrate the im- 


It seemed reasonable to posit that 
relationships with parents would also 
figure in the availability of delinquency 
as a defense, That is, those adolescents 
whose relationships with their parents 
were close would, we believed, find de- 
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helps me carry out my plans;” “my 
father makes it easy for me to confide 
in him;" and "I feel close to my father." 

We present the data involving the 
measure of affective bonds with fathers 
in FIGURE 3, It is clear that both boys 
and girls who report more distant rela- 
tionships with their fathers are on the 
average more delinquent. But, contrary 
to our expectations, these are not the 
boys among whom schoolgrades are 
most closely related to delinquency; low 
schoolgrades are most reliably related 
to high delinquency among those boys 
closest to their fathers, The original hy- 
pothesis is supported more clearly by 
the girls’ data in this case; but there are 
fairly strong and reliable relationships 
between schoolgrades and delinquency 
among girls regardless of their relation- 
ships with their fathers. 

Although we do not present the data 
here, the same patterns of relationships 
appear relative to relationships with 
mothers: the schoolgrades of boys clos- 
est to their mothers are most clearly re- 
lated to their delinquency (gamma 
= —.39, p<.001); among girls most 
close and most distant from their moth- 
ers, the relationship between school- 
grade and delinquency are the same 
(gamma = —.55, p<.03). 

We have been led by these data to 
reconsider the function relationships with 
parents plays in the defensive model we 
are testing. Consistent with these data 
and the model is the hypothesis that re- 
lationships with parents condition the im- 
pact of schoolgrades on self-esteem. That 
is, if low schoolgrades are more threaten- 
ing to self-esteem among adolescents who 
feel close to their parents, it would fol- 
low that schoolgrades would be more 
closely related to delinquency among 
them, as we have seen. 
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self-esteem presented itself in a separate 
study of eighth-grade boys in a semi- 
rural high school in Michigan. 


STUDY OF CONSCIOUS AND 
UNCONSCIOUS SELF-ESTEEM 


This study* was based on hypotheses 
similar to those reported above: namely, 
that delinquency can be viewed as a de- 
fense against perceived threats to ado- 
lescents’ self-esteem, and that poor аса- 
demic performance was likely to present 
such a threat, Respondents were all of 
the eighth-grade boys, all white, in the 
public school of a rather uniformly 
lower-class rural town in southeastern 
Michigan—a community in which edu- 
cation apparently did not play an im- 
portant part. It was unclear, then, how 
important academic performance was to 
the boys we studied, Our data, however, 
show that while academic performance 
was insignificantly, though negatively, 
related to boys’ scores on our measure 
of conscious self-esteem, it was signifi- 
cantly and positively related to our mea- 
sure of their unconscious self-esteem 
(Spearman’s Rho = .35; p<.05). Thus, 
an assumption of the importance of aca- 
demic performance is warranted despite 
the ostensibly nonacademic nature of 
the community. To the extent that de- 
linquency abetted distortion of reality— 
as a defense against poor academic per- 
formance—delinquency should have the 
effect of narrowing differences in the 
conscious self-esteem of boys both high 
and low in academic performance while 
differences in unconscious self-esteem 
remain wide. 

An anonymous questionnaire was 


of Michigan, 1970. 


* The original study was completed by the second author in partial fulfillment of t 
requirements for the degree of Bachelor of Arts with Honors in Psychology in the Universit 
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used for data collection. It was group 
administered by the second author, tak- 
ing approximately an hour for all the 
boys to complete. All data were col- 
lected in a single administration. The 
anonymous nature of the questionnaire: 
was stressed before and during data 
collection. 

Measuring self-esteem. The measure 
of conscious self-esteem used here was 
similar to that used in the National Sur- 
vey of Youth. The boys were presented 
with a similar list of nineteen semantic 
differential items with instructions to de- 
scribe their self ideals. Later in the ques 
tionnaire the list was repeated, with in- 
structions to describe their actual selves. 
The conscious self-esteem score was 
computed as recorded above. 

Unconscious self-esteem was mea- 
sured using a technique developed by 
Ziller and his associates." 18 Respon- 
dents were presented a vertical array of 
eight circles and instructed to write 
“ME” in the circle in which they fel 
they belonged. Each respondent's uncon= 
scious self-esteem score was determined 
by the circle in which he wrote “ME, 
the topmost circle representing the high 
est esteem, Odd as this measure seems, 
Ziller and his associates have presen 
persuasive evidence for its reliability 


previous investigators'; unconscious $ 
esteem as measured by this technique 15 
significantly related to conscious Sel 
esteem. 

One would expect to find a mod 
correlation between measures of 
scious and unconscious levels of sek 
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ulation, The Tau of .36 (p<.002) 
obtained in this study augments the evi- 
dence for the validity of the circles tech- 
nique for measuring unconscious self- 
esteem. 

Measuring academic performance. A 
straightforward index representing a re- 
alistic self-appraisal by the respondents 
of their schoolwork was the measure of 
academic performance, The questions 
comprising it asked whether their school- 
work reflected their ability and intelli- 
gence; how their schoolwork compared 
with their classmates’; and what grade 
average they expected to attain in the 
current school term. 

Extent of delinquent behavior, De- 
linquency was measured using a self- 
report checklist adapted from Bachman * 
of the frequency with which the respon- 
dent had engaged in each of 29 specified 
delinquent behaviors in the preceding 
years, The items were quite similar to 
those in TABLE 1. A total delinquency 
score was obtained by weighing the in- 
dicated frequency (from five times or 
more to never) by a predetermined seri- 
ousness-of-offense score, The weights for 
seriousness were determined by agree- 
ment between the authors on the basis 
of their familiarity with the delinquency 
literature. The anonymity and confiden- 
tiality of the boys' responses was stressed 
again at this point. The fact that the 
distribution of the delinquency scores 
closely resembled that found by other 
investigators, * with most boys some- 
what delinquent tapering off to a few 
highly delinquent, suggests that this self- 
report measure of delinquency is a valid 
one. 

Results. The respondents were as- 
signed to four categories dichotomizing 
them into high and low academic per- 
formance groups, then dividing those 
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groups according to whether the respon- 
dents were of high or low delinquency. 
We then examined these groups with re- 
spect to their standing on conscious and 
unconscious self-esteem. 

The data, presented in FIGURE 6, gen- 
erally support our hypothesis. Looking 
first at the scores on conscious self- 
esteem, we must note the statistically 
inconclusive nature of these data. While 
presenting an interesting pattern, differ- 
ences between groups also present some- 
thing of an enigma. 


CONSCIOUS RUP MEINEM, AND 
SCHOOLGRA! 
A STATISTICAL Р PUZZLE 


If we examine the pattern of the scores 
on conscious self-esteem, we find the 
factor associated with higher esteem to 
be high academic performance, regard- 
less of the extent of delinquency asso- 
ciated with it, with the difference be- 
tween the highest and lowest groups 
significant (p<.10). This represents a 
reversal of the direction of the relation- 
ship between conscious self-esteem and 
academic performance in the sample as 
à whole reported above, 

This statistical turnabout is explained 
by comparing the differences in grades 
within the two high academic groups 
and the two low academic groups. The 
difference within the low academic group 
is more than twice the difference within 
the high academic group. Since the low 
academic-high delinquent group is higher 
in self-esteem than the low academic- 
low delinquent group and at the same 
time has the poorest grades by so large 
a margin, there is the source of the 
overall slight negative relationship be- 
tween conscious self-esteem and aca- 
demic performance reported carlier. 
That is, the negative relationship be- 
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Figure 6 
UNCONSCIOUS SELF-ESTEEM FOR BOYS HIGH OR LOW ON 


RELATIVE CONSCIOUS AND 
ACAD! 


Consctous Self-Esteem 
+ 


hi ac = lo del (а = 10) 


—| 


| hi ac - ht del (n * 7) 


lo ac ~ hi del (а = 10) 
lo ac = lo del (n * 6) 


Significance test used: Mann-Whitney U 2-talled. Scale based on standard scores. 


tween academic performance and self- 
esteem in the total sample is due to the 
combination of the relatively high con- 
scious esteem and relatively low grades 
of the low academic-high delinquent 
group (which comprises a third of the 
sample), as opposed to the more uniform 
academic performance of the two high 
academic groups. Nevertheless, it seems 
clear in FIGURE 6 that both low aca- 
demic groups have lower conscious self- 
esteem than the high academic groups. 
This seems to indicate that boys to 
whom the student role is available—i.e., 
who are doing well in school—are able 
to use this role to support self-esteem. 
Even in the present rural lower class 
sample, these eighth graders were aware 
of their scholastic performance when 
evaluating themselves. It can be argued, 
based on these data, that even if the 
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hi ac - lo del (n = 12) 


نے 
р < .002‏ 
ac - 10 del (a = 6)‏ 10 چام 
hi ac - hi del (a = 6)‏ | 
p< .02‏ 
———ЪЬ lo ee = hi del (n= HD‏ 


highly delinquent boy had rejected 
school and scholastic performance, Te 
gardless of his reasons for doing so, h 
could not ignore the fact of failure, OF 
not having made the grade, despite the 
fact that he may be having a success 
delinquent career. 

These data suggest, then, that delin 
quency seems to be a somewhat porous 
defense, even on a conscious level, whe! 
trying to buffer the self-concept ара! ns 
scholastic failure. 


UNCONSCIOUS SELF-ESTEEM, 
SCHOOLGRADES, AND DELINQUEN® 
Turning now to the unconscious € 
teem data, the results аге more COM 
sive, We find high unconscious 
esteem associated with low levels” 
delinquency, regardless of the level 6 
academic performance, while high 
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of delinquency were associated with low 
unconscious self-esteem. It is of interest 
to note the change in position of the 
high academic-high delinquent group 
from a high conscious to a low uncon- 
scious level of self-esteem. This shift 
points up the fact that not all delin- 
quency can be explained by school fail- 
ure, nor can all low self-esteem, To ex- 
pect such clear and simple explanations 
for such complex behavior would be 
foolish; but we do feel that school fail- 
ure is an important factor in explaining 
low esteem and the etiology of delin- 
quency. 

What was consistently found—the in- 


low delinquent group indicates the 
trality to self of the student role, we 
suspect that the boys in this group are 
deriving some firmly-grounded self- 
respect from other experiences. 


onstrate it. They are taken at a moment 


requires a rejection of the student role. 

We imagine that the causal sequence 
is not so simple as the model proposes, 
that the variables of academic achieve- 
ment, delinquent friends, masculinity, 
relationships with parents, and delin- 
quent behavior feed into one another in 
cyclical fashion, We submit nevertheless 
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first area of change is in attitude toward 
self [measured projectively through 
stories]” (p. 641). They conclude: 


In such a comprehensive program, the ques- 
tion always arises as to what specific factors 
brought about the change. Was it the fact 
that these adolescents were contacted at a 
crisis point, or that the techniques were 
flexible and individualized? Was it the in- 
formality of the total approach, the focus on 
the job, or the specific personality of the 
therapist? No doubt all these factors in 
combination were successful, but it is the 
task of future research to determine the im- 
portance of any single factor or various 
combinations of them. (p. 642) 


The present study suggests that at least 
one effective ingredient in the treatment 
program was that it provided an experi- 
ence of success in a central role in our 
society—the work role—for boys at a 
time in their lives when their failure was 
most acute. In addition, the boys in 
treatment were in frequent and pro- 
longed contact with an adult therapist 
who was accepting to a degree that af- 
firmed their self-worth. Apparently, rel- 
atively unconscious images of them- 
selves changed positively as a result. 
Perhaps as the boys in treatment became 
more thoroughly convinced that they 
could achieve a positive identity, they 
no longer needed to hang on defensively, 
and precariously, to a negative one.® 

The boys in the untreated group, we 
may assume, continued to experience 
failure in their attempts to fulfill ac- 
ceptable roles. We have noted that their 
self-images remained low and their anti- 
social behavior high. Following them up 
three years later, Shore and Massimo 19 
report that they continued to deteriorate 
in terms of self-images and antisocial 
behavior: 


Only two of the untreated boys continued 
in some sort of formal education. Of interest 
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is that these two boys were the only ones in 
the control group to show some improvement. 
in both academic performance and in persons. | 
ality dimensions. (p. 612) 1 


SUMMARY 

It has been hypothesized that scho- 
lastic failure functions to lower an ado- 
lescent’s self-esteem and invokes delin 
quent behavior as a defense. It was. 
further hypothesized that delinquency is 
more available as a defense to boys and 
to those whose friends are delinquent. 

Evidence to support these hypotheses 
has been generated from the 1967 Na- 
tional Survey of Youth, which was coms 
prised of interviews with a representative 
sample of American boys and girls thir 
teen through sixteen years old, and from 
a study of the eighth-grade boys in а 
semi-rural Michigan community. 

The data from the survey demonstrate 
that delinquent behavior is negatively re-- 
lated to schoolgrades among boys who: 
report themselves to have а more mascu= 
line body image and when they report 
their friends to be more highly delin- 
quent. The negative impact of school 
grades on self-esteem is more strongly 
felt by those who are closer to г] 
parents. And the relationship between 
schoolgrades and self-esteem is reliably 
negative among all the respondents ex- 
cept those boys who are highly delin- 
quent. 
None of these findings is so clear for 
girls. ( 

The data from the study of eighth 
grade boys replicate the survey бп 
that schoolgrades have little relation 
to self-esteem among highly deli 
boys, but further reveal that self-esteem 
measured projectively is negatively Te 
lated to schoolgrades among highly de 
linquent boys as well. , 
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These data illuminate the therapeutic 
process of а successful delinquency 
treatment program previously reported 
in the pages of this journal by other 
researchers. 
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A COMPARATIVE STUDY OF THE 
PSYCHIATRIC CARE OF INDIAN AND METIS 


Hugh C. Hendrie, M.D. and Diane Hanson, R.N. 


Department of Psychiatry and Internal Medicine, University of Manitoba, Winnipeg, Canada 


A study of in-patient psychiatric care revealed that Indian and Metis patients 
with the diagnosis of personality disorder received fewer follow-up out-patient 
appointments and had a shorter hospital stay than did control patients. These 
differences were related to staff attitudes regarding the potential benefits of 


out-patient therapy. 


О“ the past two decades, there has 
been an increasing awareness of 
the part played by socio-economic fac- 
tors in the diagnosis and treatment of 
psychiatric disorders. Much of this in- 
terest arises from the work of Hollings- 
head and Redlich.* One of their findings, 
that patients in the upper socio-eco- 
nomic groups tend to receive more in- 
sight-oriented psychotherapy than those 
in the lower groups, has been amply 
supported by other studies, 2 18 

In contrast to the many reports on 
economic factors influencing psychiatric 
therapy, considerably fewer have dis- 
cussed the problems of cultural minority 
groups. This is surprising because some 
of these groups (Negroes, Mexican 
Americans, and American Indians) 


constitute a disproportionately large per- 
centage of the economically disadvan- 
taged in North America. Significant 
differences in both in-patient and out-pa- 
tient psychiatric care among Negroes, 
Mexican Americans, and Caucasians 
have now been reported in several 
studies. 9 12,14 The differences have 
been variously explained on the basis of 
“the social role perspective" of the psy- 
chiatrist!? or culturally determined hos- 
tility on the part of the patient.? Several 
problems arise in these studies. Appar- 
ent differences among cultural groups 
may be due not to cultural factors but 
to associated socio-economic factors. 
Furthermore, though differences in treat- 
ment among groups are often explain 

in terms of attitudes either of the psy- 
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chiatric staff or the patients, there have 
been very few systematic attempts, at 
least with psychiatric in-patients, to as- 
sess these attitudes.® 

Two factors make the problem of 
these disadvantaged groups increasingly 
important in psychiatry. One is con- 
tinued influx of their members into the 
cities. This tends to exacerbate many of 
their problems in functioning and at the 
same time puts them within reach of 
psychiatric care. The second is the 
changing orientation in psychiatry to- 
wards greater community involvement. 

In Winnipeg, two such disadvantaged 
groups are the Indians and the Metis 
(individuals of mixed Indian and white 
ancestry). In addition to the problems 
of acculturation that have been de- 
scribed previously,® 11 there is ample 
evidence to suggest that, in the city, the 
majority of them occupy the very lowest 
economic classes.!? Since their movement 
to the city will probably continue, they 
are likely to form an increasingly im- 
portant portion of those seeking psychi- 
atric help. 

The purpose of this study was to com- 
pare various aspects of their psychiatric 
care with a control population consisting 
of non-Indian and non-Metis general 
Psychiatric admissions and to explore 
possible explanations for differences by 
assessing the attitudes of staff and pa- 
tients towards psychiatric treatment. 

Our original hypothesis was that In- 
dian and Metis patients would receive 
significantly less psychiatric treatment 
than the control population, as indexed 
by shorter hospital stays and fewer out- 
patient appointments after release. Fur- 
thermore, we felt these differences would 
be related to hostility on the part of the 
Indian and Metis towards psychiatry. 
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POPULATION 

The subjects for our study were in- 
patients at the Psychiatric Institute, 
Winnipeg, a 56-bed acute psychiatric 
treatment center run by the Province of 
Manitoba. Treatment focuses on drug 
and physical measures in a therapeutic 
milieu setting. There is a rapid turnover, 
the average duration of stay being 
eighteen days. Patients requiring longer 
hospitalization are sent to the two other 
provincial mental hospitals. 

The control population consisted of 
all non-Indian and non-Metis patients 
admitted during four separate weeks, 
one week in each of the seasons during 
the year of study. A total of 72 patients 
was included, They came from extremely 
varied ethnic backgrounds, with English, 
Scottish, French, Ukranian, and German 
predominating. 

Though certain physical character- 
istics differentiate Indians from Cauca- 
sians, frequency of intermarriage be- 
tween the groups has rendered it difficult 
to rely entirely on them. Therefore, our 
definition of Indian and Metis was pri- 
marily a social one derived from a prior 
study.” An Indian was defined as a per- 
son who had a band number or was 
identified as Indian by himself or his 
relatives. A Metis was defined as a 
person who was identified as Metis by 
himself or his relatives. During the pe- 
riod of study (one calendar year) 25 
Indians and 39 Metis were admitted. 


METHODOLOGY 

To select the minority group popula- 
tion, a member of the social work de- 
partment (who saw every patient rou- 
tinely) inquired from the patient and at 
least one relative as to his racial origin, 
The names of those fitting our defini- 
tions of Indian and Metis were then 
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Table | 
PATIENT ATTITUDE QUESTIONNAIRE 


———— 
1.1 think this admission to the hospital has made 
mo fool: 
much worse 
somewhat worse 
no change 
somewhat better 
much better 
2.How do you feel toward your doctor in the 
hospital? 
liked him/her very much 
liked him/her somewhat 
disliked him/her 
disliked him/her very much 
3. What do you think of your doctor's ability? 
very poor 
poor 
average 


excellent 
4.Do you think you would benefit from further 
out-pationt visits? 
yes 


no 
5. Did you get what you wanted from treatment? 


yes 
no 
Comments 


6. Did your family or friends influence you as to 
Pecos ic йө 
а 


уез 
no 


come in— yes 
no 
don't come in— yes 
no 
7. Do you feel your doctor was prejudiced? 


yes 
no 


entered into a special register, Details of 
their hospitalization were recorded as 
given below. Toward the end of their 
hospital stay the patients were inter- 
viewed and asked to complete a seven- 
point questionnaire (TABLE 1) adapted 
from a previous study.'* 

The following information regarding 
the patient and his psychiatric treatment 
was recorded in every case from study 
of the case record and from interviews 
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with patients and attending doctors, 
nurses, and social workers: Age; sex; 
social class; * admission (compulsory or 
non-compulsory); source of referral; 
place of residence; previous police rec- 
ord; psychiatric diagnosis (final diag- 
nosis on discharge was recorded); prob- 
lems encountered during hospitalization; 
duration of stay; disposal; and out-pa- 
tient follow-up, subdivided into a) pa- 
tients who were not given any follow-up 
appointments, b) patients who kept 
fewer than three appointments, and c) 
patients who kept more than three ap- 
pointments. 

Immediately following discharge, the 
appropriate doctor and nurse were sep- 
arately asked to complete the four-point 
staff questionnaire (TABLE 2).14 We 
were able to complete interviews with 
20 of 25 Indians, 27 of 39 Metis, and 
40 of 72 control patients. The reasons 


Table 2 


STAFF QUESTIONNAIRE 
POST ADMISSION RATING SCALE 


سے 
think this admission has mado the pationt feel:‏ | .1 
much worse‏ 
somewhat worse‏ 
no change‏ 
somewhat better‏ 
much better‏ 
How do you feel towards tho patient?‏ .2 
disliked him very much‏ 
disliked him‏ 
liked him‏ 
liked him somewhat‏ 
liked him very much‏ 
3.Do you think the patient would benefit from‏ 


out-patient visits? 
yes 
no 
if so, how often? onco/wook 
once/m: 
once/2 — a 


4.Do you think the patient got what 
from treatment? 
yes 
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for our inability to complete some inter- 
views, in order of frequency, were that 
1) some patients remained grossly psy- 
chotic throughout their stay and were 
transferred to a mental hospital before 
recovering; 2) some were elderly, con- 
fused patients; and 3) some patients 
were dicharged without our knowledge. 
Only two patients, one Metis and one 
control, who were approached, refused 
interviews, 


PATIENT INTERVIEWS 

All interviews were conducted by one 
or the other of the authors, The inter- 
views were semi-structured and designed 
to cover various aspects of the patient's 
hospital experience. Every attempt was 
made to encourage the patient to verbal- 
ize negative feelings. Prior to the study, 
practice interviews were carried out to 
ensure that the technique used and the 
information obtained were similar, At- 
titudes were explored towards: mode of 


entrance; hospital structure (advantages 
or disadvantages of a closed ward set- 
ting); psychiatric staff; nursing staff; 
paramedical staff; out-patient follow-up; 
psychiatry (What are the functions of 
psychiatrists? Which, in the patient's 
opinion, is the most important of these 
functions?) ; and staff prejudice. Simple 
three-point ratings on these interviews 
were then carried out jointly by the two 
interviewers. 

The non-interviewed sample differed 
significantly from the sample interviewed 
in age (considerably older) and diag- 
nosis (more schizophrenics and chronic 
brain syndromes). As the control popu- 
lation had more patients in these cate- 
gories than the Indian and Metis, the 


out-patient follow-up. (See TABLE 4.) 
More controls than Indians or Metis 
were transferred to mental hospitals and 
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Table 5 


SIGNIFICANT FACTORS IN DETERMINING FOLLOWUP CARE 
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There was no evidence from the inter- 
views and the patient questionnaires that 
Indian and Metis patients were more 
hostile toward psychiatry and psychia- 
trists than were controls, The only point 
in all the questionnaires that related to 
follow-up was on the staff question- 
naires (“Do you think this patient would 
benefit from out-patient therapy?"). 
Negative answers were recorded signifi- 
cantly more often for Indians, particu- 
larly by the medical staff, even when 
matched for diagnosis and social class. 
Singer,’ іп a paper comparing the psy- 
chiatric treatment of Negroes and whites 
in the U.S.A., suggested that the Negroes 
received less therapy because of the 
psychiatrist’s role as a “sociological 
realist.” The psychiatrist, as part of the 
majority cultural group, sees the mem- 
ber of a minority group more as a victim 
of obviously poor social circumstances 
than as being psychiatrically disturbed. 
Furthermore, he accepts behavior that 
would be considered as disordered in the 
majority culture as "normal" for the 
minority group. This explanation per- 
haps most closely fits our present results 
with Indians and Metis. 

Whereas Singer was comparing schiz- 
ophrenic patients, the most striking dif- 
ferences in our study are in the broad 
group of personality disturbances. As 
the diagnosis of personality disorder, 
unlike that of schizophrenia, is closely 
tied to social norms, his hypothesis is 
probably better suited to this group. 

He suggested further that patients 
from the minority group also shared the 
view of the psychiatrists, thus contribu- 
ting to the lessened care. However, this 
does not seem to be the case with the 
Indian and Metis patients, Indeed, the 
positive attitudes and relative sophisti- 
cation of all groups of patients toward 


CARE OF INDIAN AND METIS 


psychiatry and psychiatrists was to us 
the most surprising finding of our study, 
running contrary to some prior results.? 
It is possible that these positive attitudes 
reflect a bias in our research design; 
either patients did not want to express 
negative feelings toward members of the 
staff or our subjective ratings were in 
error. Several factors make us feel this 
is unlikely: 

1. The results run contrary to our 
original hypothesis of patient hostility 
and indeed our whole interview was 
deliberately biased to obtain as many 
negative views as possible. 

2. The results of the patient question- 
naire and interview are similar. 

3. There is a trend running through 
all interviews and questionnaires. Pa- 
tients were most often dissatisfied with 
the staff because they spent too little 
time talking to them. They wanted to 
attend as out-patients because then they 
would have an opportunity to talk to 
their doctor in privacy. Psychiatrists’ 
most important function is to listen, ad- 
vise, and explain. 

4. The only other systematic study of 
in-patient attitudes arrives at similar 
conclusions. 

The reasons we have given so far ex- 
plain most adequately why Indian and 
Metis receive fewer appointments and 
stay shorter periods in the hosiptal. But 
do they also explain the failure of these 
patients to keep their appointments? NO 
definitive answer can be given until an 
opportunity is obtained to interview 
the patients who failed to attend. How- 
ever, the possibility that similar explana- 
tions are valid is suggested by the higher 
proportion of negative replies regarding 
the benefits of out-patient therapy also 
found in this group. 
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SUMMARY 

A comparative study of the psychiatric 
care of in-patients was carried out at the 
Winnipeg Psychiatric Institute, Indian 
and Metis patients, in the broad category 
of personality disorders, received sig- 
nificantly fewer follow-up appointments 
and tended to have a shorter hospital 
stay than did control patients. These 
differences were related to staff attitudes 
regarding the potential benefits of out- 
patient therapy for these minority group 
patients but not to the patients' attitudes, 
A high proportion of all patients, most 
of whom were Social Class 5, felt that 
some form of "talking" therapy was the 
most important function of psychiatrists, 
The significance of these findings is dis- 
cussed, 
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ANATOMY OF A LOCAL MENTAL HEALTH PROGRAM: 
A CASE HISTORY 


Raquel Е. Cohen, M.D. 


Associate Director, Laboratory of Community Psychiatry, Harvard Medical School, Boston 


The evolution of a local mental health program, of which iê author was 
director from inception in 1963 until 1967, is described. Issues and ар- 
proaches explored in the effort to develop a sound conceptual and practical 
basis on which to institute the first component of a comprehensive mental ` 


health program are outlined. 


т opportunity to begin a children’s 
program within the geographic area of 
a future mental health center arose 
within a large city in the northeastern 
part of the United States composed of 
four distinct communities, three with 
their own municipal governments. The 
population of the area as a whole was 
in the lower and middle socioeconomic 
bracket, with a growing proportion of 
older people. Welfare and health serv- 
ices were understaffed, and schools were 
overcrowded. There were three private 
hospitals but no public hospital; there 
were no mental health services avail- 
able in 1963. Sophisticated psychiatric 


services existed a short distance away; 
but they had such long waiting lists that ` 
few people tried to use them. 1 

Although funding was initially avail- 
able only for the children's program, 
this phase was envisioned as the begin- 
ning of a future comprehensive mental 
health program that would encompass 
a larger geographical area and offer 
the classic services written into the | 
Mental Health Services Act. This cO 
cept of ultimate expansion of the pro 
gram’s focus guided our planning 
throughout the establishment of the cen- 
ter. 

Our other major concern was th 
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integrating program and communities as 
thoroughly as possible; this affected all 
our attitudes and work from the start in 
a most immediate, day-to-day sense. It 
was our intention to work very closely 
with existing agencies to support and 
facilitate those aspects of their work 
that were closely linked to the mental 
health components within our own even- 
tual range of concern. We did not en- 
vision an independent, clinic-centered 
program; on the contrary we were 
hoping to become linked to whatever 
issues were concerning the communities 
and to develop ways of working together 
that would strengthen and sustain their 
own goals of human welfare. 


PROGRAM DESIGN 

Formal involvement of the commu- 
nities was built into the program design. 
Primary responsibilities were allotted as 
follows: the four communities together 
were to organize a nonprofit corporation 
that would elect an executive committee 
to administer community funds in par- 
tial support of the activities of the men- 
tal health program. The members of 
this group also would guide and sup- 
port programs within their own com- 
munities, In turn, the Department of 
Mental Health of the state chose the 
staff, paid their salaries, and set the pro- 
fessional standards for the operation of 
the clinic." The format was designed to 
allow the communities to participate in 
close cooperation with the mental health 
professionals; as the program developed 
we paid close attention to the resulting 
interactions. 


GUIDING PRINCIPLES 

In setting the foundation for a com- 
munity mental health program for chil- 
dren, we were guided by a number of 
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basic principles that covered a wide 
range of clinical, organizational, and 
community issues. The ways in which 
these principles were implemented (and 
in some cases frustrated) by our pro- 
gram were dependent, as they would be 
elsewhere, on a variety of factors spe- 
cific to the context of the particular 
communities. In the course of this his- 
torical recounting of the development of 
the program, the implementation of some 
of these guiding principles will be elabo- 
rated on, while others will be considered 

only in passing, if at all. But as a way 
of clarifying the views and concerns with 

which we approached our task and that 

helped to shape our definition of our 

role from the beginning, it may be help- 

ful to state these principles here. Some 

of the issues posed by these principles 

I have discussed at some length else- 

where;* some may serve as starting 

points for other workers in dealing with 

the many varieties of problems that come 

up in the course of developing new com- 

munity programs in the field of mental 

health. 

1. Children usually are brought to 
clinics because of maladaptive behavior; 
this behavior should be evaluated by the 
professional within the context of the 
total family setting within the neighbor- 
hood environment. The environment in- 
cludes all agencies that know and work 
with the family, the school, and other 
community health resources. 

2. All aspects of a child's develop- 
ment should be investigated. There 
should be a physical examination and 
a neurological study, if one is indicated, 
together with an investigation of activi- 
ties, achievements, and behaviors both 
in school and out. 

3. Diagnostic and treatment plan- 
ning should be worked out cooperatively 


492 


with the help and in the context of the 
existing caregiving network of the com- 
munity. 

4. Staff should conceptualize prob- 
lems within the realms of both clinical 
and community issues. They should be 
able to feel comfortable in the exercise 
of clinical and community techniques, 
е.8., consultation, education, coordina- 
tion; these activities should not be com- 
partmentalized within differently de- 
fined subgroups of the staff. 

5. Deployment of manpower should 
be efficient, with responsibility delegated 
to the professional who can perform the 
job best in terms of his capabilities (not 
in terms of his title) and at the proper 
level; highly trained professionals should 
not be unnecessarily involved in less 
important matters that can be handled 
by others. Training, service, and con- 
tinuing education should be included in 
the definition of the ongoing activities 
of all staff members, 

6. The design of the program should 
be such that it can be implemented at 
a variety of levels within the community. 
At different phases of the program’s 
development this may necessitate freeing 
professionals with the most extensive 
training to back up other professional 
or lay people, both within and outside 
the clinic setting. 

7. The program should be linked to 
local, state, and regional programs in 
both the public and private areas. Avail- 
able public resources should be used in 
an efficient manner for the benefit of 
community members. 

8. Continuous alertness to issues of 
prevention should underlie the efforts of 
a mental health community program. 
Populations-at-risk should be clearly de- 
fined and supported, and realistic pro- 
visions for diagnosis and treatment 
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should be instituted to supplement 
preventive program, 

9. In particular, the clinic staff should 
participate not only оп a strictly proe 
fessional basis but also in social and 
educational roles within the community, 


INTRODUCING THE PROGRAM 
INTO THE COMMUNITIES 

The staff from the Department 0 
Mental Health had prepared our way if 
the communities by discussing the proj 
ect with a number of community leaders, 
and we were thus able from the start fi 
count on a good deal of positive com: 
munity interest and support. During tht 
several months it took us to assemb 
the appropriate staff and make rea 
the clinic’s setting, we were able to mo 
freely through the four communities а 
become acquainted with many of thi 
important characteristics. In a series 
formal and informal meetings, leader 
and community members made us awi 
of the needs of the communities ай 
characteristics of both agencies and if 
dividuals within the communities; й 
retrospect it seems clear that the seven 
months we used in this way were Wê 
spent. The clearer understanding | 
community life that we acquired, af 
the increased familiarity with all of 
details, were of great help to US 
planning for and carrying out our go! 

We also used the first few months! 
clarify our approach to the communiti¢ 
both for our own staff and for prok 
sionals in other agencies. We 100 
ceptualized the role of the psychiat 
a strong attempt to dispel the 
stereotyping; we presented our 8 
members of the communities, not 
isolated professionals “treating” P 
tients. 

In regard to this concept, а 200 
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of agency-associated professionals had 
difficulty comprehending our working 
with them as resource people in support 
of their activities; we were Suggesting a 
whole new model of working together 
and not just waiting for them to invite 
us to attend to some specific need, We 
were delineating a type of professional 
that was foreign to their Stereotype of 
а psychiatrist, and it took some time 
before they not only understood our role 
in the communities but were able to 
trust it enough to use it. 


“MAPPING” ACTIVITIES 

During this time, and as the program 
got underway, we systematically visited 
each of the official human service re- 
sources of the four communities, They 
in turn put us in contact with the other 
individuals whose relationship to the 
community might affect our own en- 
deavors, 

In the initial phase of setting up 
liaisons with the health and welfare 
agencies as well as the schools, we 
found that structural and procedural 
differences among the four municipal 
units called for our taking somewhat 
different approaches—particularly with 
regard to timing and choice of activities 
—to each community throughout many 
phases of the development of the pro- 
gram. As we grew more familiar with 
the individual agencies within each com- 
munity we were able to do some fairly 
detailed cognitive mapping, locating 
those agencies that seemed ready to 
work cooperatively with our staff and 
those others with whom we felt it would 
take a longer time to build a mutual 
working alliance. 

Although our relationships with the 
school systems were the ones that be- 
came central to our activities, we con- 
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tinued to develop liaisons with other 
agencies throughout the development of 
our center. In case referral, whenever 
we had a child whose family had re- 
ceived services from other agencies we 
invited those agencies to participate in 
our own diagnostic or decision-making 
procedures, opening up our staff con- 
ferences to include representatives of 
all the interested agencies, We also ac- 
cepted any invitation to participate in 
the staff conferences of other agencies; 
we saw our own open conferences, in 
particular, as building blocks that could 
enable us to create new, linking insti- 
tutional relationships within the network 
of agencies in the community, 

Of course, we were faced with diffi- 
cult conflicts when the approaches other 
agencies used to solve problems seemed 
to us inappropriate, We had to cultivate 
genuine respect for opinions and ap- 
proaches that, because of varying pro- 
fessional backgrounds or experience, 
might be different from ours, This pro- 
voked conflict in many of us who had 
been trained in homogeneous settings 
in which given viewpoints and sets of 
professional values tended to prevail, 
The heterogeneity of backgrounds, opin- 
ions, and approaches that one finds in 
working with a variety of professional 
and lay groups may at first be quite 
difficult for traditionally trained clini- 
cians to handle, Whenever we would 
catch ourselves being critical of other 
agency approaches, in the privacy of our 
small professional meetings, we would 
try to expose the prejudice and correct 
it. Slowly our attitudes changed and it 
became easier for us to accept that each 
professional and lay member of the 
community had an important role to 
play in the planning and implementation 
of a broad community program. 
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LINKING WITH 
COMMUNITY REPRESENTATIVES 


One important source of contact with 
the communities were the representa- 
tives on our board who introduced us 
to local leaders, establishing links that 
greatly facilitated our early acceptance 
in the area. We felt strongly that com- 
munity people who sat as board mem- 
bers should not be used to rubber-stamp 
whatever the clinic did by ceremonially 
attending one or two meetings a year, 
but rather should participate actively in 
the growth and development of the 
clinic program. As a result, we listened 
to and educated each other. They intro- 
duced us to their communities; we in- 
troduced them to some of what we saw 
to be the basic principles that should 
underlie the program and that we hoped 
to incorporate into the fabric of com- 
munity life. 

Throughout our years of working in 
the clinic, individual members of the 
board continued to function as liaisons 
between ourselves and the community, 
especially when there were problems of 
interpretation or communication be- 
tween the clinic and the communities 
that needed rapid clarification. 


ESTABLISHING LINES 
OF COMMUNICATION 


During this first phase of the center’s 
development, the dialogue between our- 
selves and members of the community 
was carried on at a variety of meetings, 
large and small, formal and informal, 
planned and spur-of-the-moment. One 
advantage we possessed was continuous 
availability. We tried always to have at 
least one staff member free to work on 
whatever came up, and as a result almost 
never had to turn down any invitation to 
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participate that came to us from 
community agency. 4 


LINKING ACTIVITIES 
WITHIN THE COMMUNITIES 

One problem we discovered early wi 
that agencies already working in 
communities knew relatively little abou 
each other. We therefore suggested thi 
a small group of people from the vari 
ous agencies who were involved on | 
direct and daily basis with the healfl 
and welfare of families might like # 
meet once a month at the mental һе 
center in order to become acquaini 
with one another's policies and pK 
cedures. These regular meetings рї 
vided an excellent setting in which О! 
staff developed meaningful close 
tionships with the staffs of other agi 
cies; in addition, the need for соо 
tion and leadership of field activities? 
the middle management level was ma 
evident. 

One important function we could 
propriately assume as mental health рї 
fessionals was that of identifying gaps. 
the existent agency network and helpit 
to fill them. We felt we could be p 
ticularly useful in helping commun 
agencies to work together without 
dering on the divisive issues of area 
power prerogatives. At first we û 
proached the agencies without any р 
conceived ideas of how to work (08е 
and we were conscious of our ignora 
of the intricacies of administration 
sometimes even of agency goals. D 
this initial phase our conversations w 
agency people were focused ma 
their general needs and on the cla 
problems of the care of children % 
their families. We tried to avoid агош 
feelings of defensiveness by avo 
acute or sensitive areas of confli 
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by introducing very little material that 
might increase the suspiciousness that 
already existed toward mental health 
workers or that would enhance the com- 
munity stereotyping of psychiatry. We 
tried to make clear our serious, reality- 
centered concern with human welfare 
by steering clear of anything approach- 
ing psychiatric jargon and instead ex- 
pressing what, indeed, we felt—that we 
did not know all the answers. 


RELATIONSHIP BETWEEN COMMUNITY 
AND CLINICAL ACTIVITIES 


We also had to define our clinical 
activities in the community clearly. AI- 
though our interest in community affairs 
was broad, the modesty of our man- 
power and budget capabilities meant 
that we had to set realistic limits to those 
clinical services that we could provide 
initially. In terms of diagnosis and treat- 
ment, we could offer comprehensive 
services only to children and their fam- 
ilies, which produced some disappoint- 
ments in the community. However, we 
did establish an open offer to do other 
types of evaluation and consultation 
while trying to obtain further funding 
and manpower to start new programs 
of treatment, For instance, we were 
able to diagnose and refer patients whose 
difficulties in coping with school or 
community activities resulted from re- 
tardation problems, even though we 
could not offer them complete services. 
We also handled a small number of de- 
pressed adults and a similar number of 
alcoholics, responding to some of the 
community’s most vital needs even 
though we were known as a children’s 
center. We would have liked to involve 
our program more with the juvenile 
courts, but were largely stymied in this 
effort by lack of sufficient money and 
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manpower and by the courts’ traditional 
outlook that we could be useful only if 
we proceeded along traditional lines of 
diagnosis and treatment of the juveniles, 
As a result, our main area of involve- 
ment at all levels, from prevention to 
diagnosis and treatment of troubled chil- 
dren, continued to be the schools. 


DEVELOPING FORMAL STRUCTURES 
The exploratory phase of our settling 
into the community now gave way to a 
second, coordinating phase in which our 
links to other agencies became more 
formalized, We began to develop a con- 
sultative role as well as, and sometimes 
in place of, our servicing role, From 
the start of our clinical services we had 
been accepting patients whose major 
psychopathology had developed in the 
setting of a multi-problem family, and 
our feeling was that staff of the welfare 
or family agency involved could handle 
most of these cases through consultation 
with our psychiatric social workers, Our 
relationships to these agencies had been 
informal, based primarily on the large, 
case-centered meetings in which mutual 
decisions would be arrived at after dis- 
cussion of the broad implications of the 
family’s problems, As time went on our 
staff began to be invited by the agen- 
cies to take on a more involved consul- 
tative role, establishing a formal rela- 
tionship by assigning one of our staff 
members to serve as a consultant after 
a real need for our service was demon- 
strated. The resulting contacts were of 
direct benefit to the responsible agency 
(as well as to the family concerned); 
in addition, as our staff workers became 
familiar in this way with new aspects 
of community life, they shared their ex- 
periences with other center staff people. 
As we continued to evaluate patients 
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and families coming out of specific agen~ 
cies, we sensed more and more the 
necessity of developing a model for со- 
ordinating agency efforts. Psychosocial 
issues clearly had ties to areas such as 
economics, housing, and employment. 
Clearly some of the families would bene- 
fit more from a coordinated approach to 
their life experiences and to agency in- 
tervention, After documenting this hy- 
pothesis through treating many of these 
families, we were able to approach 
agencies with the idea of establishing a 
systematic model of intervention in 
which members of our clinic provided 
consultation services to the social worker 
or agency responsible for any given 
family, rather than engaging in a sepa- 
rate course of treatment. Based on this 
concept of offering our services, we de- 
veloped a number of coordinated tech- 
niques as we kept looking at groups of 
families who presented similar prob- 
lems for which we tried to design some 
approaches in common with community 
caregivers. 


ACCEPTANCE OF THE 
PROGRAM WITHIN THE SCHOOLS 

The same thing was happening in our 
school consultation program. With the 
passing of time it became more struc- 
tured, covering more areas, taking more 
realistic approaches to individual cases, 
and including more conferences with 
teachers and other school personnel. 

There were several reasons why our 
relations with the schools were of pri- 
mary importance: 

1. Schools represent the group of 
people most interested in getting serv- 
ices for children. 

2. The school is the most appropriate 
area for the possibility of developing 
preventive programs. 

3. Of the four communities we dealt 
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with, three were prepared to allo 
special school funds out of their reguli 
budgets to help sustain the clinic. 
During the first month we found th 
like the juvenile courts, the schools 
their relationship to us as being di 
fined primarily, if not altogether, by th 
clinical services we could provide, 
lack of meaningful communicatig 
around issues of prevention was 
parent from our initial contacts, wh 
we learned what the school expected th 
psychiatric team to accomplish: see Й 
emotionally disturbed child at the © 
ter, cure him, and return him to scho 
There was another view expressed, 
well, by those teachers and school û 
ministrators who felt that referral ol 
child would “brand him for life” 
establish a “black mark” against 
At first, they were not prepared to 
cept the idea of doing preventive Wo 
together, especially when this invoh 
the clinic's staff coming into the sch 
on a regular basis to discuss prob 
of pupil behavior. 4 
During the first few months we h 
to work through a good deal of res 
tance and negative feelings on the pi 
of school staff toward our concern 
preventive work, and undoubtedly. 
ward any involvement on our part, | 
found that it was difficult for sch 
staff to conceptualize the mental hei 
implications of the way they h 
children, and the thought of spen 
time and energy as a preventive m 
sure on a pupil who was showing 2 
mal behavioral disturbance tend 
be dismissed as “coddling.” In 
we had not anticipated the many D» 
festations of the idea that to admit 
a child had problems at all was 19) 
flect directly on the professional 
of the teacher. 
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very least a product of its basic train- 
ing. But as the professional begins to 
identify himself with the consumer of 
services, which is in many ways desir- 
able, his role of advocacy may turn out 
to be in conflict with the very Establish- 
ment with which he has heretofore iden- 
tified. How to handle this situation, how 
to create a dialogue and a sense of trust 
between these two representative groups, 
what techniques to use, and what spe- 
cific role the professional should play 
are questions to which there are as yet 
no answers." It is an important area but 
one in which it is very difficult to prac- 
tice. 

Although we were still concerned 
with developing relationships and un- 
derstanding on many different levels, we 
now became increasingly preoccupied 
with program adaptation and design, 
working out the problems involved both 
in tailoring a given program, such as 
Head Start, to the needs of the local 
communities and in developing new 
programs of our own, such as the one 
we developed in which community agen- 
cies rallied around fatherless families 
to minimize stress. We also instituted 
seminars and workshops for educators 
and social workers in the school sys- 
tems of all four communities. And, with 
our encouragement, two of the school 
systems established several reading dis- 
ability programs that included mental 
health components. 


SUMMARY 

Throughout the three developmental 
phases of the center we made use of our 
service-centered activities to create new 
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relationships and to reinforce existing 
relationships within the communities we 
served, Of great importance in estab- 
lishing a solid place for ourselves in the _ 
area was our ability to offer clinical 
Services without a waiting period and 
to respond swiftly to emergency re 
quests for care.? 

We were careful to keep ourselves 
up-to-date on community affairs. We 
attended community meetings regularly 
and maintained cordial relations with 
all the human service agencies in the 
area. In this way a vital network was 
created that enabled us to reach out 
through all the four communities to aid 
troubled children and their families. 

Building on this sound organization 
of our center, those currently in charge 
are continuing to demonstrate forward- 
looking approaches in the delivery of 
broadly based mental health community 
systems. 
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THE SCHOOL'S ROLE IN A PARTICIPATORY DEMOCRACY 
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Participant democracy in the classroom was shown to be effective іп еп- 
hancing learning through project methods. Students learned to gather and 
evaluate data on their projects, and student-parent involvement led to formu- 
lating courses of action in the community, Mental health professionals helped 
10 encourage teachers to anticipate opposition and find integrative methods of 


dealing with it. 


or children and adolescents to learn 
F participatory democracy, models of 
behavior must be provided, early and 
continually, at home and in social insti- 
tutions, To learn to participate in the 
systems in which they live, they must 
experience the visible impact of their 
individual and collective ideas, opinions, 
and requirements on the system, 
the primary socializing system, 
home, is so variable, we turn to schools 
as the critical and most uniform and 


classrooms must be the living laborato- 
ries of participatory democracy. 
Student government in classes and 


tary game, Rarely are there any deci- 


sions to be made that can meaningfully 


affect the students’ lives.? Issues to be 
dealt with are irrelevant to any basic 
student needs, In a recent example in 
a high school, the student government 
tried to deal with an underground news- 
paper and to sanction its presence on 
campus. The student body officers and 
class representatives were immediately 
informed by their faculty advisors that 
only the principal had that right, and 
they had better return to more fitting 
issues, such as the next school dance, 
On yet another campus, students, 
backed by their parents, were able to 
negotiate an open campus with adminis- 
trators, This school on the edge of a 
slum, with a racially mixed population 
and a very involved parent group, al- 
ready had a history of working out a 
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more relevant curriculum with the 
school administrator and his faculty as 
one way of decreasing both dropouts 
and riots, This also gradually resulted 
in transfers out of older, conservative 
faculty members who were replaced by 
younger, more flexible teachers, some 
of whom were black. 


AN ELEMENTARY SCHOOL'S 
EXPERIMENT 
In an experimental elementary school 


for rules, and how democracy works if 
the students are involved in a meaning- 
ful way, Challenged by the ideas, the 
administrators and several third-grade 
teachers. who did not believe this was 
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SCHOOL DEMOCRACY 


into necessary rules for the students to 
operate in a classroom. These were 
gradually evolved by the students as 
falling into two groups, The first group 
included those rules necessary for the 
care and safety of others and that enable 
ordinary living, working, studying, and 
recreation to continue and progress, The 
second group of rules protected indi- 
vidual rights to live, speak, and work 
without harm to self or others, This 
group of rules was evolved after a black 
policeman—a well known athlete and 
protector of black youth from police 
harassment—described how minority 
youth and adolescents were harassed in 
the streets so work, study, and play was 
difficult as their individual freedoms 
were interfered with, He also noted 
that street gangs harassed individuals 
in the same way and that, from his view, 
neither could be overlooked. The impact 
of his remarks was evident on the stu- 
dents, The few class rules were designed 
by a committee to prevent disruption of 
learning and to promote expression of 
students’ ideas, The class adopted them 
by a large majority, Then came the ques- 
tions of how to evaluate or know if and 
how they worked and what rules needed 
to be changed and what new rules were 
needed. The class meetings had on the 
regular agenda the question, “are ОШ 
rules working for the benefit of tbe. 
class?” a 
Finally, the trainces brought up 
3 = would 


learn, Students in both 
wanted again to bring жүт people 
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about how fish grew out of the eggs, 
what fish ate, why sharks liked blood, 
and where various fish lived and why. 
Given a topic, the others quickly opposed 
it and began to venture forth with ideas 
of their own. Finally, the history of base- 
ball and of some baseball greats such as 
Willie Mays was chosen. They began to 
divide up the project, making assign- 
ments on the basis of interest and a 
breakdown suggested by the teacher. 
Resource material was quickly identified 
through the city library at the third 
through fifth grade level and through a 
call by an aid to the sports editor of one 
of the newspapers. Some students volun- 
teered, others were given choices. The 
least enthused students were given in- 
vestigative work to dig out some facts 
with the trainees’ help. As a result, one 
student, with much pride, uncovered the 
history of Satchel Paige through the help 
of the sports editor of a Negro weekly. 
Students also needed help in using the 
dictionary to write capsule notes and to 
prepare their class presentations. One 
father came up with a find, a whole col- 
lection of baseball cards, ie., pictures 
that once were given out with candy and 
bubble gum, on the greats of baseball. 
The newspaper editors found pictures of 
current baseball heroes for the class, The 
opaque projector was mastered by 
several students for their parts of the oral 
presentations. There was a great deal of 
extra reading. Group and finally class 
discussions became increasingly апі- 
mated.* 


SPREAD OF NEW IDEAS 
TO OTHER GRADE LEVELS 

The fifth and sixth graders picked up 
on the third graders' evaluation and 
changes in their curriculum and teaching 
methods, and they demanded similar 
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changes from their teachers. 
teachers were also interested in mom 
relevant сштісшае and had themselve 
looked at various attempts at altering th 
curriculum in schools nearby. The 
therefore reacted to their students’ 
quiries about a changing curriculum wil 
a challenge. They said they had lookei 
around and didn't see much that wat 
better, so they expected their student 
to think with them about how they coul 
learn better. A sixth-grade teacher whi 
had instituted a new science сштісшіш 
in his class offered it to the other classé 
A series of class meetings led to 
mittees of students and teachers bein 
formed to discuss each subject area an 
to make recommendations to the cla 


REACTION TO STUDENT ACTIVITY 


Soon rumors of a “free school" we 
floating about, and other elementar 
school administrators and teachers 6 
pressed grave concern that such freedol 
and lack of respect for the establishe 
curriculum would play havoc with lea 
ing and especially aggravate the alrea 
serious disciplinary problem. Kids ju 
could not “take it." They needed col 
trols, and teachers would find it more 6 
ficult to work with such students 4 
they left this school. Thus the adm 
trator, at his meetings with other @ 
mentary school principals, and th 
teachers, at their union meetings, fout 
their activities viewed with alarm 8l 
suspected of being, to say the least, U 
American." To this reaction, one of t 
teachers pointed out the massive failu 
of the schools to educate kids. She 16 
the latest statistics on dropouts and he 
schools in and near the ghetto compar 
badly with the elite schools near © 
college in all the testing done. She 8 
anything they did could not make 
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worse and anything that aroused student 
interest in learning could only help. She 
was shouted down and villified. Some- 
what cowed, but not totally intimidated, 
these teachers knew they were going to 
need parent support to continue their 
task of helping students enjoy learning. 
As one noted, “It’s like if learning is 
fun, it’s a crime.” 

The principal, PTA executive com- 
mittee, and key teachers met to present 
the experimental classes for the parents’ 
endorsement, Objections from some 
teachers and parents to the new and un- 
familiar methods led to appointment of 
several parent-observer committees to 
report back. They were given papers on 
the new English Lower Schools as back- 
ground material. The committees enthu- 
siastically endorsed the active learning 
and self discipline evident in the experi- 
mental classes, Especially, they con- 
trasted the prior anger, turmoil, and 
apathy with the present productivity and 
cooperative efforts, The PTA, with a few 
vocal objectors, endorsed and supported 
the new effort. 


ROLE OF 
MENTAL HEALTH WORKERS 

In the area’s three schools there were 
three mental health workers, two social 
workers and a clinical psychologist, They 
met with the teachers in these schools 
regularly around problem solving con- 
sultation. Only rarely was it possible to 
refer a child out for help, so that teachers 
had to learn to use their consultants so 
they could more effectively work with 
their students. 

In the experimental elementary school 
and in the junior high school, the regular 
meetings changed to a focus on how the 
teachers could maintain their new-found 
effectiveness against pressures from their 
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peers, parents, and school-community 
officials. Thus the dynamics of change 
were constantly discussed, The anxiety 
and anger it evoked were both antici- 
pated and talked about over and over 
again. Most importantly, the mental 
health workers were able to help the 
administrators and teachers view such 
anxiety and turmoil as a chance to make 
an impact by careful documentation of 
what they did and how they did it, Data 
collection about shifts in learning in 
each subject area, dropout rates, etc. 
needed to be gathered rather than using 
energy in revengeful accusations and ar- 
guments that increased turmoil. As one 
of the cadets put it, “We sure stirred up 
a hornets’ nest, and it was great to have 
specialists in human behavior to talk to, 
to back you up, drain off your anger, 
and help you get back on the track,” 


IMPACT ON JUNIOR HIGH SCHOOLS 


The experimental elementary school 
had as its mission finding more effective 
ways of engaging students in learning. 
The large junior high school where it 
sent its graduates was also on the edge 
of the slum, and had many older, con- 
servative teachers. A young, progres- 
sive administrator had recently been 
appointed because of turmoil, in the 
classrooms and out, which distressed the 
teachers and many parents, 

When he learned about the efforts in 
the elementary school, he asked several 
of his young and enterprising teachers 
to spend some time there and to report 
back. They were enthused at the stu- 
dents’ attitudes and wanted to try some 
of the project methods of learning and 
participatory democracy in their class- 
rooms, 

They already had one such example in 
an arts and crafts teacher who never had 
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any classroom problems because of her 
freedom in reacting to students’ needs 
and desires and her enthusiastic efforts 
to help all of her students express them- 
selves in arts and crafts. She did not get 
hung up on issues of students’ language 
and dress, noise in the classroom, etc. As 
long as students were productively work- 
ing, she was pleased. The students in her 
class made the rules, and they worked. 
Other teachers and some parents saw 
this teacher as undermining discipline 
and student attitudes required for learn- 
ing in other settings. 

Thus, the principal knew he had a 
battle on his hands, but the problems 
in the school were so great and pres- 
sure from the central office and parents 
so continuous that he felt he would have 
to try something new, especially since 
he had already experienced, as a vice- 
principal in a ghetto school, the effects 
of repression, In that school, law and 
order efforts did not alter anything, even 
when they drove overt rebellion and 
challenge underground. The result was 
ап increase in the dropout rate, 

The principal and his young teachers 
devised a core curriculum in which 
several of them could teach classes in 
seventh, cighth, and ninth grades. In 
these core classes, they would spend a 
half day with their students in projects 
that would develop the subject matter 
their students needed, The other half day 
would be spent in physical education and 


teachers who usually taught math, Eng- 
lish, social studies, etc. Consequently, 
when the package was presented to the 
faculty, it aroused a good deal of hos- 
tility, especially when it 
that considerable 
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classes than the regular ones, The 
ministrator stuck to his guns about tl 
experimental effort and the need to fi 
volve students in determining what th 
would do, how it was to be done, 
also how effective their learning was. 


THE PARTICIPATORY PROCESS 
IN JUNIOR HIGH SCHOOL 
Groups in the junior high school e 
perimental classes were very difficult f 
get started. The process followed а fil 
different pattern. The students we 
clearly suspicious of the adults and 
with each other for leadership. Severs 
students tried to cram their project ide 
down the throats of their groups 40 
were rebuffed, Project ideas were ob 
ously put forward to test the sincerity 6 
the teachers, (A sex education projet 
using Playboy pictures, was suggested 
So was a study of which drug gives th 
best high. A provocative girl suggestel 
they study why male teachers were ok 
and female teachers were such stinkersi 
When each suggestion was carefully co 
sidered in terms of source material, task 
to be undertaken, how presentati 
could be made to the class and to ОШ 
classes, suggestions became more reas 
oriented. { 
Thus, from this group came the 16 
of studying juvenile delinquency and 
factors that lead to delinquency. Ate 
step there was constant testing of whe 
project it was. One of the teachers 00 
fronted his group with his right to © 
suggestions for consideration on © 
merits like any other group тети 
without special priority, When it bee 
clear he was not pushing his ideas, 9 
simply wanted them considered, 0М 
began to look at his suggestions. Ч 
of the group, who had been on JU 
probation, offered his former propa 
worker as a resource of reading ™ 
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off economically without me?” The 
agency then becomes the “Big Daddy” 
for his family and continues to tell him, 
as well as his family, that he is only 
an irresponsible, mischievous boy. This 
dehumanizing and castrating experience 
continues to perpetuate itself by subtly 
informing his children that the “man 
downtown” is really caring for the fam- 
ily, and that their real father is incompe- 
tent as a provider and loving person. 
Even within the school system, simi- 
lar castrating experiences occur. In gen- 
eral, teachers prefer to talk with a child’s 
mother about the child’s progress in 
school. It is not uncommon to hear a 
teacher say, “You are suspended from 
class until your mother comes to see 
me.” Also, the notes that children bring 
home are usually addressed “Miss,” 
thus assuming that the mother is single 
and the head of the family, Further- 
more, when a black father accompanies 
his wife to the local elementary school 
to discuss their child's behavior prob- 
lem it is predictable that the teacher 
is shocked to see a full grown black 
man; once the initial shock is over, she 
proceeds to discuss the problems with 
the wife, Except for a few uneasy 
glances, the teacher systematically ig- 
nores the presence of the man and, in 
an uneasy manner, conducts business 
as usual. The black father may logically 
feel dismissed or else suspect that some- 
thing about him is threatening to her. 
In social agencies, black men usually 
have to conduct business with middle- 
class or middle-class-aspiring women, 
white and black. The men within such 
agencies are extremely difficult to come 
in contact with because they are usually 
placed in some quasi-power position 
and are the least available for direct 
contact. Usually they are hidden and 
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protected by a network of secretaries 
and walls. However, should a black 
man have direct contact with one of. 
the men of the agency, the agency's _ 
male usually becomes completely рге 
occupied with playing his agency role, 
He becomes a super teacher, a super 
social worker, a super doctor, a super 
administrator, but not a super man; he 
requires that his role be respected, 
rather than his humanness. The absence 
of a sense of mutuality is noteworthy, 
The mutuality of men discussing à 
issue or problem is obviously missing 
and the black father is subtly, but effec 
tively, pushed back into his ascribed 
role of boy—not super boy, but just 
plain boy. 1 
Our experience suggests that the at 
titudinal behavior of agencies and ine 
stitutions toward black men is based 
on deeply ingrained stereotypes and 
feelings of insecurity. For some agencies 
it is so operational that it usually be 
gins with the conscious philosophy. 
goals, and objectives of the agency 
These attitudes are then transmitted ІП | 
the various propaganda the agency use j 
to promote its program. Black fathers 
are a forgotten entity. The agency's ab 
titude becomes more overt once thé 
black father has contact with the 
agency's receptionist, then with the” 
worker, and finally with the administra 
tor. We wonder why so many helping 
professionals find it extremely dificulti 
to talk with, not to, black fathers. | 
How do black fathers deal with this 
apparently overwhelming view of them 
as outsiders, intruders, or forgotten en- 
tities? Many survive by playing а V | 
tiety of roles. If his family would po 
economically better off without him, pet 
public welfare standards, the 
father becomes an absent father during k 
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the day, a resident at night. If he needs 
something from an agency and knows 
that if he acts as a man should under 
the circumstances, he wouldn’t acquire 
what he is after, the black father may 
play the “Uncle Tom” role. Or, if he 
is dealing with a guilt-ridden insecure 
agency, he can play the role of a super 
Black Militant and scare the agency 
into meeting his demands, Then there 
is the role of “hustler,” a combination of 
Uncle Tom and Militant. Some black 
fathers will relate to the female agency 
members only on a depreciating sexual 
level, Effort will be exerted to “put 
down” the women by referring to them 
as "pieces" or "holes"—a strikingly 
hostile kind of surface seduction, The 
black fathers survive somehow, but they 
have had to “play games” with the 
agencies and become something differ- 
ent than they actually are or want to 
be. Why can’t a black father have, like 
any other man, certain inalienable 
rights? Maybe it’s because a black father 
is still viewed as less than a person— 
a boy. 


EXPERIENCES THAT 
SUPPORT FATHERHOOD 


Experiences that support fatherhood 
are very basic and obvious. Actually, 
One must wonder why black fathers 
have to go through so many trials and 
tribulations to acquire the obvious— 
dignity, self-respect, an expectation of 
competence, etc., which add up to man- 
hood. There are, however, certain rules 
ànd assumptions that agencies must ac- 
cept and act on. Agencies must assume 
that black fathers care about their chil- 
dren and families. This sounds simple 
and basic enough, but we seriously 
doubt that many agencies subscribe to 
this assumption. If so, the black father 
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would no longer be viewed as the stereo- 
typed irresponsible, hustling, sex-crazy, 
drunken, foul-mouthed gambler, who 
is an incompetent spouse and a neces- 
sary evil for black women, 

If one starts with the premise that 
black fathers care about their families, 
that they have the capacity to give and 
receive love, one relates differently to 
the black father, There is no longer the 
need to feel sexually threatened. There 
is no need to become defensive about 
the agency’s role, There is a common 
ground on which to build a mutual re- 
lationship—the well being of his chil- 
dren and family. At this point, we are 
not even thinking about the black fa- 
Шеге intrapsychic problems, if he has 
any, but about that which is dear to 
him. When it's time to deal with the 
intrapsychic problems, both the fathers 
and the agency will know it. The neces- 
sary relationship will have been estab- 
lished so that service can meaningfully 
be rendered without usurping the fa- 
ther’s manhood. 

This change in attitude on the part 
of the agencies adds a whole new di- 
mension to the agencies’ understanding 
of the black father, his family, his chil- 
dren, his life style and his means of 
coping in our racist society. Agencies 
must remember that, although a black 
father is a forgotten entity, he is a hu- 
man being with emotions, capacities, 
wants, and desires. 

A pitfall that agencies must con- 
stantly be on the lookout for is that of 
doing missionary work. Black fathers 
don't need or want missionary workers. 
It’s a myth to talk about the liberation 
of black manhood and to deliver serv- 
ices along the lines of a neo-colonialist! 
Agencies can deal with this oppressive 
approach by being actively available for 


experiences that support fatherhood. 
The above statement may sound like 
mere rhetoric but it’s not that difficult 
to put it into operational terms. For an 
agency to be actively involved in father- 
hood activities means to listen to what 
the father wants to do, be aware of 
verbal and non-verbal clues, and jointly 
develop masculine activities. A good 
example of this takes place at the Dr. 
Martin Luther King Family Center. 
Several years ago, while the Center 
was still under the auspices of the Insti- 
tute for Juvenile Research, a fathers’ 
group was organized, primarily to help 
fathers become more sensitive to the 
developmental needs of their children. 
A goal was to foster a new kind of 
father-child interaction that would en- 
hance the development of competence 
in their children, The fathers went along 
with the program for a while, then they 
began to lose interest, The problem was 
that the father-child activity was viewed 
by the fathers as child's play, and that 
such activities were in direct conflict 
with their masculine role as head of 
the family, The fathers then began de- 
termining what activities they would 
become involved with and, needless to 
say, activities that support fatherhood 
became increasingly apparent, The au- 


role as men. A few les of such 
projects follow. ey 

A Community Controlled Credit 
Union. 'The black fathers felt that their 
community needed its own economic 
institution to help stop some unethical 
business establishments from bleeding 
the community of its limited financial 
resources. They also viewed a commu- 
nity controlled credit union as a “ve- 
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` hicle that would bring communi 


people together in a cooperative eff 
and a vehicle that community resid 
would be actively involved in admin 
tering and operating—a business whi 
would serve a community need,” Oby 
ously, а credit union is no panacea ff 
the many problems of the ghetto co 
munity, but it is an area in which fl 
black fathers felt they, as men, sho 
be involved. The fathers were talkit 
about such concepts as leadership, cof 
munity control, power, protecting thi 
community, building viable institutio 
—all projects compatible with their mi 
culinity and projects that support fath 
hood, By moving in such a directii 
the fathers are not involved with f 
ings of role conflict or feelings of 
pendency, but rather have a feeling? 
being "in the game," (“We may f 
know all the rules but we are in 
game,") On the other hand, King F 
ily Center was available and activ 
supported such activities not because 
felt this was the appropriate road 
take, but because the black fathers 
this as their appropriate role. 
Another example occurred when. 
fathers felt that they should be m 
actively involved in funding King F 
ily Center. A benefit party was agri 
upon, with three-fourths of the pf 
going towards the Center's operati 
Again, an activity that supports 
hood. The logic is very basic: 
King Family Center is a private aget 
serving the fathers" community, u 
black fathers felt that they should | 
involved in helping to гари sheir ' 
арепсу, » 
party, sold tickets, tended ne. 
tables, “hustled” free, live ent 
ment, and made a profit. By no mes 
was this considered “high finance,” 1 
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the community; b) something for the 
group; and c) something for each group 
member. This should be an across-the- 
board proposition, be it money, land, 
beer, comradeship, etc. The group 
should be encouraged to make money 
and to have the profits equally dis- 
tributed among group members. Capi- 
talism is the backbone of our American 
system; this must be equally true for 
black fathers’ groups. It should be tangi- 
bly profitable for the fathers to partic- 
ipate, not just vaguely good for them. 
We know that staff get involved for 
profit (wages) and at the same time 
they are interested in that vague notion 
of growth. 

4) Agencies must be ready to have 
a mutual experience with the black 
fathers. Specifically, a mutual experi- 
ence with equal amounts of investment 
in and sharing of the success or failure 
of the experience is a must. This princi- 
ple frees staff members to relate with 
the fathers on a human, peer level, not 
as a staff member to a black father. 
This means that the staff member is 
doing more than professionally estab- 
lishing a working relationship. Once the 
agency takes such a position and frees 
its staff members to relate, as such, atti- 
tudes tend to change on the part of the 
staff members as well as the black fa- 
thers. Within this type of milieu, busi- 
ness can be conducted because a viable 
coalition of peers exists—not a coali- 
tion of the powerful and the powerless. 
The agencies can enhance real commu- 
nication through such a coalition. This 
living coalition facilitates elimination of 
the professional’s need for defensive, 
nebulous professional titles. A sense of 
comradeship will develop in a relatively 
short period of time, and then a co- 
hesive group of black men can develop 
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projects relevant to their goals. We had 
a vivid example of this principle re- 
cently at one of the fathers’ business 
meetings at King Family Center. The 
decision-making structure was brought 
into use so that business could be con- 
ducted and some decisions made. Al- 
though two of the Center’s staff members 
are part of the group, the above-men- 
tioned viable coalition has taken place. 
The staff members view themselves as 
black fathers and the group has accepted 
them as such, During this meeting one 
of the younger black fathers, obviously 
high, attempted to use the business 
meeting to deal with personal problems. 
He succeeded in dominating and dis- 
rupting the meeting with irrelevancies. 
Through the decision-making structure, 
efforts were made to direct him to par- 
ticipate in the business being discussed 
—to no avail. After all attempts failed, 
the group just got up and left. No one 
said, "let's leave;" по one said, “тап, 
why don't you go home and get your- 
self together;” everyone just left. The 
meeting was obviously a failure but the 
process of coalition between staff mem- 
bers and the indigenous black fathers 
continued. A more traditional stance 
would have been for a staff member to 
go into his professional powerful agency 
role to attempt to save the meeting, or 
worry about how the other members 
would react, Instead, we all knew that 
it was time to leave and that our busi- 
ness could wait another week. This ex- 
ample is cited to suggest that when there 
exists real mutuality between agency 
and fathers, there is shared responsi- 
bility for either success or failure of a 
venture. Obviously, King Center staff 
felt that men can tolerate failure. There 
was no need for the agency to become 
"Big Daddy" for the black men. The 
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fathers viewed the staff members as be- 
ing “real” people who were a part of 
the group and not as outside “folks” 
attempting to manipulate the group to 
some preconceived goal. Such an ap- 
proach may sound like “risky” business 
for agencies. We have found just the 
opposite. The fathers are not as con- 
cerned about taking over the agency 
as they are ‘about making the agency 
relevant. The only risk involved is to 
the staff member, who no longer has 
his professional role to hide behind and 
must relate to others on a human level. 
If the staff member has any particular 
expertise, the group will see it and util- 
ize it for the group. 

5) The agencies must have and ex- 
hibit a masculine component. Male 
workers are a must, and they must be 
available to work with black fathers. 
If a black father comes into an agency 
and his first three contacts are females, 
he probably won't be back. On the 
other hand, if he comes in and almost 
immediately has some contact with the 
men of the agency, communication be- 
Bins to take place on an entirely differ- 
ent level from that with women. Fathers 
have the potential to become as in- 
volved as mothers. 

6) Finally, the agencies should lend 
a hand only when the fathers say lend 
a hand, and not before. This may sound 
hard and cruel, but if one is about the 
business of supporting black fatherhood 
one should not be about the business 
of seducing the black father into a de- 
pendent position, and ultimately usurp- 
ing his role as head of his family. If a 
trusting mutual relationship is estab- 
lished and the black father needs help, 
he'll ask and you'll give. Then both you 
and he will feel good—not just you. 

The enhancing milieu described above 
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is the backbone for working with black 
fathers. Without it, there will be no 
development and growth. The agency 
will remain the agency, the black fathers 
will remain the black fathers, and the 
two will meet only on a superficial short- 
term level. 


THE EVIDENCE OF POWER 

The last section of this paper will 
concern itself with a concept that pro- 
fessionals are reluctant to discuss, that 
politicians tell us doesn't exist, and that 
clergymen preach is a sure way to hell 
—power. What is so amusing is that 
everyone knows that power exists and 
always has, and each of us can prob- 
ably rattle off a list of powerful men 
with little thought. America was devel- 
oped through power, not morality. 
Black men have remained in a subservi- 
ent exploitative position because of the 
lack of power, not morality. The power- 
ful define what is violence and what is 
keeping the peace. The powerless strug- 
gle for survival, look for a better day 
in heaven, and pray that tomorrow will 
be better than today. But the powerful 
determine tomorrow. 

There is a new mood developing 
among the ranks of the black power- 
less. A mood that says, *Why not 
heaven on earth?" A mood that under- 
stands why the powerless are, in fact, 
powerless. A mood that says, “Let’s get 
some power . . . Let's control and be 
responsible for our community . . . Let's 
deal in the realm of Black Power." Al- 
though the professionals turn their 
heads, the politicians refuse to acknowl- 
edge such a concept, and the clergymen 
pray for some “power” to keep these 
people from becoming powerful, power 
is a concept that must be discussed 
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whenever the subject of black men is 
mentioned. 

In terms of the theme and title of 
this paper, the evidence of power must 
be an ongoing part of the black fathers’ 
experiences, By evidence of power, I 
mean the potential for power, the po- 
tential actively to make decisions that 
can determine one’s life, life-style, and 
community. The evidence of power is 
the ability to negotiate with the power- 
ful and to be heard. The evidence of 
power for our black fathers was that ex- 
ternal groups and organizations sought 
their group’s opinion and/or support. 
The evidence of power for our black 
fathers’ group is being respected for be- 
ing just that, a black fathers’ group. 
Black fathers have, time after time, been 
told verbally and non-verbally that they 
are powerless. It should be obvious that 
no group of men wishes to be considered 
powerless, let alone a race of men. 
Many black men may have to experi- 
ence a “de-brainwashing” process so 
they can see and understand their col- 
lective potential for power. Once this 
process takes place, the black fathers 
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will see the evidence of power. They 
will no longer be taken for granted and 
routinely exploited. Businessmen, poli- 
ticians, teachers, policemen, city serv- 
ants, etc. will have to negotiate with 
the black fathers and, of course, negoti- 
ations only take place if both parties 
have evidence of power. 


CONCLUSION 

This paper has focused on agencies’ 
role from the perspective of black fa- 
thers. It has strongly suggested that 
agencies can provide opportunities that 
either affirm black fatherhood or pro- 
vide experiences that negate black 
fatherhood. Several guiding principles 
were proposed as a result of experiences 
at King Family Center. These experi- 
ences primarily suggest the development 
of an enhancing agency milieu—a milieu 
wherein black fathers can maintain their 
masculinity and become the leading and 
motivating force in their community. 
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There is little understanding and communication in many areas between East 
Africa and North America. Mental health programming is no exception, al- 
though similar factors—local beliefs, political philosophy, available man- 
power, economic strictures—largely determine program structure and ser- 
vices in both regions of the world, This paper describes certain program 
features in Tanzania, and suggests that in their simplicity they may have rele- 
vance for mental health practitioners in the Western world. 


ental health workers often lament 

the heavy investment of money 

and professional commitment to institu- 
tions and programs that quickly become 
obsolete, Once established, vested inter- 


' ests retard change. Innovative efforts 


run into heavy going as a result of resis- 
tances to change spawned by these inter- 


' ests. Imagine the opportunity to evolve 


a mental health program unhampered by 
such restricting factors! This has been 
the case in Tanzania, where virtually no 
program existed as recently as 1965. 
Moreover, within the serious strictures 
imposed by limited funds and man- 
power, the government has been espe- 
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cially cooperative in support of various 
community approaches to strengthening 
mental health and coping realistically 
with the issues of community and indi- 
vidual maladjustment. 


POLITICAL, ECONOMIC 
AND SOCIAL FACTORS 

Tanzania is a country of approxi- 
mately 14,000,000 people, bordering the 
Indian Ocean in East Africa and lying 
just south of the equator. Before inde- 
pendence it was a trust territory (Tan- 
ganyika) administered by the British. 
One implication of this status, vis-a-vis 
that of a colony, was that few services 
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(such as health and education) were 
established. Partly for this reason Tan- 
zanians have had relatively little contact, 
either favorable or adverse, with white 
men. For example, by comparison with 
other East and Central African coun- 
tries, far fewer white people have settled 
in Tanzania. These facts help to explain 
the relative lack of anti-white feeling. 
Independence came to this East African 
country in 1961. In 1964, union was 
achieved with the off-shore island of 
Zanzibar, which had gained its indepen- 
dence the year before, The result of this 
union was the United Republic of Tan- 
zania. Mainland Tanzania and Zanzibar 
still retain nearly complete autonomy, 
however, with only a few services shared, 
such as customs, postal system, police, 
and defense. This article concerns the 
mainland only. 

Since independence, Tanzania has 
been guided by the dynamic leadership 
of President Julius Nyerere and has an 
agrarian socialist form of government. 
As is true with many African countries, 
there is a one-party system, but multiple 
candidates for Parliament and other 
posts stand for election within the Party 
(T.A.N.U.). Tanzania is vigorously non- 
aligned in its foreign policy. It accepts 
appropriate aid from any country as long 
as there are no strings attached. Two 
central goals in the present Five-Year 
Plan are to increase the level of primary 
education above the present 5095 and 
to achieve better methods of agricultural 
production, The average per capita an- 
nual income is on the order of 55 dollars, 
among the lowest in the world. Actually 
this is a rather meaningless figure since 
perhaps 90% of the people live at a 
subsistence level, without regular em- 
ployment other than cultivating their 
plot of ground and obtaining whatever 
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food they can from their immediate en- 
vironment. 

Another point of importance in the 
emerging social and political scene is the 
ujamaa (cooperative) village. This 
builds on many features of the tradi- 
tional African village and its inherently 
socialistic implications. As will be dis- 
cussed below, this village concept serves 
as an appropriate model for the villages 
for convalescent psychiatric patients. 
Another important principle in Tanzan- 
ian life is the credo of self-reliance, 
which is being applied in nearly every 
sector of society. There is a sound desire 
on the part of citizens to run their own 
show. This coincides with the belief of 
most non-Tanzanians (although unfor- 
tunately not all) currently involved in 
educational and advisory capacities that 
the sooner they are dispensable the 
better. 


MEDICAL CARE AND MANPOWER 
The Ministry of Health and Social 
Welfare in Tanzania receives арргохі- 
mately six percent of the national budget, 
which comes to about seven shillings 
(one dollar) per capita per year. This 
figure does not include the health con- 
tributions of voluntary health agencies, 
which provide possibly 25% of health 
care in the country. The ratio of doctor 
to patient is on the order of 1:30,000. 
In the last five years, there has been a 
sharp reduction in the number of non- 
Tanzanian doctors in government ser- 
vices; only a very few are now left, For- 
tunately, there is an Opposite trend in 
the numbers of Tanzanians going into 
government medical service, Currently, 
each year about 50 Tanzanians leave 
their internship to go to posts in various 
government hospitals, Approximately 25 
of these have graduated from the Faculty 
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of Medicine at Makerere University in 
Uganda, about fifteen from the relatively 
new Faculty of Medicine at the Univer- 
Sity of Dar es Salaam in Tanzania, and 
the remaining ten from medical Schools 
outside Africa. It should be pointed out 
that about fifteen new doctors each year 
are required to maintain the present 
1:30,000 doctor to patient ratio, in view 
of the estimated annual population in- 
crease. 

` Front line medical care is provided 
by several cadres of medical auxiliaries. 
Intended to work under the supervision 
of a fully trained doctor, these auxiliaries 
often have been called upon to function 
independently. This pattern is gradually 
changing as more doctors enter govern- 
ment service and are able to provide 
more adequate supervision over the wide 
network of hospitals, health centers and 
dispensaries, 

The education of all medical auxil- 
iaries and nurses takes place within Tan- 
zania. The number of doctors trained in 
Tanzania will gradually increase. The 
intake for the first-year class in the Fac- 
ulty of Medicine, University Dar es 
Salaam, for the past three years has been 
between 30 and 35. The full-time Med- 
ical Faculty now number 35 and come 
from 20 different countries (20% come 
from Tanzania; 25% come from six 
other African countries; 2595 come from 
six countries in Europe; 1096 come from 
four Asian countries and 20% come 


- from three countries in the Americas). 


Post-graduate education takes place out- 
Side Africa, mostly in England. Between 
five and ten Tanzanians are selected 
each year for specialty training; there 
appears to be no “brain drain;” all re- 
turn to Tanzania when their post-grad- 
uate studies are completed. Within two 
Or three years, it is expected that train- 
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ing in some specialties will be available 
for Tanzanians in East Africa. 


MENTAL HEALTH 
MANPOWER AND TRAINING 

One Tanzanian psychiatrist has re- 
turned from training and two more are 
abroad at the moment. The author of 
this article is the only non-Tanzanian 
psychiatrist working in the country since 
1966. Fifteen Tanzanian nurses were 
trained in psychiatric nursing in England 
during the early 1960s. Those nurses 
currently completing the four-year gen- 
eral nursing course in Dar es Salaam 
have instruction in normal and abnormal 
psychology, the psychiatric illnesses, and 
community mental health; in addition 
they have an experience of six months 
full-time attachment to the psychiatric 
unit. A separate training course for psy- 
chiatric nurses will Bet under way in 
1972. 

Medical students at the Faculty of 
Medicine receive a comprehensive 
grounding in mental health, including 
courses in psychology and in personality 
development during their first year; in 
psychopathology during their second 
year; and in clinical psychiatry and com- 
munity psychiatry during their third 
year. Each student, during his subse- 
quent clinical years, has a month's at- 
tachment at the psychiatric unit; the 
same is true for interns, 

The orientation of medical auxiliaries 
to mental health is less comprehensively 
covered. One of the psychiatrists gives a 
week-long intensive course for the stu- 
dents in the several training centers 
throughout the country each year. 

The only psychologists in Tanzania 
are attached to the University. One 
heads the Department of Behavioral Sci- 
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ence in the Faculty of Medicine, and 
two are involved in teaching educational 
Psychology in the Faculty of Arts and 
Social Sciences. There are no fully 
trained psychiatric social workers, 
Nurses with previous experience working 
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with psychiatric patients have served an 
apprenticeship under a Psychiatric во- 
cial worker (who has since left the coun- 
try) and carry out the important liaison 
between hospital and family and com- 
munity, 


MENTAL HEALTH PROGRAM IN TANZANIA 


BASIC PRINCIPLES 

The Ministry of Health and Social 
Welfare in Tanzania follows certain 
Principles that form the basis of the 
present program and future plans in the 
field of mental health: 

1. Much psychiatric illness can be 
prevented. 

2. All psychiatric illness is treatable 
(not necessarily curable). 

3. Treatment should be carried out 
Promptly and near the individual’s home. 

4, When hospitalization is necessary 
it should be brief, 

5. Mental health services should be 
integrated with existing and developing 
health and welfare services, 

No one of these principles is new, 
However, their application in a develop- 
ing country raises several points of in- 
terest. 


LOCAL BELIEF 
AND COMMUNITY PSYCHIATRY 

There are certain problems implicit 
in the application of the concept of pri- 
mary prevention to the Tanzanian scene, 
Crisis intervention, educational efforts 
With significant community leaders, and 
mass media are all utilized, However, 
health education would seem to have 
only limited effectiveness because of the 
wide variety in local belief. This holds 
true throughout East Africa, as has al- 
ready been noted: 


Customs, patterns and values may vary from 


one tribe to another (in East Africa), and 
behavior which is modal in one locale may 
be ‘considered deviant in another not many 
miles away.11 


In Tanzania alone there are 120 sepa- 
rate tribal groups, Knowledge of these 
different beliefs is necessary for a health 
education program of maximum effec- 
tiveness. 

One example will illustrate this point. 
Among the Wazaramo, the coastal tribe 
living in the area surrounding Dar es 
Salaam, there are seven commonly ac- 
cepted explanations for mental illness. 
However, sudden mental illness is usu- 
ally explained in the following manner: 
the man or woman eventually becoming 
the patient has malevolent intent against 
a fellow villager (perhaps because of 
envy or feeling slighted); the assistance 
of a local doctor is enlisted to carry out 
this intent (Le. to effect the bewitch- 
ment); however, the victim has antici- 
pated this course of events and, in turn, 
has procured protection with the help 
of his local doctor; consequently the 
malevolent forces are deflected from the 


intended victim and return to inhabit the’ 


originator. It is easy to understand, there- 
fore, the cool Teception awaiting the 
Villager who returns home from a short 
Psychiatric hospitalization occasioned by 
ап acute psychotic episode, Each of his 
fellow villagers may assume that he was 
the intended victim of the patient's at- 
tempt at bewitchment, This explains why 
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so much staff time is spent in preparing 
the home community for the patient’s 
return. But it also suggests the quality 
of understanding necessary on the part 
of the staff member to enable him to 
carry out effective educative work among 
the villagers. 

Although health education should take 
place at all levels and in many settings, 
the most effective mode has been found 
to be related to the return of a psychi- 
atrically ill patient to his home commu- 
nity. As has been implied, this gives the 
social worker or other staff member an 
opportunity to discuss with the family 
and neighbors the nature of the illness, 
the fact that it had certain definite 
causes, and the fact that it has been 
treated. However, most persuasive of all 
is the patient’s improvement, and this in 
particular accounts for other patients in 
that community subsequently being re- 
ferred for psychiatric help even before 
native medicine is tried. In this manner 
early referral is expedited. 

The problems presented by epilepsy 
are particularly difficult to resolve. Be- 
lief in the infectious nature of epilepsy 
is widespread; it has been discussed in 
some detail as an occurrence among the 
Baganda іп Uganda.!? Local belief is 
strongly held; it involves not only the 
conviction that epilepsy is contagious, 
but also that the spirit inhabiting the 
epileptic is especially liable to leave the 
patient during a seizure and to inhabit 
someone else. The specific mode of 
transmission is thought to be via some 
substance leaving the body during the 
seizure (saliva, perspiration, flatus, or 
urine). This accounts for the reluctance 
on the part of people generally to have 
anything to do with an epileptic, espe- 
cially during a seizure. Again, the most 
helpful mode of combating these beliefs 
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is through education related to the suc- 
cessful control of epilepsy in particular 
patients. As stated before, to be helpful 
one must know the nature and content 
of beliefs already held. For a health edu- 
cator or general practitioner to be Tan- 
zanian is not enough. Explanations of 
health and illness phenomena vary 
widely from tribe to tribe, and the effec- 
tive health professional requires a broad 
comprehension of such beliefs. 


TREATABILITY OF 
PSYCHIATRIC ILLNESSES 

The basic concept of the treatability 
of all psychiatric illness is applied in 
Tanzania much as elsewhere. It appears 
to be the case, however, that certain 
types of illness may be as effectively or 
more effectively treated by the native 
doctor. Unfortunately this is only an 
impression and requires scientific valida- 
tion. The sensitive appraisal of local be- 
lief and the part it can play in under- 
standing symptoms,? as well as in 
strengthening the mental health of a 
community, seems worth particular em- 
phasis, Certain neurotic problems occur- 
ring in those with strong faith in local 
medicine can probably be more effec- 
tively managed by the local (native) 
practitioner, whereas schizophrenic prob- 
lems, endogenous depression, and or- 
ganic psychoses seem to require a psy- 
chiatric approach including drug therapy. 
For the secondary school or university 
student who has had some contact with 
“scientific medicine,” functional prob- 
lems can probably be most effectively 
helped by a Tanzanian general practi- 
tioner who has an understanding of 
physical symptoms as an expression of 
anxiety and who also knows local cus- 
tom and belief. 

Nothing has been mentioned about 
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modes of treatment іп a developing 
country in which the psychiatrist to pop- 
ulation ratio is one to seven million. 
This is properly the topic for another 
article. It might be mentioned here, how- 
ever, that milieu therapy and drug ther- 
apy are extended on as wide a base as 
possible to both in-patients and out-pa- 
tients. It is apparent that anything ap- 
proaching psychotherapy is difficult to 
justify at this point in time. This is par- 
ticularly true since the one psychiatrist 
in the capital city is committed ostensi- 
bly full time to teaching in the Faculty 
of Medicine. However, through the use 
of selected general medical personnel, 
time is made for individual out-patient 
sessions, without any waiting period, for 
certain high priority groups (university 
students, secondary school students, top 
level civil servants, university and secon- 
dary school faculty members). Out of a 
consideration for the present and future 
leadership of the country, such high pri- 
ority groups have had to be set up. The 
benefits of brief sessions (20 minutes or 
less) at two or three week intervals seem 
clear. Similarly, group therapy with in- 
patients is carried out, utilizing general 
medical personnel (doctors or nurses) 
as leaders. Indirect treatment and ргі- 
mary prevention, through the use of 
consultation, are being developed as 
manpower and community acceptance 
permit. 

As has been clearly pointed out pre- 
viously,® it is well to recognize the part 
played by indigenous healers in the total 
management of the individual. Because 
of history and tradition, this is emo- 
tionally reinforced and carries much 
weight with the individual and his family. 

It is unfortunate that the prevalence 
of the various psychological disorders in 
Tanzania is not known. At this point, it 


PROGRAMS IN A DEVELOPING COUNTRY 


can only be assumed that the prevalence 
is similar to that found in the two thor- 
ough studies carried out in Africa to 
date: in Nigeria, and оп the Cape Pen- 
insula of South Africa. These studies 
revealed that prevalence rates were on 
the same order as those found in Europe, 
North America, and Asia.? In a recent 
study in Dar es Salaam, it was found 
that about two percent of the student 
population at risk were referred for psy- 
chiatric help during their secondary 
school and/or university career.!5 


PROMPT TREATMENT 
NEAR HOME 

The importance of decentralized med- 
ical services in developing countries has 
been emphasized, both in general medi- 
cal® and psychiatric care. Tanzania 
has had a long way to come in this re- 
spect. 

Before 1965, the only mode of man- 
aging someone with an acute psychiatric 
illness was to detain him in the local 
remand prison. If he did not improve 
within a two-month period, he was then 
transferred under police guard to the 
single psychiatric hospital located in the 
geographic center of the country. This 
often involved a difficult and slow jour- 
ney of four or five hundred miles by bus. 
Once transferred, the patient usually lost 
all contact with his family and the thera- 
peutically helpful influence which such 
contact suggests. The result was that the 
number of chronic patients at this hos- 
pital gradually rose and the belief justi- 
fiably developed that, once admitted, a 
patient rarely left the hospital. 

Gradually, the concept of psychiatric 
wards in the general hospitals through- 
out the country has been adopted. This 
quite predictably involved considerable 
initial resistance on the part of the medi- 
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cal and nursing staff. With the help of 
numerous opportunities to express reser- 
vations, apprehensions, etc., and as nurs- 
ing and medical staff themselves have 
had training in mental health and ex- 
posure to psychiatric patients, this resis- 
tance has become progressively less. 
There are now psychiatric units in five 
of the seventeen Regional hospitals, and 
the government is committed to the con- 
Struction of one such unit each year. 
This has enabled the patients to be 
treated more promptly, to have families 
visit them and to enable the staff to work 
with the family and other community 
contacts toward better acceptance and 
understanding of mental illness, More- 
over, many individuals with significant 
psychological disturbance can be satis- 
factorily cared for on a general medical 
ward. This is in keeping, also, with a 
worldwide trend. 

A by-product of this program has 
meant the decrease in the number of 
patients at the central psychiatric hos- 
pital. From a high point of 1350 patients 
in 1967, the census is now in the neigh- 
borhood of 750. A program was devised 
whereby the auxiliary staff in this hos- 
pital took patients to various communi- 
ties throughout the country for return to 
their homes. This program continues. A 
Land Rover is dispatched with six or 
seven patients and two staff to a partic- 
ular area, where several days are spent 
in finding the families of the patients and 
in preparing them to accept the patient 
back into their home. This takes con- 
siderable time and yet has been remark- 
ably successful, so that less than one 
percent of the patients returned home 
under this plan have found their way 
back to the hospital. It is significant that 
many of these patients had been hospi- 
talized for over ten years. 
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Decentralization and integration with 
Beneral medical and welfare services, 
therefore, assume an important position 


in the mental health program in Tan- 
zania. 


THE VILLAGE FOR 
CONVALESCENT PATIENTS 

In line with trends in most countries, 
the emphasis in Tanzania is on as short 
a period of stay as possible in the psy- 
chiatric hospital. The average length of 
stay at the psychiatric unit attached to 
the teaching hospital in Dar es Salaam 
during 1969 and 1970 was 22 days. One 
adjunct program that facilitates this pol- 
icy can be briefly described. This is the 
village for convalescent psychiatric pa- 
tients, operating in direct relationship to 
each of the several psychiatric units, The 
idea of the village originated as a means 
of relieving the over-crowded conditions 
in the psychiatric hospital and in the sub- 
sequently developed psychiatric units, 
Lending encouragement to the idea of 
the village was the experience the world 
around that psychiatric patients doing 
work outside the hospital generally im- 
proved in their social and emotional ad- 
justment. As mentioned earlier, the vil- 
lages fit logically into the national 
Scheme of ujamaa (cooperative) vil- 
lages. These villages are built by the 
patients, who use local materials, at low 
cost. The government has made avail- 
able sufficient acreage surrounding the 
village to enable the patients to raise 
their own food. Each patient works 
either in the shamba (extended garden) 
or in some functional capacity within the 
village. Chickens, goats, pigs, and cattle 
are also cared for by the villagers to 
assist in their subsistence. The goal of 
each village is to become self-supporting 
at least.as far as food production is con- 
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cerned. The number of patients in the 
Several villages varies between 35 and 
70, with two or three auxiliary staff 
Providing supervision for the patients, 
Frequent visits by medical and nursing 
Personnel from the related Psychiatric 
unit provide adequate supervision of 
Staff and patients, 

The patients in the Villages remain 
there for varying lengths of time. Such 
a village provides a more normal living 
situation for the patient who is able to 
leave the hospital but is not yet ready 
to return to his home community, For 
a few patients who have no family or no 
interested family the village provides a 
longer term home. The acceptance by 
Surrounding villagers of this artificial 
village has been surprisingly favorable. 
They have assisted in the construction 
of the buildings and often in the farming 
Chores. Also, neighboring villagers join 
the convalescent patients in evening rec- 
Teation. Through these natural contacts, 
the members of the convalescent village 
are accepted as their neighbors and 
friends. In a few Cases, an ex-patient has 
actually been absorbed into a villager’s 
home on a more permanent basis. The 
coming and going of neighbor villagers 
and the presence of the families of staff 
members in residence permit a much 
more normal life for the ex-patient than 
he is able to find in a conventional hos- 
pital setting. An important additional 
benefit is the economic fact that patient 
care in the village is considerably cheaper 
than in a hospital. 

Consultants from several government 
Ministries have been helpful in guiding 
the life and work within the convalescent 
villages, These services have extended 
from the Ministry of Rural Development 
and their help in Suggesting ways of in- 
cluding the patients in decision-making 
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Tesponsibilities to the Ministry of Agri- 
culture and their assistance in various 
aspects of crop production, planting of 
fish in a nearby lake, etc. It goes without 
Saying that such broad involvement by 
Bovernment agencies is one more way of 
achieving general understanding of the 
Practicality of returning the Psychiatric 
Patient to the community, 


DISCUSSION 


Unfortunately, much of what has been 
written here is impressionistic, Certain 
of the concepts Contained herein require 
Studies to place them on a more scien- 
tific basis and efforts are proceeding 
toward this end, For instance, a study 
is in progress to determine the exact 
beliefs of both relatives and patients re- 
Barding the cause and preferred treat- 
ment of the psychiatric illnesses, This 
Will provide us with additional informa- 
tion that can improve mental health edu. | 


Sults of such education, Also, a rating 
Scale for patients Boing to the convales- 


Fundamental mental health Principles come 
from the People and a mental health program 
cannot be effective unless founded on the 
culture of the nation in which it Operates. 


This suggests the sina qua non of mental 
health education. It is easy for us to see 
how important it is to understand the 
Concept of the Wazaramo Tegarding the 
onset of sudden mental illness in order 
effectively to Communicate with the vil- 
lagers near Dar es Salaam. However, 
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what is clearly apparent in another cul- 
ture may be obscure in our own. Myopia 
may cloud our vision. Of much greater 
importance than the nature of his own 
theoretical frame of reference is the pro- 
fessional’s understanding of how the 
community and the family and the indi- 
vidual view psychological disorders. 
Such a percept must constitute the bridge 
between the professional and his patient, 
whether community or individual. It 
follows that listening and understanding 
are of paramount importance. This is as 
true in Iowa City or in North Philadel- 
phia as in coastal Tanzania, Without a 
proper appreciation of this point, the 
professional can easily miss contact with 
the community he serves. 

With good reason, necessity has been 
called the mother of invention. When 
one is faced with inordinate service de- 
mands, both of a direct and indirect 
nature, one does his utmost somehow to 
meet these demands, Time and again, 
mental health workers everywhere have 
been forced to improvise. No new solu- 
tions have been discovered in Tanzania, 
The author, however, has been impressed 
with the following techniques used in 
various combinations: a directive ap- 
proach adopted out of consideration of 
the essentially authoritative family struc- 
ture in Tanzania; the use of selected doc- 
tors and nurses who undergo a period 
of apprenticeship before functioning as 
therapists and social workers; brief, 
occasional contacts that emphasize rein- 
forcement of healthy coping adaptations 
of the group or the individual; a clear, 
direct explanation of the mechanisms 
behind the many functional disorders; 
and pharmacotherapy. The success of 
these techniques carry an implicit chal- 
lenge to the huge investment of profes- 
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sional time per patient in many mental 
health programs in North America, 

The village for convalescent patients 
is a more therapeutic milieu than a hos- 
pital ward but it remains a community 
of men and women convalescing from 
a major psychiatric disturbance, It is 
fortunate that there are several contact 
points with the normal community. The 
village program in Nigeria has greater 
appeal in certain respects, This was pio- 
neered by Dr. Lambo? at Aro Hospital, 
Abeokuta, In this program, a patient 
accompanied by a relative is placed in 
a home in a nearby village while con- 
tinuing out-patient treatment, The vil- 
lage remains essentially a usual village 
but the members of the community have 
been carefully educated to understand 
the problems of the patients who are 
temporarily living in their midst. This 
seems therapeutically sound from a com- 
munity point of view, although it re- 
quires considerable ongoing staff super- 
vision. The program that has been 
developed in Tanzania is able to be put 
into effect with little expenditure of 
money and is able to be carried out eco- 
nomically and with a small number of 
trained personnel, 

The concept of the half-way-house 
has, therefore, had to undergo basic 
modification in Tanzania, This takes into 
account the rural subsistence economy, 
the traditional village community and 
the current socio-political emphases, 
However, a village largely built and run 
by patients with the assistance of inter- 
ested neighbors may have unique ben- 
efits derived from its very emphasis on 
ujamaa and self-reliance, 

Numerous factors influencing mental 
health and the mental illnesses change 
from one culture to another, but the 
basic etiological factors transcend 
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boundaries of geography and culture. 
If these principles of cultural determin- 
ism and universality apply to etiological 
considerations, it is suggested that they 
apply equally to prevention and treat- 
ment. Quite naturally, there is some 
hesitancy in applying psychiatric experi- 
ence cross culturally. Working in Africa, 
one comes to realize the hazards of using 
“western psychiatry” on the African psy- 
chiatric scene; and yet some concepts, 
especially those related to community 
psychiatry, primary prevention, and drug 
therapy are especially helpful. What 
about the reverse? Does the experience 
of an evolving mental health program in 
the developing world have anything to 
say to those working elsewhere? An 
affirmative answer, reached with some 
hesitation, suggested the rationale for 
this article. But the reader, rather than 
the author, may be in the better position 
to judge! 
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ew approaches to the delivery of 
N service and the changing theoreti- 
cal framework that has derived from 
general systems theory* have been re- 
sponses to a period of radical and dis- 
continuous change that requires, in 
turn, a reassessment of traditional super- 
visory practices. The young are in the 
difficult position of needing to learn 
something new from teachers who may 
not be familiar with current ideas, One 
model that responds to this situation is 
peer group supervision. This is a process 
by which a group of young professionals 
who meet regularly to review cases and 
treatment approaches without a leader, 
share expertise and take responsibility 
for their own and each other’s profes- 
sional development and for maintaining 
standards of clinical service. 

Peer group supervision neither fo- 
cuses on group process nor consists of 
a dyadic process of supervision in a 
group environment. It differs from ex- 
amples of group supervision in the liter- 
ature that utilize group exchange and 
interdisciplinary discussion, but continue 
to some extent the traditional model by 
including a senior leader.^? # 5 Peer 
group supervision at the Philadelphia 


Child Guidance Clinic grew out of the 
experience of staff members who felt 
that consultation with colleagues on an 
informal basis and the free sharing of 
experience was often the most valuable 
help they received in their work. 


PROCEDURE 

Two peer groups were formed, each 
having four members, both social work- 
ers and psychologists. The groups met 
two hours weekly, and also observed 
each other's work informally when pos- 
sible. One member in each group kept 
the record of caseloads, but roles were 
essentially interchangeable, so in his ab- 
sence another member filled that role. 

Each group developed a somewhat 
distinctive pattern. In Group A, mem- 
bers brought up cases they were experi- 
encing problems with, while Group B 
in addition required each therapist to 
review regularly some case selected at 
random by the other group members 
from his caseload. This allowed for some 
exposure of work unselected by the 
therapist where the therapist might be 
having success or problems that he was 
not aware of. Group B also listened to 
members' audiotapes in order to achieve 
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some balance between case-oriented and 
therapist-oriented supervision. Group A 
instituted discussions of more generic is- 
sues, such as treatment of families with 
brain-damaged children or acting-out 
adolescents. 

The groups concerned themselves 
both with formulation of cases and 
treatment approaches, While there was 
no pressure to resolve differences in 
points of view, ways were sought to un- 
derstand various suggested approaches. 
The aim of each group was to suggest 
an orientation that would allow the 
therapist to proceed on his own. At 
times, one member might be asked by 
another to join a case as a consultant 
or co-therapist because of his particular 
skills, or the group might suggest con- 
sultation with someone outside the peer 
supervisory group. 


RESULTS 

It was apparent in both groups that 
there was expertise that could be shared 
around clinical problems, The individ- 
ual experienced a feeling of worth 
when he had a contribution to make, 
which made him more willing to expose 
his lack of expertise on other occasions. 
The differing philosophical approaches 
led to a focus on what helps in treat- 
ment rather than an attempt to persuade 
other members of one’s own theory. 
Thus the group avoided the problems of 
personality and ideological differences 
that can be an obstacle to good indi- 
vidual supervision. 

The amount of free sharing depended 
heavily on the composition of the group. 
Group A found that the inclusion of a 
more experienced team leader ham- 
pered openness and limited participation. 
Too little experience by one member 
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also hindered the group because of di- 
minished participation alternating with 
disproportionate requests for help. Of 
course, there were individual differences 
in the ability of group members to ex- 
pose their work or benefit from the 
group’s suggestions, just as іп tradi- 
tional supervision. 

The size of each group seemed opti- 
mal in terms of the number of cases 
that therapists carried and that the group 
could be consulted about in a weekly 
meeting. The small size allowed mem- 
bers to become acquainted with each 
other’s work and lessened problems of 
defensiveness that increase in larger 
groups. 

The question was raised of whether 
criticism was avoided so that the co- 
hesiveness of the group would not be 
disrupted. Undoubtedly, being case- 
oriented rather than therapist-oriented 
minimized criticism. Listening to tapes 
in Group B was found to bring out more 
critical as well as defensive attitudes. 
Probably this would have been less suc- 
cessful if the group had not initially de- 
veloped a cohesiveness based on mutual 
respect and recognition of competence. 

Much of the resistance to peer group 
supervision in the clinic was expressed 
by students (who in any case would 
continue in traditional supervision) or 
by senior staff in a supervisory capacity. 
Persons who had risen through a hier- 
archical system characteristic of some 
professions were understandably more 
comfortable with that system. Some su- 
pervisors saw peer group supervision as 
an attack on their worth rather than as 
а consequence of changing demands for 
mental health services. Students who 
had a strong identification with their re- 
spective disciplines and training ob- 
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jected to the cross-discipline nature of 
the peer groups. Concern among other 
staff members was expressed by more 
experienced therapists who felt that they 
might gain little from their less experi- 
enced colleagues, 

The question of whether peer group 
supervision merely resulted in a sharing 
of ignorance was also raised, It should 
be observed that, as group members had 
already completed periods of training 
and supervision, they were not un- 
acquainted with proven techniques or 
knowledge gained from the writings of 
others. The diversity of professions and 
experience was felt to provide fresh op- 
portunity for group members to learn 
what works for other therapists. As has 
been sometimes recognized, traditional 
supervision itself can be a way of shar- 
ing ignorance and even forcing it down. 

The major disadvantage of peer group 
supervision for the clinic was the diffi- 
culty of administrative decision-making 
in the area of salary increments and pro- 
fessional advancement. It was felt that 
this could be handled by a core super- 
visor being exposed to the individual 
therapist’s work at stated intervals by 
means of direct observations and case 
reviews. Senior staff could continue to 
influence clinical work through in-ser- 
vice training programs. 
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SUMMARY 

Peer group supervision, in which 
young professionals meet on a regular 
basis without a leader to discuss and 
share responsibility for each other’s 
clinical work, has evolved as a model 
for learning that encourages flexibility 
and accountability in the delivery of 
service. It grew out of the recognition 
that in a period of discontinuity and 
rapid social change, traditional models 
for supervision do not foster the innova- 
tion in treatment approaches and the 
development of autonomy in young pro- 
fessionals that the situation demands. 
Experience with two groups suggested 
that the composition of the group in 
terms of similar amount of experience, 
however diverse, was the critical factor 
for the success of this model. 
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As I went through these books— no less ago: "I get tired Sometimes. I'm ready to 
than eight of them, and more will surely give up, then. I look at myself in the mirror 
be published in the near future—I found and I Say: man, you're a fool, a damn fool 
myself pulled back in time to a moment for staying, for Playing by the rules of a 
in the early 1960s when young, idealistic hypocritical, phony, exploitative society. 
youth, both black and white, were con- Get out. Go someplace, Live by yopr 
fidently and vigorously challenging Ameri- own rules, with people you love and 
ca’s social system in ways that many to- who love you—away from all these 
day (both in and out of communes) sheriffs and television commercials and ly- 
would consider quaint, if not futile, The ing politicians and crooked businessmen 
year was 1964, the place Batesville, Missi- and conceited academics, But I don't 
ssippi. For weeks young men and women leave; I stay and stay, and fight and fight. 
had tried to teach, to visit the rural Poor, I hope I'm doing right. I don't know, 
to organize the community. If progress had though, Like I Say, sometimes I think I'm 
been made, the basic power of a cruelly a fool,” 

Segregationist society was still untouched, Rather Obviously, he is not alone, as 
and no one could trick himself or herself every one of these books demonstrates in 
into thinking otherwise. One evening, a one way or another. Nor is our time the 
veteran of the protests, a black Southerner, first occasion for the kind of radical dis- 
stood up and surprised everyone, himself engagement from America's "mainstream" 
included probably, by saying: "We're wast- that these authors have tried to compre- 
ing our time. You can't change something hend. Ron Roberts (The New Communes) 
that’s so rotten it's little else but rotten. We isa Sociologist with a sound knowledge of 
should pull out. We should go live by our- history, and his thin but most lively and 
selves. We should learn to be free of the helpful book offers an excellent analysis of 
whole society. We should build our own {һе longstanding tradition of “dissent by 
kind of society.” He was quickly chal- withdrawal” in American life. The seven- 
lenged. How? Where? Who should try teenth, let alone the eighteenth, century 
first? And soon enough he retracted, witnessed the rise of а variety of sects, 
chalked up his comments to the ex- communities, farms, movements, groups; 
haustion and frustration of a long, tough and disenchantment is what they all had in 
day—and summer. He persists to this day common, be they Shaker religious societies 
as an organizer in the rural South. When or Owenite or Fourierist colonies more 
I see him now and hear of his hopes and Politically and economically oriented, or 
his daily struggles, he sometimes voices gatherings like the relatively well-known 
the same despair I heard almost ten years Brook Farm, with all its philosophical and 
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intellectual underpinnings. This is not to 
say that only negative feelings have 
prompted communes and other “alterna- 
tive life styles,” as they are called today. It 
is all too easy for we who work in clinics 
and offices, and by habit ask what is wrong, 
to dwell upon the moody, foresaken, trucu- 
lent side of almost any person or collection 
of people. But writers like Elia Katz 
(Armed Love) and Robert Houriet (Get- 
ting Back Together) imply, in the very 
titles they have chosen for their books, the 
obvious anger and dissatisfaction that 
have prompted thousands of young men 
and women (and an unknown number of 
older people, as well) to bid rich, power- 
ful, middle-class America goodbye and 
do what John Stickney (Streets, Actions, 
Alternatives, Raps)summarizes in the title 
of his book: take to the streets, look for 
unusual actions that frighten and dismay 
the rest of us, seek alternatives, indulge in 
Taps that eventually serve as the beginning 
of an altogether new way of communica- 
tion between people—or so it is claimed 
by those who do so. 

Though these books overlap one an- 
other, each can be thought of as a par- 
ticular kind of response to a social and 


‘psychological development whose exact 


nature and overall significance is not easy, 
right now, to define, let alone applaud or 
denounce—as social scientists often have 
ways, subtle and not so subtle, of doing in 
language coated with technical terms that 
all too often turn out to be moral meta- 
phors at best, or, more ominously, thinly 
disguised ways for this or that “power” in 
the society to make its judgments heard, 
loud and clear. The authors are thoroughly 
different in many respects, and their pur- 
poses are also by no means uniform. We 
who read this journal will find ourselves 
most comfortable with Dr. Speck (The 
New Families ) and Professor Roberts, each 
of whom has earned the titles I have just 
ascribed to him and gone on to try to 
understand people who are inclined to 
shrug off (if not show enormous con- 
tempt for) those very titles. At the other 
end of yet another *polarity" in American 
life, Paul Steiner and Meredith Maran 
(Chamisa Road), along with Elia Katz, 
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write out of their experience as young 
Americans who have had more than 
enough of the well-to-do and comforta- 
ble life they inherited from their par- 
ent. In between—both in tone and in degree 
of commitment {о their subject—are 
the others: at times curious, fascinated, 
utterly absorbed, and delighted, they can 
also be—as hard-headed essayists or jour- 
nalists have to be—suspicious, annoyed, 
saddened, and sometimes quite disgusted. 

All of these books contain common 
themes, and what distinguishes the various 
authors is the way they choose to deal with 
those themes. People who leave some- 
thing familiar and accepted in order to 
take up a different way of life cannot avoid 
bringing with them the accumulated sor- 
row and anger that has led them to pull up 
stakes, so to speak, emotionally, as well as 
spiritually or geographically. Only a fool 
expects sadness and resentment to vanish 
in the smoke of marijuana, or behind the 
doors of a commune, or in response to a 
newly found ethical system or religious 
faith. We all have our high hopes, and 
often enough our expectations of magic, 
but over the long haul each of us has to 
come to terms with life's less dramatic mo- 
ments, the ambiguities and ironies that no 
exile, however satisfactory and fulfilling, 
banishes altogether. So even young Paul 
and Meredith, over there in Chamisa Road, 
question themselves, fall prey to anger and 
doubt, become at times and in their own 
special way as self-righteous and moralistic 
as some of the worst of the New York City 
teachers they once grew to hate. Likewise 
in The Bearded Lady (Robert Atcheson) 
and Getting Back Together, as well as in 
John Stickney’s “report on the decline of 
the counterculture,” one meets up with the 
dreary, tiresome, gullible, naive, and, not 
rarely, the downright brutal side of people 
who also have in them a good deal of 
compassion, decency, and thoughtfulness. 

The more time one spends with these 
books, the harder it becomes to make 
sweeping psychological -generalizations 
about the kinds of people described. Even 
if one fancies oneself free of the anger, 
resentment, or envy that young people in 
some communes have had to bear, it is 
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hard for any of us who remain in conven- 
tional middle-class America, and in its 
urban and rural ghettoes, to escape com- 
pletely assumptions we have learned so 
Well we do not even think about them. 
Thus, we who read these books (and 
maybe anyone, however tied to the “coun- 
ter-culture,” who tries to write them) are 
inevitably tempted to call upon values and 
Standards of judgment that ironically are 
just those rejected by the people whose 
lives we are meant to understand. After 
all, for many of those whom Peter Rowley 
talked with before writing New Gods in 
America (and for many of the young 
people Dr. Speck апа his associates 
worked with, or Robert Atcheson, Robert 
Houriet, John Stickney, and Ron Roberts 
observed, or Elia Katz and Paul and Mere- 
dith feel themselves close to), time spent 
Teading, time spent studying the social 
sciences in college or various graduate 
Schools, time spent writing articles and 
books—analyzing “data” and coming to 
"conclusions"—is time wasted in the ser- 
Vice of bourgeois hang-ups: nineteenth 
century rationalism or empiricism, profes- 
sional and personal ambition, and on and 
on. Needless to say there is never any 
definitive answer to such dilemmas, and to 
the credit of Paul and Meredith, Elia Katz, 
and Dr. Speck and his colleagues, the di- 
lemmas do not go unnoticed. Mr. Katz 
talks about the “senselessness of writing 
a book," but also about the "necessity of 
writing a book." It is not that he feels 
himself unable to describe what goes on in 
the minds and hearts of his friends, A 
powerful, honest writer, he conveys what 
he wants to—the fierce determination of 
certain young people that once and for all 
they will be rid of what they feel to be so 
very awful, corrupting, barbarous, and 
murderous. Still, he went to talk with his 
publisher and took the time and energy to 
write for “us,” whom he no doubt at times 
finds hopeless indeed. So it goes in 
America, even for those who feel them- 
selves to be most unequivocal about the 
political, economic, and social system. 
None of these books is boring or murky. 
There is inherent drama in the efforts of 
young people to take on a powerful na- 
tion’s culture by building another one, and 
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many of the Protagonists, as it were, come 
across as vivid, lively, and thoroughly 
persuasive—even as others will strike 
Some of us as mad, utterly mad. For that 
reason Dr. Speck is quite right to mention 
R. D. Laing as a mentor of sorts. Yet, I 
wonder whether it is fair to disregard com- 
pletely a more traditional psychiatric view 
of at least some of the people and events 
Portrayed in these books. A good number 
of the men and women interviewed are 
quite willing to acknowledge the inner un- 
Test and turmoil, even the frank episodes 
of anxiety and depression, the periods of 
extreme loneliness and emptiness, that 
prompted a try at drugs, a go at “rapping” 
with one or another “group,” a search for 
a new kind of life in a new and markedly 
different setting. I have never liked the 
arbitrary way some of us in psychiatry, 
psychology, and social work distinguish 
between the “environment” and its influ- 
ence on the one hand and the so-called 
“agencies” of the mind on the other—as 
if at any point in life the deepest layers of 
the unconscious are not, in themselves, 
very much part of a given society, a partic- 
ular culture and moment of history; but 
there is a danger, too, in emphasizing so- 
cial and political issues so exclusively that 
the integrity of the life of the mind be- 
comes absurdly (perhaps cruelly) ignored. 
Here, for example, is a statement Dr. 
Speck and his co-workers have seen fit to 
make: 


We are not recommending long trips for 
anyone. However, in a world that has turned 
to drugs almost as a last resort for a solu- 
tion to the forms of political violence and 
warfare around us, we do not believe in per- 
petuating myths about the universal danger 
and destructiveness of a brief period of use 
of psychedelic drugs. Nor do we believe that 
Social repression of the drug itself will in- 
fluence the drug behavior or patterns of mod- 
ern youth, when in fact social repression it- 
self is the very source of the problem. 


real sense of what a number of young 
people feel, talk about, want out of life, 
are trying to find for themselves and those 
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they love. And to a point the reader also 
obtains a moving and instructive lesson in 
the opportunities the “participant-ob- 
server” social scientist can find for himself 
if he only will let himself or herself be; 
that is, try to hear and see and respond in 
mind and heart to others—without that 
peculiar insularity and stiffness (if not 
smugness) so many of us learn in the 
course of becoming “professionals.” There 
comes a point, though, when Dr. Speck 
and the others who worked with him and 
helped him write a book begin to lose their 
balance—a not uncommon event in the 
lives of those who have done such work. 
We have, at first, been necessarily (and 
justifiably) nervous and restrained (“up- 
tight” is, of course, the word these days) 
when we began the particular “research” 
we have chosen to do. Slowly we relax, 
lose some of our “hangups,” get on better 
with those we are trying to understand, 
feel less challenged, less “defensive,” more 
“with it." Yet, hopefully we still maintain 
our sense of life’s complexity. After all, 
“we” are not “they;” nor is it our job to 
dissolve, in our nervousness and eagerness 
to affiliate ourselves in certain respects 
with “them,” a whole range of thoughts 
and ideas we have every right to insist 
upon for ourselves—and, yes, maybe for 
“them,” too. So, ironically, Paul and 
Meredith and Elia Katz, not to mention 
dozens and dozens of people who appear 
in the other books mentioned above, 
would be the first to tell Dr. Speck that 
they did not only turn to drugs as a re- 
sponse to the world’s many injustices, terri- 
ble and continuing though they be. Nor do 
terms like “social repression” deserve to 
be used as the sweeping, unqualified source 
of everything and anything. It can be bad 
enough these days as it is; nothing is 
gained, no moral virtue proven, when we 
lend ourselves to the grossest kinds of sim- 
plifications—which soon become absurd 
distortions, 

Even so, I recommend Dr. Speck’s 
book; at least he reached out, tried to 
fathom how others think and feel without 
quickly classifying them, labelling them 
this or that, calling them a host of subtly 
and not so subtly pejorative clinical terms. 
He errs, as a number of us are tempted to 
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err when we feel most confronted by the 
demands, the ideals, and, yes, the serious 
difficulties of those we have (for our own 
reasons and іп our own manner) chosen 
to spend time with and come to know. 
Then it is that we often are tempted to 
throw not only caution but common sense 
to the winds—and rush to "them," full of 
every kind of unblinking approval we can 
muster. Meanwhile "they" make do as 
best they can, and often enough never 
have a chance to go over what we come to 
believe and then get to say in the papers or 
articles or books we write. It is too bad— 
because I believe the message these books 
give us more than anything else is that the 
young people who have taken drugs, gone 
to communes, found new forms of reli- 
gious faith, broken so drastically (and at 
times ostentatiously and noisily) with 
their past, continue to struggle as we all 
do and must with the ups and downs of 
life, with the doubts and hesitations and 
moments of pettiness or worse that even 
the finest, most joyful and decent of people 
find themselves upon occasion feeling and 
imposing upon others, however beloved. 
And if cynics can over-emphasize the im- 
plications of such a state of affairs, some 
of us who work most earnestly and sympa- 
thetically with young people can, with 
equal foolishness, forget that which is obvi- 
ous yet often eludes us—those utterly hu- 
man possibilities (for the good, for the 
bad) that make any social experiment at 
once a challenge, a risk, an opportunity, 
and a potential disaster. 
Robert Coles, M.D. 
Harvard University Health Services 
Cambridge, Mass. 


YOUTH AND SOCIAL CHANGE 


Richard Flacks 
Chicago: Markham. 1971. 147 pp. 


There are a multitude of overly simple, 
unidimensional characterizations of to- 
day's youth: pleasure-seeking, despairing, 
revolutionary, rebellious, acting ош, 
spaced out, high, uncommitted, dedicated, 
and alienated. There are an equally great 
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number of unidimensional explanations: 
technology, drugs, hypocrisy, the Vietnam 
war, the draft, television, affluence, cyber- 
nation, parental permissiveness, and the 
weakening of the family. 

Belden Fields has noted how much freer 
we are to generalize from casual observa- 
tions about the college-age group than we 
would be about blacks, or the aged, or the 
power elite. In this climate of easy general- 
izations it is a delight to see a book that 
takes the study of contemporary youth 
seriously, and that brings to bear the best 
that is known, psychologically and socio- 
logically, to an understanding of what the 
youth culture is, how it got that way, and 
what it portends for the future of Ameri- 
can society. 

The market for facile explanations and 
descriptions, Flacks notes, is created by 
the fact that something really new is hap- 
pening. Reasonably well-to-do youth with 
bright personal futures in store for them 
are electing an identification with an ap- 
parently spontaneous movement (һай 
threatens the established way of life. The 
phenomenon is new in history, but a care- 
ful look at the chronology of events, the 
evolution of distinguishable styles of par- 
enting, and the consequences of youthful 
contiguity imposed by mass higher educa- 
tion, makes it possible to distinguish cer- 
tain genuine subcultures recognizable as 
"youth," and to see these as understand- 
able products of familiar principles of so- 
cialization, and social change. The group, 
"youth," is characterized not by physical 
puberty and chronological age, but by 
common social expectations and experi- 
ences. 

The beauty of Youth and Social Change 
is that the author can speak generally 
about social trends, and specifically about 
human accommodations to them. He can 
note such important social and economic 
trends as the growth of the education in- 
dustry to prepare technically competent 
people for corporate and public bureau- 
cracies, and also present highly differenti- 
ated images of the parents who produced 
the Bohemians and Beatniks during the 
apathetic and conforming fifties, or the 
parents of the early radical activists. Using 
data where it is available from his own 
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studies, and others such as that of Kennis- 
ton, the author builds a case to show the 
effects of the American economy and 
values upon different types of educated 
and professional parents whose offspring 
were indeed the leaders of the radical 
movement, of the original hippie counter- 
culture, and those who led the merger. The 
serious scholarship of the work comes 
through as Flacks shows the youth culture 
to be not merely reactive to parents, but 
generative of its own standards as well. He 
draws upon such anthropological concepts 
as the diffusion of cultural elements to ex- 
plain how aspects of an early "intellectual 
youth  culture"— music, hair, fashion, 
drugs, and even a new consciousness re- 
garding the value of experience and the 
declining legitimacy of the nation state— 
have come to spread through activist or- 
ganizing, and through the military, into 
the wider society. Making excellent use of 
his observations of Isla Vista—the scene 
of the bank burning in Santa Barbara— 
and the Berkeley South Campus area, 
Flacks shows the forces of coming to- 
gether and the strains toward dissolution 
in the youth community. : 

Flacks's major conclusions are of a poli- 
tical nature and are cautiously optimistic. 
He writes: 


A society in deep historical crisis has reacted 
to the point where fundamental social and 
cultural transformation is necessary. That 
Society, quite unwittingly, has produced a 
generation capable of making that transfor- 
mation. 


This generation does not have an 
easy task. The early hopes of radical stu- 
dents to break the Dixiecrat-Republican 
coalition by registering black voters in the 
South have been dashed—often bloodied, 
The seductive standards of the media— 
that one must be a noticed hero, must win 
in order to be counted—have hurt the 
movement toward noncompetitive, trust- 
ful relationships. The frustrations stem- 
ming from such media images are illus- 
trative of the book's main point, viz., that 
the society created a new social type called 
youth. It then dashed the hopes and re- 
stricted the ways of life in which this group 
could live with its new aspirations and feel- 
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ings. The constriction of jobs, generally, 
and of truly creative opportunities for 
livelihood, in particular, have added to 
„the despair of youth. On the other hand, 
the antimaterialistic values and the con- 
cerns for developing a sense of commun- 
ity, so absent in the American scene, are 
spreading, and the awareness of injustice 
is not lost. Flacks notes that the propor- 
tion of young voters in society is growing 
rapidly. 

Youth revolt is a sign that a new culture and 
a new social order have been placed on the 
agenda of history. The promise of youth can 
only be fulfilled if youth is transcended—if 
the young and the not so young, who have 
a common interest in a new social order, 
come together to make their collective mark 
and help each other realize their common 
dream. 


Flacks’s book is not one that urges peo- 
ple to empathize with idealistic youth, or 
one that helps us to experience firsthand 
what hard rock, yoga, Zen, or hanging 
loose feel like. What the book achieves is 
precisely what it promises: a solid under- 
standing of how our society is changing, 
arrived at through an intensive and schol- 
arly study of youth, the inevitable agent of 
that change. 

Marc Pilisuk 
University of California 
Berkeley, Calif. 


MENTAL RETARDATION 

AND ITS SOCIAL DIMENSIONS: 
Studies of the Child Welfare 
League of America 


Margaret Adams 


New York: Columbia University Press. 1971. 315 
рр. $10.00 


THE MENTALLY RETARDED CHILD 
AND HIS FAMILY: 
A Multidisciplinary Handbook 


Richard Koch and James C. Dobson, eds. 
New York: Brunner/Mazel. 1971. 504 pp. $15.00 
The interest in mental retardation has 


received a strong impetus during the last 
decade and a half through support from 
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influential sources. Though the momen- 
tum has somewhat slowed now with the 
reduction of governmental leadership and 
funding, public concern and professional 
involvement in this once badly neglected 
condition continue. Two important books 
in the field of mental retardation have 
been published this year. They explore, 
each in its own way, the wider implica- 
tions of mental retardation and the inter- 
play between the retarded and the social 
structure in which they find themselves. 
Both books concern themselves with diag- 
nostic techniques and necessary services. 
They are both excellent reference books 
and, to some degree, complement each 
other. They will be quite useful to the prac- 
titioner and to the student in the field and 
will have much to offer to workers in 
those professions that only incidentally 
come in touch with the problem of mental 
retardation. 

Mental Retardation and Its Social Di- 
mensions is written by a single author 
from a single frame of reference—that of 
social needs and social services, Miss 
Adams writes from the vantage point of 
extensive experience in the field in this 
country and abroad and with a great deal 
of empathy for the retarded and those 
affected by this problem. She states in her 
introduction that in lieu of the usual ap- 
proach of centering attention on the clini- 
cal model and the disabilities, she is using 
the concept of social role and social in- 
teraction as it relates to retardation, Her 
emphasis therefore is on “those aspects 
of retardation in which social work can 
be a major mediating discipline.” There 
is no claim that social problems and social 
work intervention are the major or only 
aspects of what she calls a “protean” con- 
dition, but her focus on this one quite 
pervasive problem area permits for con- 
siderable depth in exposition. Material is 
well organized and clearly presented, with 
detailed attention to the many gradations 
of the condition and the pronounced varia- 
tion in the clientele to be served. 

Miss Adams explores concepts and meth- 
ods of social work and their specific appli- 
cation to the services for the retarded 
client and his family. She sees the family 
members not only as a necessary tool in 
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the management of the retardate, but as 
clients in their own rights whose needs 
have to be fully appreciated and for whom 
services have to be provided. Her position 
is that such an approach will not only 
better protect the handicapped, but as- 
sure maintenance of individual and social 
function for the whole family. Miss 
Adams’ concern is with the impact mod- 
ern social conditions have on the retarded 
—the effect of industrialization, the diffi- 
culties created by family mobility in our 
times, and the changes in services brought 
about by society’s alternating conditions 
of affluence or economic stress. Miss 
Adams discusses the variations in social 
work relationships necessitated by the pe- 
culiarities of the condition. She states that 
the social worker, responding to the di- 
versified needs created by the shadings 
and by the internal and external dimen- 
sions of the condition, must choose be- 
tween establishing a “crisis relationship” 
with her clients at the time of pressure 
on the individual, a long term “supportive 
relationship" to compensate for continu- 
ing personal or environmental inadequa- 
cies, and a "retainer relationship" to meet 
periodic needs in this chronic condition. 

Case illustrations sprinkled throughout 
the text are well chosen to concretize con- 
ceptualized presentations, The writing is 
always lucid and convincing and the ap- 
proach to problem solving often original 
and always practical. 

The Mentally Retarded Child and His 
Family, in contrast, does not quite meet 
the promise of the title. Though there is 
careful consideration of the retarded child, 
of some of the causal factors in retarda- 
tion, and of many of the necessary serv- 
ices, the family is given incidental con- 
sideration only. There is verbal recogni- 
tion in several—especially the social work 
—articles that retardation is a family prob- 
lem and that the family is in need of ap- 
propriate services. Neither these needs nor 
available or proposed services are spelled 
out. Attention to family involvement cen- 
ters primarily on the need to obtain their 
cooperation on behalf of the retarded 
child. 

The basis for this approach may lie in 
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the particular bias of the book, which, al- 
though not stated, is quite apparent. 
Though the book consists of contributions 
from many authors from a great variety 
of professions, the point of departure is 
a medical one. The medical sections are 
thorough and quite complete. The other 
contributors either see themselves as aid- 
ing the physician in his task, or make little 
or no reference to any of the other profes- 
sions involved. This is particularly regret- 
table since the book is presented as a mul- 
tidisciplinary handbook. Several authors 
make mention of the multidisciplinary ap- 
proach and there is a chapter on the Mul- 
tidisciplinary Team. However, there ap- 
pears to be little concept of an actual team 
approach, There is no presentation of the 
team and its functioning as a unified body. 
In a true team, the status of team mem- 
bers would be equal, and the respective 
roles would have to be interchangeable, 
according to diagnostic findings and case 
needs. This does not mean interchanging 
of professional roles, though there is often 
considerable overlap. It does mean that 
the designation of “core” profession, and 
deliverer of information and treatment, 
would change with changing case needs, 
with the other team members serving as 
consultants. Such an approach makes al- 
lowance for the complexity of the condi- 
tion and permits comfortable collaboration 
among team members. 

The chapter on the multidisciplinary 
team offers primarily a listing of the pro- 
fessions involved and describes briefly 
their specific functions on behalf of the 
client and of other team members. There 
is no indication that there is, or should 
be, organic integration of the individuals 
into a team, and of interaction toward a 
mutually agreed goal. 

In line with the general focus on the 
medical approach, causation of mental 
retardation is discussed only in terms of 
biological factors. This is done with great 
care and thoroughness and offers excellent 
resource material. Other causal factors are 
almost completely neglected. The chapter 
on motivational aspects that could well 
have encompassed some of the other 
causal factors, fails to do so. Dr. Meno- 
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lascino, in his chapter on psychiatric as- 
pects, does indicate that retarded func- 
tioning may indeed be at times the effect 
rather than the cause of psychiatric devi- 
ation. Early deprivation, social conditions, 
etc., are not given much space. This omis- 
sion may have to do with the cultural and 
social setting in which most of the con- 
tributors function. 

In terms of the book’s usefulness as a 
reference source, the chapter on psycho- 
logical assessment deserves mention. It 
provides a very inclusive overview of tests 
available, their usefulness as well as their 
shortcomings. 

The exploration of diagnostic services 
is impressive. Treatment considerations 
are unfortunately not given quite the same 
space and thoroughness, Interestingly, 
medical treatment is not discussed at all 
in spite of its important role in the modifi- 
cation and improvement of function in 
the retarded. The psychiatrist, the nurse, 
and the educators explore treatment pos- 
sibilities and goals in their specific areas 
of interest in some detail. It is refreshing 
to find that Dr. Menolascino sees value in 
application of a modified kind of direct 
psychotherapy for the retarded, He rec- 
ommends that the retarded child should 
preferably be removed from his family 
during this period without considering the 
possible deeper long term gains for the 
whole family if they participate in treat- 
ment while they learn to manage the child. 

Though the social workers make men- 
tion of social work treatment, they do not 
spell out treatment methods and goals. 
They indicate that the family of the re- 
tarded is often in need of direct help, but 
there is no detailed consideration of the 
kind of help needed and the ways in which 
it could be delivered, 

Since Miss Adams’ book gives consid- 
erable space to treatment concern, meth- 
ods, and agency settings in which treat- 
ment can be offered, I would restate that 
the two books complement each other 
and should find their way together into 
the libraries of those concerned with the 
problem of retardation, as well as those 
concerned with aspects of human need 
and with relief for conditions that, though 
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they cannot be cured, can certainly be 
modified, 


Helen 1.. Beck, ACSW 
Norwalk, Conn. 


BEHIND GHETTO WALLS: 
Black Families in a Federal Slum 
Lee Rainwater 

Chicago: Aldine. 1970. 446 pp. 


Behind Ghetto Walls is an excellent 
title; it provokes many associations and 
expectations in the mind of the prospec- 
tive reader, One expectation, especially 
in the mind of the lay reader, is a de- 
scription of the people, the life style, the 
joys, the sorrows, and the manner in 
which these diverse entities are realized 
in the ghetto. Some of this description the 
author provides, 

This book, like many of its genre, de- 
picts not only the despair, anger, and de- 
pression of many of the ghetto denizens 
but also their utilization of denial, sub- 
limation, and introjection, to name a few 
prominent defenses essential for survival 
behind ghetto walls. It is interesting that 
in the vignettes given, there is little evi- 
dence of violence as manifested by bat- 
tered children, emotionally neglected chil- 
dren, or rejected children. There is, 
however, more than sufficient witness to 
violence inflicted on the residents in multi- 
ple direct and indirect ways from persons 
and institutions outside of the St. Louis 
project studied. 

The book portrays some features of the 
life of low economic black families in a 
government housing project. This is ac- 
complished through selected excerpts of 
interviews with Pruitt-Igoe residents and 
with commentary on these interviews. The 
style is not unparalleled and neither is the 
material reported. Both, but most particu- 
larly the latter, have ample precedence in 
the papers, articles, and books of sociol- 
ogists, psychologists, psychiatrists, novel- 
ists, current and former urban ghetto resi- 
dents. The histories presented demonstrate 
different personality and character types 
as well as how these different types inter- 
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act and handle adversity. Here again the 
material is not unexpected. 

Another expectation, which this re- 
viewer found unmet, was that the book 
would explore what really supports and 
thus is behind ghetto walls. That is, what 
is it like on the side of those who imple- 
ment their power by adding—and utilize 
their resources to sustain—more supports 
to the several estates that wall the ghet- 
toes? 

One aim of this research was to get a 
“basic analysis of the conditions under- 
lying the pathological behavior currently 
found in urban public housing and hope- 
fully, in new proposals for social remedies 
for these pathologies.” From the material 
presented, one can see atypical and patho- 
logical behavior in the Pruitt-Igoe resi- 
dents; however the same data does not 
provide sufficient history, discussion, or 
analysis of the people or institutions that 
comprise the underlying conditions. It 
would seem that if new social remedies 
are to be proposed, material should be 
gleaned and presented that would explore 
thinking patterns of urban planners, econ- 
omists who create the rich substrata for 
growth of ghetto environments; of archi- 
tects who design ghetto space with ex- 
clusion of privacy and ultimate inclusion 
of dehumanization; of educational tech- 
niques that neither enlarge the understand- 
ing and options for expression of feeling, 
nor educate the wall makers to the quality 
of life their construction makes; and of 
health systems whose absence is rudely 
Teflected in statistics that preventive mea- 
sures could markedly reduce, 

The author states that this volume, 
which is primarily based on material col- 
lected between 1963-1966, will not deal 
with “macrosocial” issues related to the 
families in Pruitt-Igoe, i.e. the social, po- 
litical, and economic forces that effected 
their lives, The intent is to focus, through 
case histories and extrapolation from 
them, on only an understanding of the 
lives of the housing development residents 
and thus narrow the approach to compre- 
hension of the victimization of low in- 
come housing residents, Although this de- 
limiting of information may have merits 
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in its avoidance of a too inclusive scope, 
it has poignant demerits for its exclusion 
of material that is essential for adequate 
case history analysis. It is difficult to com- 
prehend how any discussion, analysis, and 
potential recommendation could ever be 
considered for a people without due at- 
tention to their current past and present. 
Some of the very recent history of St. 
Louis is reflected and should be noted in 
the residents of this study when they 
briefly acknowledge and more quickly 
deny the complicity and contributions of 
others for some of their difficulties. One 
wonders what were the conditions that 
underlay the negation of extrospection. It 
is even more curious, given the fact that 
these interviews were conducted contem- 
poraneously with the Black Power move- 
ment, the emergence of young black lead- 
ers, and the mushrooming of positive 
black consciousness, that there is little evi- 
dence in this volume of their existence. 

Studying the residents, getting informa- 
tion from them without correlating or in- 
corparating the data with the significant 
events of a particular stage of individual 
or group development, again not only 
limits essentials needed for an integral in- 
terpretation and understanding of people 
who usually find themselves limited but, 
paradoxically and more importantly, adds 
another unnecessary brick to the behavi- 
oral science bastion that can also victi- 
mize walled ghetto residents. 


Robert H. Sharpley, M.D. 
University Health Services 
Harvard University 
Cambridge, Mass. 


DEPENDENCE IN MAN: 
A Psychoanalytic Study 


Henri Parens and Leon J. Saul 


New York: International Universities Press, 1971. 
261 pp. $10.00 


It is extraordinary how seemingly pro- 
found and exhaustive the exploration of 
the “obvious” can appear to be if we em- 
ploy a jargon and theoretical framework 
that has the pretension of being scholarly, 
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and fundamental. The authors of this 
study take 244 pages to delineate, docu- 
ment, affirm and reaffirm, categorize and 
classify the phenomena of dependency in 
man, With the recognition that “man be- 
gins his conscious psychic life in a state 
of psychological dependence on the ob- 
ject” (Freud) they proceed to explicate— 
with elaborate references to Freud and 
other psychoanalysts, ethologists, biolo- 
gists and philosophers—that the human 
infant arrives in a state of total depen- 
dence on the good will and benevolence 
of a mothering person. This state of de- 
pendence gradually decreases with the 
maturation of one’s physiological and psy- 
chological skills until the later years of 
physiological and psychological deteriora- 
tion when once again we become depen- 
dent on the good will of a caretaking 
community. This condition is so well 
understood that the utilization of libido 
theory concepts in the most laborious, 
tedious, and repetitive fashion adds al- 
most nothing to the understanding of how 
this state of dependency ultimately affects 
our characterological development. 

While emphasizing the need of the “ob- 
ject” to fulfill the dependent needs at 
every point in man’s development, it is 
extraordinary that notions of inter-depen- 
dence, inter-relation, and the effects of 
such transactions on the psychological de- 
velopment of the receiver as well as the 
giver are barely mentioned in the entire 
book. Dependency is viewed as a one-way 
process that may or may not be satisfied on 
the bases of some libidinal, sensual, libi- 
dinal-affectional, or ego developmental 
need. 

This book is in the tradition of the early 
1900s, in spite of its references to the 
later developments in ego psychology. The 
concepts of transactional or systems theory 
or the significant outgrowths of ego psy- 
chology have not fundamentally altered 
the orientation of the authors, who ap- 
proach the problem as an instinctually de- 
rived and libidinally frustrated or satisfied 
need. This occurs through "objects" in the 
outer world. Consequently, they minimize 
the essential issues in man's development 
that derive from the relative absence of 
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instincts and the essential influence of the 
role of learning that takes place during 
the prolonged state of physiological and 
psychological dependency. 

This state, while extreme during in- 
fancy and childhood, is always present in 
man and requires interaction, involve- 
ment, and the benevolent relationships of 
mutual inter-dependence that never disap- 
pear entirely. Independence, self sustain- 
ment, and self esteem are derived from 
successful inter-dependent relationships. 
Therefore, the understanding of role and 
effect of dependency can only be achieved 
by studying it in the context of the de- 
pendent relationship, since the partner also 
has dependent needs that are fulfilled in 
this symbiotic partnership. This book only 
hints at this matter rather than explicitly 
dealing with it and therefore leaves the 
impression that dependency can be studied 
and dealt with as a seperate phenomenon. 
It offers nothing new, nor does it stimu- 
late us to review or rethink our concep- 
tions about dependency in man. 

Leon Salzman, M.D. 

Deputy Director 

Bronx State Hospital 

Clinical Professor of Psychiatry 
Albert Einstein College of Medicine 
Bronx, N.Y. 


BRAIN DAMAGED CHILDREN: 
A. Modality-Oriented Exploration 
of Performance 


Cynthia P. Deutsch and Florence Schumer 
New York: Brunner-Mazel. 1970. 162 pp. $7.95 


MINIMAL BRAIN DYSFUNCTION 
IN CHILDREN 


Paul H. Wender 
New York: John Wiley. 1971. 242 pp. $10.50 


The concept of the "brain-damaged" 
child has been broadened of late so that 
this term may be used to describe chil- 
dren in whom central nervous system dys- 
function is presumed solely from their 
behaviors, as well as those in whom there 
is demonstrable evidence of organic dam- 
age. In these children, there may be evi- 
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denced such behaviors as hyperactivity, 
brief attention span, distractibility, im- 
pulsivity, emotional lability, perseveration, 
restlessness and a variety of perceptual 
problems. Many designations for this syn- 
drome have appeared: these include Mini- 
mal Brain Dysfunction, Neurological Im- 
pairment, and more recently, the Child 
with Learning Disabilities, Diagnosis and 
treatment of the child with central nervous 
system dysfunction, whether demonstrated 
or presumed, are of multi-disciplinary 
concern. The physician, the psychologist, 
the social worker, and the special educa- 
tor search for some way to provide 
prompt, timely, and effective intervention 
to minimize the child's handicaps and to 
facilitate his optimum development in 
every aspect of personal growth. 

The interactions among the various dis- 
ciplines dealing with the brain-damaged 
child are in their early stages. There is 
a lack of common assumptions, a lack of 
agreement on diagnostic criteria, and no 
common frame of reference in which 
each discipline may make its contribu- 
tion. So it is that these two books can 
deal with children with central nervous 
System dysfunction with practically no 
overlap in material. Minimal Brain Dys- 
function in Children by Wender presents 
the point of view of a physician, while 
Brain-Damaged Children by Deutsch and 
Schumer is a report of research psycho- 
logists. 

Dr. Wender's book, or more properly, 
as he prefers to call it, his essay, is based 
on his experience with several hundred 
minimally brain dysfunctioning (MBD) 
children; it is written in two parts, In 
Part I, he deals with the characteristics, 
etiology, diagnosis, prognosis and manage- 
ment of the MBD syndrome. In Part II, 
he proposes a neurophysiological model, 
bio-chemically based, to explain MBD. 

Wender says that MBD is probably the 
single most common disorder seen by 
child psychiatrists, that its existence is 
often unrecognized, and that its preva- 
lence is almost always underestimated. 
He deals with the disorder as a syndrome 
in which the most frequent and prominent 
symptom is hyperactivity. So pervasive is 
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the problem, in his opinion, that he is able 
to say, 


With no further knowledge, any preadolescent 
child admitted to a child guidance clinic is 
probably in the category (MBD) until proven 
otherwise. If, in addition, one knows that a 
child is not bizarre or retarded and has not 
been recently disturbed by a presumably noxi- 
ous environment, one can make the diagnosis 
with some certainty. This diagnostic technique 
lacks subtle nicety but is quite effective. (p. 61) 


Of primary value in diagnosis are the be- 
havioral history of the individual, and his 
response to the stimulant drugs; less valu- 
able is the psychiatric interview, and of 
questionable value are the results of neu- 
rological examination and psychological 
testing. 

Wender's major thesis in Part I is that 
the correct diagnosis and treatment of the 
MBD syndrome is based on the use of the 
stimulant drugs. If the treatment works, 
the diagnosis is correct. He also points 
out that, nevertheless, perhaps one-third to 
one-half of the MBD group “manifest a 
‘neutral’ response to treatment” (p. 100) 
—that is, no response other than the ap- 
pearance of side effects, and that the stim- 
ulant drugs are much less effective in chil- 
dren under the age of six. Thus, Wender’s 
theory fails in a considerable fraction of 
the MBD cases. 

His approach is sweeping. He says, 


I am obviously opting for a trial of stimulant 
(amphetamine or methylphenidate) therapy in 
all children in whom the diagnosis of MBD is 
suspected . . . The failure to employ stimulant 
drugs in MBD children is not a sign of their 
doubtful therapeutic efficacy but is rather a 
clear-cut indication of the biases and prejudices 
of American child psychiatry over the past 
thirty years . . . Only the views that most 
children's problems are psychological in origin 
and that the administration of drugs to chil- 
dren represents poisoning of the brains and 
minds of the innocent could prevent wide- 
spread use of such effective agents. (p. 130) 


Part I, in addition to providing a 
manual for the medical practitioner on 
the specifics of drug administration and 
management, with important details relat- 
ing to side effects, also provides practical 
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information on counseling the family and 
the patient, 

The review of the literature, while in- 
teresting, is not comprehensive. Data from 
studies reported in the literature are in- 
terpreted rather freely to support Wen- 
der’s position. In several cases, Wender 
revised the statistical treatment of data by 
other researchers; by using one-tailed tests 
in these cases, he found support for his 
point of view, while the results had pre- 
viously failed to support his position. 
Such arbitrary treatment of data weakens 
a case that otherwise has considerable 
merit. 

In Part П, “The Theoretical Basis of 
the MBD Syndrome,” Wender proposes 
that in fact MBD children have an ab- 
normality in the metabolism of mono- 
amines: serotonin, norepinephrine, or 
dopamine. This biochemical abnormality 
supposedly affects behavior by the impair- 
ment produced in the reward mechanism 
of the brain, and in the activating system 
of the brain. Drawing an analogy with in- 
sulin and diabetes, Wender suggests that 
the effectiveness of the stimulant drugs is 
an indication that the body is failing to 
metabolize the monoamines, which are 
then externally provided by the medica- 
tion. If research validates Wender’s model, 
it will then be important to investigate its 
developmental aspects; for example, how 
this deficiency is demonstrated before the 
age of six when the stimulant drugs are 
far less helpful in diminishing the symp- 
toms, It will also be necessary to offer an 
alternate diagnosis for these children with 
whom the stimulant drugs are not effec- 
tive, and for those children with MBD in 
whom hyperactivity is not present. 

Wender assembles considerable valuable 
information. It is a pity that, despite his 
intention to separate his speculations from 
the factual data, his speculations intrude 
everywhere to the point of appearing pros- 
elytizing. His style is informal and con- 
versational. He aims for clarity and sim- 
plicity through a reliance on an abundance 
of analogies that is at times disconcerting 
in a scientific presentation. In contrast, he 
retains technical medical terminology. His 
profuse use of footnotes is also a bit dis- 
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tracting; these notes contain material that 
should properly be included in the text. 
The serious student will be frustrated by a 
literature review that can report (p. 178) 
that “some studies have revealed that” 
with no specific references to the studies. 

Wender makes only passing reference 
to educational management. The case 
studies in the book tend to imply a one- 
to-one correspondence between drug treat- 
ment and school success. The special 
educator will take exception to the implica- 
tion that with drug treatment the child will 
learn, with no need for a special educa- 
tional program. 

This book is a personal statement of 
the experiences of an observant physician, 
and of his belief that a biochemical dis- 
order lies at the base of the MBD syn- 
drome. It can serve as a stimulus for more 
precise research. It will also be useful to 
the pediatrician and to the child psychia- 
trist who is not familiar with MBD, and 
for those who seek more information 
about drug treatment. The careful diagnos- 
tician will reject Wender’s symptomatic, 
rubber-stamp approach in which medica- 
tion is the panacea, in favor of differential 
diagnosis and individually prescribed treat- 
ment in which medication may be one 
facet of a more comprehensive plan for 
assisting the child diagnosed as MBD. 
Wender's position is extreme and contro- 
versial, and his essay should provoke con- 
siderable discussion. 

Brain-Damaged Children by Deutsch 
and Schumer is a report of a study that 
attempted to assess the abilities of brain 
damaged children to profit from training 
in three sensory modalities (vision, hear- 
ing, touch). Considering the pathway 
from the sensory organ to the brain as a 
channel, Deutsch and Schumer hypothe- 
size that the behavorial defects and def- 
icits in brain injured individuals may be 
a result of faulty communication and 
feedback from one channel to another. 
They assume that "the brain has input 
control functions, and that brain damage 
upsets . . . or interferes with the normal 
process of treating information from input 
channels.” They assume further that “un- 
less an input-mapping orientation is 
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adopted, problems will arise in connection 
with understanding either the extent or the 
nature of the disability.” By mapping in- 
put, they feel that they will be in “a better 
position to clarify whether or not simple- 
sensory, integrative central, or response 
motor functions are disabled.” They 
hoped also to explore how much of the 
inability of the brain damaged child to 
conceptualize may be attributed to faulty 
input processes rather than to a central 
inability to deal conceptually with per- 
ceived stimuli. 

Their study mapped the abilities of a 
sample of brain damaged children of nor- 
mal intellectual capacity, and a control 
group of neurologically intact children, 
along tasks of increasing difficulty in the 
three sensory modalities, and on concep- 
tual tasks as well, using tasks which pre- 
sented stimuli to only one modality. The 
authors compared the performance of sub- 
jects on uni-modal tasks with their per- 
formance on those tasks that required in- 
tersensory integration or perceptual motor 
coordination. In some cases, they used 
test items that were available in the lit- 
erature; in other cases, they devised their 
own material. 

The thirty-nine brain damaged subjects 
were drawn from New York City and 
New Jersey classes for the brain injured, 
and had been so diagnosed by the appro- 
priate professional personnel associated 
with each individual school system. Diag- 
nostic criteria are not clear. Children 
ranged іп age from six years one month 
to twelve years six months. IQ range, as 
tested on the Arthur Point Scale of In- 
telligence, for the brain damaged group 
was 61 to 119 (mean IQ 86.97), and for 
the controls 82 to 111 (mean IQ 109.62). 
One subject was receiving drug therapy at 
the time of the study. All children were 
eliminated from the study who had dif- 
ficulty attending to tasks, or were so hy- 
peractive or distractible that they could 
not stick with the tasks, or had gross motor 
dysfunction making it difficult to manipu- 
late materials. 

The study was well conceived and care- 
fully researched, but it suffers from flaws 
in its choice of a sample. The authors 
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themselves indicate that developmental 
changes within the wide age span from 
six to twelve years of age tend to obscure 
the results, particularly differences be- 
tween groups. The sample, whether be- 
cause of numbers or because of age dis- 
tribution, unfortunately did not lend itself 
to a developmental or age-specific analysis 
that would permit comparison of results 
at each age level. Despite the desire of 
the authors to study brain damaged chil- 
dren of normal intellectual capacity, the 
two groups were not comparable: the ex- 
perimental group, testing at borderline 
level (with some subjects testing at the 
mildly retarded level) is compared to a 
control group whose mean is at the high 
normal level, and with no control subject 
testing below 82. This is the most serious 
flaw in this study. 

Although only one subject received 
medication during the study, it would have 
been wise to exclude that subject at this 
time, since there is no way of assessing 
the effect of medication on sensory input 
and intersensory integration. 

On the whole, Deutsch and Schumer 
confirmed their hypotheses, They found 
no "general perceptual impairment," but 
rather impairment in specific modalities, 
particularly vision and hearing, and dif- 
ficulties in intersensory integration. There 
was some indication that the difficulties 
of the brain damaged subjects in dealing 
with abstractions seem related to their 
sensory input problems, and not entirely 
to a central inability to deal with con- 
cepts. Interestingly, they also conclude 
that training the child to attend and to 
discriminate should be most effective in 
improving general performance. This sup- 
ports the experience of special educators 
who have been providing such training in 
the classroom. 

The book is compact and lucid. One 
third of the work is given over to a very 
fine review of the literature on the brain 
damaged child, with particular emphasis 
on sensory modalities and intersensory 
integration. The lack of an index for the 
valuable materials in this monograph seri- 
ously limits its usefulness; for this the pub- 
lisher must be faulted. Photographs or 
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line drawings of the visual test material 
developed by the authors would have been 
helpful. 

The technique called “mapping” by 
Deutsch and Schumer is similar to the 
psycho-educational profile used by special 
educators to inventory the skills and def- 
icits of the child with learning disabilities. 
This book, therefore, represents a thought- 
ful initial effort to provide a scientific 
basis for such psycho-educational prac- 
tices and to outline research that should 
provide scientific assistance for teaching 
more effectively. 

The book is valuable to the psycholo- 
gist and to the student as a reference, and 
as a source of ideas for further work in 
this area. 

Lillie Pope, Ph.D. 

Chief, Psycho-Educational Division 
Coney Island Hospital 

Brooklyn, New York 


LOWER-CLASS FAMILIES: 
The Culture of Poverty 
in Negro Trinidad 


Hyman Rodman 


New York: Oxford University Press. 1971. 242 pp. 
$8.00 


That this book had to be written reveals 
more than the book itself. A straight-for- 
ward and skillful account of the impact 
of poverty on lower-class Caribbean 
family organization the book labors 
mightily for 198 pages to produce what 
adds up to a “mouse” of a conclusion: 
*. . . the patterns of lower-class family 
life and of lower-class value modifications 
help the lower-class person adapt to the 
chronic deprivations he faces.” Damn! 
Now, one hundred years after Booth and 
Engels on London’s poor, Le Play on 
France’s poor, and so on and so forth it 
still seems necessary to wax eloquently 
against creeping middle-class moralism in 
analysis of lower-class life, and to call for 
an appreciation of the dynamic flexibility 
(circumstance-orientation) that character- 
izes many lower-class members who are 
themselves guided by a value-stretch. 
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Based on eleven months of widespread 
field research (1956-1968) among 100 
Cocanut Villagers in Trinidad, and draw- 
ing on "value-stretch" theory familiar to 
those who have profited from Rodman's 
excellent journal contributions over recent 
years, the book is always engaging and 
informative. With care and reason it 
builds toward a terse and helpful delinea- 
tion of life-style elements, one that Rod- 
man immodestly judges "the best explana- 
tion we have so far" of the sequence of 
lower-class family organization: 


Man's occupational statusman's marginal 
economic position» man's marginal position in 
the family (and associated peer ties)» marital- 
shifting (and associated casual attitude be- 
tween spouses) woman's responsibility for 
the children-child-shifting (and associated 
attitudes about maternal care). (p. 184). 


Careful to note that he is dealing here 
with tendencies, and not with an inevi- 
table sequence of events, Rodman never- 
theless holds back from anything but a 
one-paragraph hint that lower-class mem- 
bers can overcome this sequence—though 
how, he prefers to leave to other writers. 

Plainly on the side of the angels, and 
academically exemplary, Rodman's quiet 
monograph can stand as a roaring indict- 
ment of scholarly anachronisms and ivory- 
tower irrelevance. Rodman is probably 
correct: For a host of bad reasons it may 
still be necessary to write academic books 
urging academics to stop “leaning on" the 
poor, and to heighten their appreciation 
instead of the far-reaching impact of the 
economic variable and the ingenuity of 
the (economic) have-nots. But this is all 
so shop-worn; it has long been understood 
by novelists and cabbies, club-house poli- 
ticians, and even "innocents" on the other- 
wise uneven New Left. Why are aca- 
demics still in need? Charles Valentine's 
answers (Culture and Poverty, 1968) are 
none too flattering, and, given the growing 
influence of academic mandarins in public 
affairs (including the pending Council of 
Social Advisers) the situation is somewhat 
ominous. 

After nearly a decade of false starts the 
poor may finally gain some real power 
leverage in the 1970s (the family aid plan, 
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the educational voucher plan, and other 
breakthroughs are critical). Whether or 
not academics will catch up soon, that is, 
modernize their perspective on the poor 
and on poverty, is far more problematic, 
but Rodman’s monograph can certainly 
help. Replete with detail on Caribbean 
realities, the book offers much to students 
of Third World Life patterns, cultural ad- 
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aptability, and black values. Rodman has 

shown the way quietly before; we are 

obliged to catch up now so that all of us 

might go forward to still more deeper 
matters. 

Arthur B. Shostak, Ph.D. 

Department of Sociology 

Drexel University 

Philadelphia 
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LETTERS TO THE EDITOR 


(Continued from page 362) 


being introduced and bought as a “sci- 
ence”? Consciousness is obviously the 
most precious resource of future advance- 
ment, and comatose automatism some- 
thing we must progressively overcome. 
Mental health professionals who find the 
latter “useful” should think of all the 
crimes against humanity that have at one 
time or other been considered extremely 
useful to those who perpetrated them. We 
need a methodology of consciousness 
rather than the continuation of our tired 
400-year-old naturalistic world picture 
that, after having inspired the mechaniza- 
tion of nature, would now offer nothing 
better than the mechanization and self- 
oblivion of man. 


J. Herbert Fill, M.D. 
Commissioner 

Dept. of Mental Health and 
Mental Retardation Services 
City of New York 


The Child as Property 


TO THE EDITOR: 


It seems suitable that the tradition 
started by the child in Hans Christian 
Andersen's story should be carried on by 
E. M. Bower, an advocate for children 
before the term became fashionable, in 
his Opinion in the October 1971 issue of 
the JOURNAL. As he points out, after two 
years and a million dollars, the emperor is 
still naked—handsome, well proportioned, 
attractive, to be sure, but naked neverthe- 
less. 

It is as if we in the mental health pro- 
fessions have not yet learned that to have 
the influence we seek, and that more often 
than not the politicians would like to grant 
us, we must not only be able to produce 
reasoned discourse, but we must also make 
pragmatic sense; despite internal differ- 
ence, we must be able to arrive at agree- 
ment on workable programs that have the 


* clear support of a majority in the profes- 


sion—and by workable I don’t mean 
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within budgetary limitations, necessarily, 
but, as indicated in the article, with clearly 
stated priorities and cost estimates. The 
basic problem is that we have not learned 
how to negotiate and collaborate with each 
other when the differences are as basic as 
questions of priority; perhaps, operating 
as most of us do, surrounded by an aura 
of virtue, it is difficult to recognize the 
validity of another’s position. The only 
possible outcome of such a situation is a 
standoff, where everyone gets his “bit” in 
with no effort at perspective. Which is pre- 
cisely what happened in the Joint Com- 
mission Report. 

But, despite its thoroughness, one issue 
of major significance was skirted in the 
Report, an issue of particular relevance to 
the many youngsters to be found in the 
childhood situation of Lee Harvey Oswald 
—namely, how tenaciously are we going 
to hold on to the principle of the child as 
property of the parent, to do with as the 
latter sees fit? I have been impressed—as- 
tonished—at the extent of denial and 
treatment refusal, even among parents of 
adolescents where the behavioral disturb- 
ance is uncontrollable, let alone situations 
with younger kids who can still nominally 
be kept under control; no amount of per- 
suasion short of actual court order will get 
these people to seek help for their kids. 
Technically, Child Welfare services are em- 
powered to intervene on the basis of abuse, 
I suppose, but in my experience they are 
loathe to do so even in cases of physical 
abuse when not extreme, because of a dis- 
like for the inevitable challenge and court- 
room hassle. Some kind of shift in legal/ 
social philosophy will have to occur before 
this changes. I think such a shift is possible 
without endangering our traditions of 
freedom. That it will be difficult and com- 
plex—of course; that there will always be 
a grey area—naturally; that it will require 
careful exploration with outspoken civil 
Tights lawyers goes without saying; and 
that whoever ultimately speaks out on the 
issue will be subject to all sorts of abuse— 
that’s history. 

Did the Joint Commission even discuss 
this at their meetings? 

Simon L. Auster, M.D. 
Washington, D.C. 


RHINEBECK 
COUNTRY SCHOOL 
Established 1954 


Designed eed to serve the mildly 
retarded, the borderline child, or the 
slow learner. Special therapeutic services 
for the slow child with emotional dis- 
turbances and the neurologically іш- 
paired. Co-ed, ages 8-20. Beautiful 
country estate of 140 acres, pool, gym, 
farm, shop, modern physical plant. 


Leonard О. Zneimer, 
Rhinebeck, New York 12572 


914-TR 6-7061 


PSYCHIATRIST 


Community 
Two-year-old, expanding Compre- 
hensive Mental Health Center in 
Northern New Jersey. Additional 
elements covering Hearing and 
Speech; Rehabilitation; Retarda- 
tion, etc. Mental Health staff of 
40. 


Board Certified or Eligible; licensed 
to practice medicine in New Jersey. 


Full or Part-time, 


Competitive salary and fringe bene- 
fits. 


Contact: Stanley Liutkus, Ph.D. 

Executive Director, 

Mount Carmel Guild Community 
Mental Health Center 

17 Mulberry Street 

Newark, New Jersey 07102 


MAIMONIDES 
COMMUNITY MENTAL HEALTH CENTER 


now has positions open for full time 


Staff Psychiatrists 
New York State license required. Full range Call 212 853-1200 or write 
of clinical services in conjunction with in- Montague Ullman, M.D., Dir. 
novative community programs. Community Mental Health Center 


MAIMONIDES MEDICAL CENTER 
4802 Tenth Avenue, Brooklyn, N.Y. 11219 


BEAUMONT RESIDENTIAL SCHOOL 


AND CAMP Liberty, N.Y. 
For the Child with Perceptual or Adjustment Problems 
A small residential facility providing a warm supportive atmosphere In which each child can optimally 
learn and mature. Under the supervision of qualified professionals, each child's needs are assessed and а 
unique program of academic learning and social experiences is offered. Approved under Section 24407 
of the New York State Education Department. 
During the summer months a full residential camp program Is offered which also includes children not 
at the Beaumont School. 
. . . Limited Enrollment 
Executive Director: Gerald Burday, Ph.D 
Child Psychologist 
Dr. ©. Burday, Beaumont School, Liberty, N.Y. 12754 
(914) 292-6430 


-.. Small Classes. 


three Башы 
new books COMMUNITY MENTAL HEALTH 


== IES) Volume П • Edited by Harvey H. Barten, M.D. and 
Leopold Bellak, M.D. 


Volume | of Progress in Community Mental Health — the 
highly praised collection of far-reaching analyses of con- 
temporary issues — was primarily devoted to visualizing 
the potentialities of the Mental Health Movement. Volume II 
focuses more on the problems. First, it critically explores 
the ways and strategies for meeting the special needs of 
diverse segments of society. Second, it takes a careful 
look at emerging difficulties — reduced federal support, 
limited manpower resources, identity problems within the 
Movement. 288 pp., $9.75 


CHANGING FAMILIES 


A Family Therapy Reader * Edited by Jay Haley 


Reflecting a balance of concern in the field of family 
therapy between therapy technique on the one hand and 
dynamics and diagnosis on the other, this excellent col- 
lection of articles represents twenty years of pioneering 
effort and results. 

Including several not previously published, the papers 
are arranged chronologically to give the reader a sense 
of the evolution in the field. 353 pp., $9.75 


PSYCHOEDUCATIONAL 
EVALUATION OF THE 
PRESCHOOL CHILD 


A Manual Utilizing the Haeussermann Approach 


By Eleonora Jedrysek, Zelda Klapper, Ph.D., 
Lillie Pope, Ph.D., and Joseph Wortis, M.D. 


This manual provides a simple, standardized observa- 
tional and testing procedure that allows a teacher and 
other interested persons to view the actual level of func- 
tioning, the range of capabilities, and the development a 
child displays. 

A triumph of functional design, this manual can fit into 
a teacher's everyday teaching and observations, allowing 
her to set immediate training goals and an appropriate 


! curriculum. 160 pp., spiral bound, $8.95 Test forms: $5.00 
per package of 50 


Grune & Stratton 111 Fifth Avenue, New York, N.Y. 10003 


AOA BOOK CLEARANCE SALE 


The following publications are available at reduced price in order 
to clear our shelves. They are classics in their field. 


With purchase of a subscription to the American Journal of 
Orthopsychiatry 


($16 per year; student rate $10 per year) 


$2.00 per volume: 
THE SIX SCHIZOPHRENIAS, S. J. Beck, Ph.D., 1954, 238 pp. 


Reduced from $5.50 

ORTHOPSYCHIATRY AND THE SCHOOL, Ed., Morris Krugman, Ph.D., 

1958, 265 pp. Reduced from $4.50 

CASE STUDIES IN CHILDHOOD EMOTIONAL DISABILITIES, Vol. Il, Ed., 

George Gardner, Ph.D., M.D., 1956, 353 pp. Reduced from $5.50 

$5.00 per volume: 

CHILD GUIDANCE, Ed., Simon H. Tulchin, 1964, 325 pp- 

Reduced from $8.50 


Without purchase of a Journal subscription. Any three of above four 
books: $10.00 


While quantities last 


FURTHER EXPLORATIONS OF THE SIX SCHIZOPHRENIAS, Herman B. 
Molish and Samuel J. Beck, 1958, 40 pp. will be included with each copy of 
THE SIX SCHIZOPHRENIAS (described above). 


PROGRESS IN ORTHOPSYCHIATRY: SELECTED PAPERS, 1955, 80 pp. 
will be included with each copy of any other book purchased. 


Order from: 
AOA PUBLICATION SALES OFFICE 
49 Sheridan Avenue 
Albany, New York 12210 


Payment must accompany order. 
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THE CHILDREN'S DIVISION 
OF THE MENNINGER CLINIC 


The Children’s Division provides outpatient M 
consultation, diagnosis, individual casework ‘ 
and psychotherapy, as well as family therapy. i 
In-patient examination of a limited number 4 

М write: 

N Coordinator of. 

i Admissions 
Children's Division 
m~; Вох 829 


of children is also available. 

The Children’s Hospital provides residential 
treatment for emotionally disturbed children 
from age five to sixteen on admission. It is 


Bonnie Phillips residence, the Chris Luhnow į | 
residence and the Southard School—Activities | 
Building. It also includes а ten bed 5 
closed unit. | 


located оп а 25 acre campus and includes the ---. 
{ Торека, Капзаз 66601 


or call collect: 
913-234-9566 
ext. 2665 


DICTIONARIES 
WEBSTER Psychiatric—Mental Health 


Library size, 1971 edition, brand Clinical Nursing 
new, still in box. Cost new: $45.00. Specialist 


Will Sell for $15 


Deduct 10% on orders of 6 or more. 


Two-year-old, expanding Compre- 
hensive Mental Health Center in 
Маре Northern New Jersey. Responsi- 
NORTH AMERICAN ble for Inpatient Unit with inter- 
LIQUIDATORS disciplinary and community orien- 
1450 Niagara Falls Blvd. tation. Competitive salary and 
Dept. W-1245 fringe benefits. 


Tonawanda, New York 14150 
C.O.D. orders enclose $1.00 good will deposit. Contact: Director of Nursing 
Pay balance plus C.O.D. shipping on delivery. Mount Carmel Guild Community 
Be satisfied on Inspection or return within 10 
days for full refund. No dealers, each volume Mental Health Center 
17 Mulberry Street 


specifically stamped not for resale. 
Please add $1.25 postage and handling. New Newark, New Jersey 07102 


York State residents add applicable sales tax. 


\ 


4 PSYCHIATRIC RESIDENCIES ` 


rehensive Community Mental Health Center housed on the campus of Mai- 
monides Medical Center, with full эн of clinical and preventive иен, 
. The experience will include training in ай 


approved for 3 year Lipsy dar ты 
erapeutic modalities and in addition will provide the theoretical and 
wi ee era ылаң ум Sic ыш Skane 
nity Psychiatry and Child Psychiatry. Stipend $9500 to $11,000. 
Write to: 


MONTAGUE ULLMAN, M.D., Director 
Community Mental ‘Health Center 

Maimonides Medical Center 
920 48th Street, В WY. 11218 


THE ANDERSON SCHOOL 


Psychiatrically oriented, college prep, and general programs. Grades 8-12, Coeducational, B 

year-round, residential. Guidance staff and psychiatrists consult in use of modern toch- 

niques to further academic, recreational, and social development. Tutoring intensively 

used to solve educational imbalances. Emphasis on educational and social adaptation. 

Our primary aims are growth and personality adjustment for each student. Entrance 
referred during early adolescence. Est. 1924. Permanently accredited by New York State 
partment of Education. 


For further information contact: David А. Lynes, Headmaster, Staatsburg, N.Y. 12580. 
Phone: 914-889-4871. 


CHILD PSYCHIATRY RESIDENCIES OFFERED: 

MICHIGAN-ANN ARBOR, YPSILANTI: “Where it’s at” 

New Child Psychiatry Residencies offered in an innovative, established clinical program, Community 
Child Psychiatry, Day Treatment, Out-patient and Residential Treatment offer opportunities for a 
variety of treatment techniques. Crisis intervention ("life-space" interview); behavioral therapy, 
pharmacotherapy; individual, group and family treatment methods; dynamic, social and develop- 
mental psychiatry taught. Learning by independent study, seminars, supervised experiences. Multi- 
disciplinary staff including: six child psychiatrists, pediatrician, pediatric neurologist, psychologists, 
social workers, special education teachers, speech therapists, occupational therapist, recreational 
therapists, etc. 

Program affiliated with the University of Michigan and a variety of clinical settings including: com- 
munity mental health centers, guidance clinics, etc. Salaries negotiable. Contact: Exissa Р. BENEDEK, 
M.D., York Woods Center, Box A, Ypsilanti, Michigan 48197. Phone: 313-434-3666. An Equal 
Opportunity Employer. 


THE CHILDREN'S CENTER 


A residential treatment center for the epileptic child who has compelling emotional or social 
adjustment problems. 

It is the goal of the Center to return children to their communities as functioning members of 
society. To this end therapy, counseling and education are combined to create a comprehensive 
approach to each child's problems. 


THE NATIONAL CHILDREN'S REHABILITATION CENTER 


Post Office Box 1260 Leesburg, Virginia 22075 Phone (703) 777-3485 


University Affiliations: John Nardini, M.D., Medical Director 
American Univ. Dept. of Education Evelyn Beggs, Ed.D., Education Director 

Va. Commonwealth Univ. L. E. Schlesinger, Ph.D., Director of Research 
Dept. of Social Work Bernard Haberlein, M.A., Director 
Georgetown Univ. & Medical School 
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SUMMARY OF WORKSHOPS 
AOA 47th (1971) ANNUAL MEETING 


Summaries of 75 Workshops, panels and sessions and selected symposia 
as reported by each Chairman and Reporter. Approximately 550 words 
long, each Summary reports the highlights of discussion and recommen- 
dations of the program event. 


A correspondent is listed with address for each Summary. This person 
is prepared to answer questions and to furnish additional material about 


the event. 


"Areas of general concern to Ortho are clearly spelled out and аге 
vividly depicted in the summaries.” 


Irving N. Berlin, M.D. 
Professor of Psychiatry and Pediatrics 
University of Washington 


Order from 


American Orthopsychiatric Association 


1790 Broadway 
New York, New York 10019 


Enclosed is $ for 1971 Summary of Workshops 


- 1-9 copies at $3.00 each 10-24 copies at $2.50 each 
25 and over at $2.00 each 


Mail to 


NAME 2 


ORES ln a o: WA ia 


(Please include Zip Code) 


CLASSIFIED NOTICES braska Psychiatric Institute finds itself with several 

Vacancies in its Child Psychiatry Fellowship Program. / 

Straight copy ads only. Box number service is not This University based institute offers inpatient (20 
available for personnel vacancies; the name and beds), outpatient, and daypatient care for disturbed 
address of the agency must appear. Rate is $2. per children with a family therapy approach. Trainees 
line. Closing date six weeks before month of issue. аге assured of a balanced exposure to all modern 
> 2 concepts in the discipline with well supervised ex- 

INDIANA—STAFF PSYCHIATRIST: Primarily interested perience in working with a wide range of disturbed 
in working with children and adolescents, individ- children and their parents plus intensive com- 
ually and in groups, Established Mental Health munity involvement through a wide range of social 
Center in new facilities is expanding child Program. agencies coordinated by the Institute's Division of 
Eclectic philosophy. Competitive salary, plus attrac- Social and Preventive Psychiatry. Fellows are ex. 
tive and Comprehensive fringe benefits. Private Pected to take part in the teaching of medical stu- 
Practice possible. Growing community of 245,000 dents, interns and residents; senior Fellows usually 
has 4 College campuses within metropolitan area, are awarded University faculty rank, The program 
Near Lake Michigan beaches and fishing. 1% hours is flexible with a wide range of elective experiences; 
from Chicago by саг. Write to: Harold б. Nichols, excellent salary structure with fringe benefits, This 
M.D., Medical Director, Mental Health Center of program is fully approved for American Board Certifi- 
St. Joseph County, Inc., South Bend, Indiana 46617. cation and the British D.P.M. For additional informa- 


tion please write: Merrill T. Eaton Jr, M.D., Pro- 
MASSACHUSETTS — PSYCHIATRIST: Massachusetts я иб " 
Hospital on North Shore constructing $1,700,000 fessor cand Қ лд О И d 
Psychiatric Wing to be integral part of Community South ee а vs em EAS Y e 2 
Mental Health Program for area; serve as Chief of 90! venue, Omaha, Nebraska, 
Service and during planning phase advise on design 
of facilities and program, Unusual opportunity for — PENNSYLVANIA—Community Mental Health Center | 
Creative individual with organizational abilities. Cur. һа epenings for both full time and part time | 
riculum vitae, references, and special interests in Psychiatrists. Psychiatrists interested in а diversi. | 
field required: salary open. Write to: Henry E. Moran, fied practice and desirous of innovative types of 
Administrator, Union Hospital, 500 Lynnfield Street, therapies should apply. The Center is serving a catch- 
Lynn, Mass. 01904, ment area of approximately 200,000 persons. |п- 
quiries and dossiers should be sent to: Franklin 
NEBRASKA—Child Psychiatry Fellowships: Due to E. Jones, Personnel Director, P.0. Box 8076, Phila- 
loss of several residents to military service, Ne- delphia, Penna. 19101. 


now available on 35 mm slide film 


THE BENDER VISUAL MOTOR GESTALT TEST 
Lauretta Bender, M.D. 


Used as a maturational test in visual motor gestalt 
function in children; to explore retardation, regres- 
sion, loss of function, and organic brain defects in 
both adults and children; with personality deviations, 
especially where there are regressive phenomena, 


set of nine 35 mm slides of test cards with instruction manual: $10 


order from 


AMERICAN ORTHOPSYCHIATRIC ASSOCIATION 
1790 Broadway 
New York, N.Y. 10019 
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There's more to a childs 
intelligence than just IO! 


The Scales 
Verbal . 


Quantitative . 


Perceptual— 
Performance 


Memory ...... 


General ...... 
Cognitive 


The Abilities Measured 


..ability to deal with verbal 


concepts 


.ability to use numbers—in 


counting and in solving 
problems 


ability to reason with con- 
crete materials 


short term memory—both 
visual and auditory 


.motor coordination and 


lateral dominance 


an overall mental index based 
on the tests in the V, Q, and P 
Scales 


The new McCarthy Scales of 
Children's Abilities for ages 
21-87 will help you assess 
six aspects of the young 
child's intellectual 


and behavioral 


development. 


The McCarthy Scales of Children's Abilities 

П utilize tasks that are designed to be suitable for both 
sexes, as well as for children from various ethnic, 
regional and socio-economic groups 

П are standardized on a carefully selected sample con- 
trolled for age, sex, color, geographic region, and 
father's occupation 

O not only enable the psychologist to make judgments 
about the child's probable success in school and other 
life situations, but also provide information of value in 
the differential diagnosis of learning disabilities 
Dr. Dorothea McCarthy is Professor Emeritus and former 
Director, The Child Guidance Clinic, Fordham University. 
For free descriptive brochure with price information, 
write to: 


Y 


The Advisory Service 
THE PSYCHOLOGICAL CORPORATION 
312 East 45th Street, New York, N.Y. 10017 
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Brown Hall 


Brown Hall and Ninety Acres, 
our companion units for young 
men and women respectively, 
have developed comprehensive 
new treatment programs for 
young adult patients in need of 
residential psychiatric services, 
This includes those youth who 
have not responded to out-patient 
treatment as well as those who 
require continuing treatment fol- 
lowing intensive hospital care. 


FOR CONSULTATION OR INFORMATION 


CALL TOLL-FREE 


From Out-of-State: (800)-531-5305 


From Texas: (800)-292-5404 


Write: 

The Registrar 
Department No. N-2 
THE BROWN SCHOOLS 
Р.О. Box 4008 

Austin, Texas 78751 

or call: (512) 478-6662 


Milieu therapy and psychoactive 
drug therapy under medical super- 
vision are standard under the 
expanded program, while individ- 
ual and group psychotherapy are 
available for use when indicated. 
Concomitant with treatment, the 
patient enrolls in classes designed 
to maintain academic progress, 
receives anintroduction to various 
vocational pursuits, participates 
in а well-planned physical edu- 
Cation program, and joins an 
accepting peer group_in coedu- 


S 


Expanded 


residential 
treatment 


for 


Ninety Acres 


all 
in beautiful, modern, safe facili- 
ties specifically equipped for 
these purposes. 


cational social activities . . . 


With this supplement to our ex- 
isting program at the Oaks, the 
Brown Schools are now geared 
to treat emotional disturbance, 
whether schizophrenic or not, in 
children and youth of any intel- 
lectual capacity and of any age. 


THE BROWN 
SCHOOLS 


*Five Separate Campuses 
Austin * Sag Marcos, Texas 
Established 1940 


*Our fifth campus. the Oaks. is solely for 
the treatment of emotionally disturbed 
children and adolescents. з 


ORTHOPSYCHIATRY 


The AMERICAN JOURNAL OF ORTHOPSYCHIATRY is published five times a year. 


Papers published іп the JOURNAL are se- 
lected both from those submitted directly to 
the Editor and from those presented at the 
Association’s annual meeting. The Editorial 
Board reserves the right to reject any manu- 
script and to suggest modifications prior to 
publication. 

THE JOURNAL is dedicated to the better un- 
derstanding of human behavior and to the 
more effective treatment of behavior disorders. 
Selection of articles for publication is based 
on their originality, adequacy of method, 
significance of findings, contribution to theory 
and clarity and brevity of presentation. 

As the official publication of the American 
Orthopsychiatric Association, Inc., the JouR- 
NAL contains the proceedings of the annual 
meetings. Manuscripts of all papers presented 
at the meetings, except workshop presenta- 
tions, must be deposited with the Editorial 
Board by July of the year in which they are 


presented. Publication elsewhere than in the 
JOURNAL or by the Association is prohibited 
unless and until the Editor releases a paper. 

The Association assumes no responsibility 
for any statements of fact or opinion in the 
papers printed. Nor does acceptance of adver- 
tising in the JOURNAL imply endorsement of 
the Association of any of the products or 
services advertised. 

Editorial correspondence, manuscripts for 
publication, books for review and other ma- 
terial for notice should be addressed to the 
Editor, AMERICAN JOURNAL OF ORTHOPSYCHIA- 
TRY, 1790 Broadway, New York, N.Y. 10019; 
business communications, subscriptions, orders 
and remittances, to AOA Publications Sales 
Office, 49 Sheridan Avenue, Albany, N.Y. 
12210. Please notify the Albany office 
promptly of change of address, giving both 
the old address and the new one. Zip code 
must be given for both old and new address. 


Subscriptions: $16 per volume; foreign, $17 
(in U.S. funds) Two years $30; foreign, 
$32. Single issues, $4.50. Make checks pay- 
able to American Orthopsychiatric Associa- 
tion. 

Student Rate: $10 per volume; foreign, 
$11. University students in the several fields 
of the social and medical sciences may obtain 
applications for the student rate from the As- 
sociation office. 


Bound Volumes: Vols. 1-38, 1930-68, Li- 
brary bound set, $1235. Paper bound set, 
$1080. Library bound volume, $32.50. Paper 
bound volume, $28.50. Available from AMS 
Press, Inc., 56 East 13th St., New York, N.Y. 
10003. 

Microfilm: All issues of the JOURNAL are 
available on film. For information on order- 
ing, contact University Microfilms, 300 North 
Zeeb Rd., Ann Arbor, Mich. 48106. 


INSTRUCTIONS TO AUTHORS: Manuscripts 
submitted for publication in the JOURNAL 
must be the original copy and one duplicate, 
typed on one side of firm paper, double- 
spaced, with margins of at least one inch. Poor 
copies, thin paper and single spacing are un- 
acceptable, and manuscripts so prepared will 
be rejected. Manuscripts should be in final 
form, with consistent headings and subhead- 
ings. Indentations or other special arrange- 
ments of the text should be clearly indicated. 
The entire manuscript should be double- 
spaced, including quotations, footnotes, refer- 
ences, bibliography and tables. 

Footnotes should appear at the bottom of 
the manuscript page on which they are cited, 
and be indicated by the asterisk system. 

References should be alphabetized and num- 
bered in alphabetical sequence, the numbers 
cited in the text above the line (for ex- 
ample,1°), Information should include, in the 
following order: the names of all authors, the 
year of publication, the full title, the journal 
or publisher spelled out fully (if book pub- 
lisher, the city and state, or country), and the 
volume, issue and page numbers, where rele- 
vant. (See references throughout this issue for 

examples.) Do not underline. 2 


Drawings, photographs and graphs (all art 
work) should be on stiff, white paper in India 
ink. They should be large and clear enough 
to be legible when reduced for printing. Their 
location in the text should be indicated pre- 
cisely, and they should be plainly numbered 
to correlate with the text. Write lightly with 
pencil on the backs of photographs, so as not 
to mar their surface. Only glossy photographs 
reproduce well. 

Alterations made by the author after an 
article is in proof will be charged to the author 
at the printer's regular rates. Use standard 
proofreader's marks for corrections. In making 
changes, remember that manuscripts are edited 
according to the JOURNAL'S style. 

Reprints can be ordered only when return- 
ing corrected galley proof. Rates are shown on 
the order form sent with authors' galleys. The 
JOURNAL assumes no responsibility beyond 
transmitting the order. Reprints are shipped 
from six to eight weeks after publication of 
the issue in which an article appears. 

Articles must be exclusively for publication 
in the AMERICAN JOURNAL OF ORTHOPSYCHI- 
ATRY. 
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LETTERS TO THE EDITOR 


Indian Drinking Patterns 
TO THE EDITOR: 


In a recent article," I call explicitly for 
the kind of systematic, situational observa- 
tions of the occurrence of “Indian drink- 
ing" and "white drinking" as provided by 
Joseph Westermeyer [Options Regarding 
Alcohol Use Among the Chippewa, Jour- 
NAL, April 1972] in his account of drinking 
behavior among Minnesota Chippewa 
people. Like Westermeyer, I found the folk 
taxonomy of drinking patterns that is em- 
ployed widely by Indian people themselves 
to be a reliable and useful categorization 
to distinguish between behavior sets fol- 
lowed by Indian people under different 
socio-cultural circumstances surrounding 
drinking occasions. 

In addition to being gratified that West- 
ermeyer has provided a completely inde- 
pendent and specific test of my general 
hypothesis that "Indian drinking" is a 
means of validating Indian identity—a 
“ticket” to acceptance as Westermeyer puts 
it, I also share most emphatically his meth- 
odological approach. Proper understand- 
ing of the so-called Indian drinking prob- 
lem can only be achieved when we cease 
viewing it as a problem, i.e., personally 
and socially dysfunctional. It is neither 
“bad” nor necessarily “good,” but a func- 
tionally adaptive cultural pattern that, 
along with others, serves to express resis- 
tance to the threat posed by white society 
to the continuation of Indian socio-cul- 
tural distinctiveness. It is a boundary- 
maintaining mechanism. It communicates 
the message, “I am an Indian" to other In- 
dian people who might doubt one's com- 
mitment to his native origins, and to whites 
who assume Indian people are eager to 
identify wholly as white or, indeed, al- 
ready do so. 

Westermeyer also provides further sub- 
stantiation of the excellent book by Mac- 
Andrew and Edgerton,? which documents 
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how drunken behavior is learned and cul- 
turally patterned and that alcohol, contrary 
to popular and some learned opinion, does 
not affect the central nervous system as a 
personality disinhibiting agent. As Wester- 
meyer's studies show, Indian people can 
and do choose to alternate between pat- 
terns of "Indian drinking" and “white 
drinking” according to their own assess- 
ment of behavior that would be appro- 
priate to a given social setting. Even ab- 
stinence, whether occasional or total, re- 
lates to cultural imperatives and individual 
choices concerning the Indian-white socio- 
cultural boundary. 

My own observations among Woodland 
and Sub-arctic Indian groups parallel 
Westermeyer’s observations, in that avail- 
ability of other alternatives than “Indian 
drinking" (e.g., Indian leadership roles or 
employment that does not interfere with 
fulfilling Indian community obligations or 
actually reinforces Indian identity posi- 
tively in the Indian and white communi- 
ties) to validate Indian identity shows a 
correlation with increasingly judicious 
management of “Indian drinking” or actual 
abstinence. However, as Westermeyer also 
suggests, there are differences among total 
abstainers some of whom are marginal to 
the Indian community and not only do not 
drink but do not participate much or at 
all in any Indian community activities and 
see abstinence as “ticket” to acceptance as 
white. 

Nancy Oestreich Lurie 

Professor, Dept. of Anthropology . 
University of Wisconsin 
Milwaukee, Wisc. 
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К.1.5.5. AND KIDS: 
A MANDATE FOR PREVENTION 


Eli M. Bower, Ed.D. 


University of California, Berkeley, Calif. 


Ca what is prevention? To 
some the content and substance of 
prevention is like the amorphous pud- 
ding that Winston Churchill refused to 
eat because it had no theme. Others see 
it as public health territory where, like 
Gaul, it is divided into three parts—pri- 
mary, secondary, and tertiary. What is 
usually being prevented in the public 
health paradigm are specific diseases. 
Polio, diphtheria and typhoid are only a 
few examples of illnesses that have been 
routed by primary preventive programs. 
Waiting in the wings are illnesses such 
ав cancer, Down’s syndrome, gout, 
Huntington’s chorea, and others. These 
will in time also be controlled by pri- 
mary or secondary preventive actions. 
But, as Dubos pointed out to this As- 
sociation several years ago, solving prob- 
lems of disease and illness is not the 
whole ballgame. If we go the preventive 
route what we need to seek are not ways 
of defending life but of activating it, of 
enhancing or extending the mediational 
or ego processes of people. We want to 


develop in people the kind of fierce 
awareness that makes living an adven- 
ture in helping oneself and others to 
explore their own possibilities. Thus, 
our preventive goal is not the avoidance 
of disabilities but the creation of posi- 
tive strengths. We might call this people 
promotion, or health promotion. 
Prevention and promotion in mental 
health have in the past been so tightly 
tied to mental illnesses that any fool- 
hardy or misguided adventurer who 
stumbled into this arena was continually 
plagued by the question—does what you 
do prevent mental illnesses? Unfortu- 
nately, mental illnesses are only one of 
many end points in human failure. There 
are inadequate personal and social re- 
lationships, apathetic and desultory re- 
lationships to self and to life, maladap- 
tive criminal behavior, poor health and 
occupational adjustment, dependency, 
alcoholism and other drug abuse prob- 
lems, neurotics who stockpile goods and 
money, and those unfortunates who can- 
not escape a general lassitude toward 


DR. BOWER was President of the American Orthopsychiatric Association, 1 971-72. This address 
was presented at the Presidential Session of the Association’s 1971 annual meeting, in Detroit. 
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self and others. The modes and roads to 
human failure are many and varied. 
Preventive and promotion programs 
need to be tied into the human condi- 
tion in all its manifestations. 


SOCIAL SYSTEMS AND CHILDREN 

Some years ago Abraham Kardiner 
proposed the phrase “key integrative 
Systems” to describe those primary insti- 
tutions that give pattern and meaning to 
the basic personality of the individual 
and to the society in which he lives. 
I've added “social” to the phrase to 
make it into an affectively laden acro- 
nym (KISS) and to refocus the field of 
preventive action on four key arenas. 
These are 1) health services, especially 
to prospective mothers and young chil- 
dren; 2) families; 3) peer-play arrange- 
ments—both formal and informal; and 
4) schools. Consider that each of these 
KISS arrangements is primarily and in 
most cases wholly man-made, that each 
is lashed to the other with strong ecologi- 
cal chains, and that the Kiss quartet is 
mandated on children with practically 
no alternatives. After birth, the essential 
confinements of a child's living space are 
family, peer-play groups, and school, in- 
cluding religious instruction, music les- 
sons, and Sesame Street. 

We are well aware that not all chil- 
dren thrive at all times within the kiss. 
Some require occasional social first aid, 
usually as a result of a health, family, 
peer, or school problem. When they do, 
they go to general hospitals, night hospi- 
tals, homes for children, special schools, 
social agencies, county jails, juvenile 
courts, behavior and learning disability 
clinics, and the like. As a general rule, 
these institutions can be described as 
AID (Ailing-In Difficulty) institutions for 
children who are unable to function 
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adequately in the Kiss arena. The inter- 
play between the kiss and АІр institu- 
tions will depend to a great degree on 
the flexibilities and supports available 
in the Kiss group. For example, іп fam- 
ilies where a mother of a young child 
becomes ill and the father needs to 
work, the child may need to be cared for 
outside the home if home care services 
are not available within the geographical 
and economic boundaries of the family. 
Before about 1950, families of trainable 
retarded children who reached school 
age had no choice but to place their 
children in private schools or institu- 
tions. This usually required that the 
children leave their homes and give up 
their prospective schools. With the ad- 
vent of special programs within the 
school and community, these children 
аге now able to live within the kiss Ше 
space. Thus, the need for AID institutions 
is a function of the range of services or 
degrees of freedom of the kiss institu- 
tions, as well as the children they serve. 

The Kiss permit and in some cases 
encourage the greatest degree of per- 
sonal freedom and functioning. Styles of 
living may range from the Amish to the 
Yippee, with problems always more 
present at the extremes. In any case, 
within this range there are choices and 
consequences. In AID institutions the 
choices are rather diminished and life 
becomes more rigidly circumscribed by 
role and behavioral expectations. The 
major function of the AID institutions is 
to act as a temporary haven for dropouts 
from Kiss and, where possible, to restore 
health, economic viability, and social 
and emotional competence, utilizing a 
variety of restorative, health, rehabilita- 
tive, and therapeutic interventions. 
However, it is often difficult to differen- 
tiate the child for whom the temporary 
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haven is indeed temporary from the 
child for whom the haven is only the 
first step toward more guarded and ге- 
stricted fortresses. Such strongholds can 
be considered our Ice (Illness-Correc- 
tional Environments) represented by 
state and federal prisons, 24-hour train- 
ing schools, mental hospitals, and the 
like. 

Ice institutions such as prisons and 
mental hospitals are supposedly correc- 
tional, rehabilitative, and/or therapeu- 
tic; practically, they can do little but 
serve as depositories for reinforcing hu- 
man failure. Prisons and hospital prisons 
do provide a kind of learning available 
in no other institution: to experience 
time as something to be served. For 
most of us time is only a reality when 
it is heavy. We choose and use time. For 
most of the persons in the ICE institu- 
tions time must be served and served 
well. When Samuel Beckett’s play, Wait- 
ing for Godot, was first produced in San 
Francisco in 1957, it puzzled and an- 
gered many of the sophisticated San 
Francisco audiences, “Nothing happens, 
nobody comes, nobody goes, it’s awful,” 
says Estragon. The audience agreed. 
But when the play was taken for a one- 
night stand to a famous ICE hostelry 
Some 30 miles north, the response of 
the audience, as reported by the com- 
munity's paper, the San Quentin News, 
was ecstatic. They knew immediately 
what Beckett was saying about waiting 
and serving time. 

As closed systems (for staff as well 
as inmates) built on locks, lock steps, 
and lack of choice, the 1СЕ institutions 
offer the fewest options for growth and 
healthy change for those who need it 
the most. It is extremely difficult to learn 

to use time when it is being served. 
Moreover, persons whose past provided 
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little experience in conceptualizing time 
beyond now (survival is now) can rarely 
be influenced by some dire threat of 
punishment in a creeping tomorrow. 
Prisons and mental hospitals lie in beds 
of our own making. There is no magic 
by which they can be anything but futile 
and depressing endgames for miserable 
beginnings. Our object, all sublime, 
should not be to make the punishment 
fit the crime, but to abolish both. 


THE FAMILY: 
FACT AND FICTION 


To do this we need to attend unswerv- 
ingly to our KIss institutions. What ex- 
actly are they and what specific functions 
must they perform to be effective for 
children? As an institution with pre- 
scribed and flexible roles, the family 
seems to be an all-purpose something- 
for-everyone kind of arrangement, for- 
mally developed in all societies of man 
for the benefit of children. But what do 
children get out of it that they couldn’t 
get some other place, if there were some 
other place. What they need, certainly, 
is food, shelter, an occasional change 
of diapers, toys, spoken language, and 
a range of affective abstractions, includ- 
ing love. One doesn’t need a family to 
provide most of these, with the possible 
exception of love, a ghost concept that 
everyone talks about but no one under- 
stands. I can see it in my dog’s eyes, 
hear it in my mother’s voice, feel it in 
my wife’s touch, but ГЇЇ be damned if 
I know what I’m processing. 

Of all our béte noires and pinpoint 
scapegoats, nothing gets more abundant 
abrasive arrows than the so-called 
broken family. Certainly, not all chil- 
dren of divorced parents become social 
or psychiatric casualties, nor are all 
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gons of healthy, creative living. Victor 
and Mildred Goertzel * studied the fam- 
ily backgrounds and childhoods of over 
400 famous and creative men and 
women and found such things as: about 
300 were troubled by family related 
problems; 74 of 85 writers of fiction 
and drama and 16 of 20 poets came 
from homes where life was simulated 
warfare, while the homes of scientists, 
physicians and some statesmen were 
comparatively normal by normal stan- 
dards. The legendary villain of fairy 
tales, the stepmother, was found to play 
a helpful role in a great majority of the 
cases. The families of the 400 were ex- 
ceptionally free of hospitalized mental 
illnesses, and in almost all the homes 
there was a love for learning by one or 
both parents. In a related study, Weis- 
berg and Springer? compared the fam- 
ilies of high-IO plodding children with 
high-IQ creative children and found 
that the latter group came from families 
where there was a great deal of open 
and not often controlled expressions of 
_ Strong feelings, especially by the father. 
On a rating scale of what one would 
call family adjustment, these families 
might be close to the maladjusted end 
of the scale. 

These studies are cited to support 
two points. One is that with the excep- 
tion of the absence of obvious mental 
illnesses—alcoholism, sadism and the 
like—we haven’t the vaguest idea what 
goes into a healthy family. We are past 
masters: we look back at the family of 
children in trouble and, lo and behold, 
there are family problems. If we were 
to look back at the families of other 
children, what do you think we would 
find? Not all children of “broken” homes 
are misfits. Not all children of unbroken 
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homes turn out to be good boys and 
girls. 


THE MEDIATING PARENT 

There are probably at least a few 
thousand definitions of a healthy, child- 
enhancing family. Let me add one of 
my own. A family, or reasonable fac- 
simile, exists to provide children with 
the best chance of experiencing a medi- 
ating adult. Such an adult is able to 
lower and connect affective bridges with 
children over which all kinds of im- 
portant cognitive-affective traffic can 
pass. The earliest traffic helps the child 
to begin to separate himself out of the 
environment; however once the bridge 
is down the rush hour is on. The child 
seeks, explores, touches, tastes, bites, 
smells, eats, listens, and grasps. The 
mediating person provides the con- 
ceptual glue by which the child ties 
these sensory data to affective-cognitive 
concepts. Thus, in the confusing kaleido- 
scope of objects, events, and feelings, 
the child is helped to see similarities in 
things that differ and differences in 
things that are alike. I recall a gentle 
and kind English instructor who en- 
countered the following sentence on a 
freshman English composition: “Phyllis 
grabbed her purse, ran hurriedly down 
the stairs, tripped, fell and lay prostitute 
on the floor.” The teacher consoled the 
student in what I consider a kindly and 
heuristic mediating response. “In time,” 
he pointed out to her, “you will learn to 
differentiate a fallen woman from one 
who has temporarily lost her balance.” 

The mediating function of the family 
has always been there, camouflaged by 
economic, protective, health, and con- 
sumer functions. As these functions dis- 
appeared or were displaced into other 
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institutions, one tended to see the fam- 
ily as declining or dissolving. But as 
Ogburn? Parsons & Bales,” Vincent, 
and other sociologists have pointed out, 
the loss of functions may strengthen 
an institution by allowing it to concen- 
trate more fully on its essential purpose. 
But to do so it may need a new constel- 
lation of supporting services. When 
President Nixon vetoed the Child De- 
velopment Act last year he did so under 
the banner of preserving family effective- 
ness. In a letter to the New York Times, 
Urie Bronfenbrenner and Jerome Bru- 
ner pointed out that, in 1971, 43% of 
the nation's mothers worked outside the 
home, 10% of all mothers of children 
under six (1.3 million) were single 
parents, and about 4.5 million children 
under six live in families that need help 
in normal family living. The family of 
yesteryear is not the family of today or 
tomorrow, despite our emotionalized 
memories and nostalgia. Nature as ad- 
versary has been replaced by society 
as adversary. We produce the figure and 
ground in which significant numbers of 
families can only mediate one concept 
to their children—survival. Such chil- 
dren serve time along with inmates, 
since time cannot be managed in a one- 
dimensional state. 

If the family is not able to mediate 
"future" in a hopeful and enhancing 
way, where are the incentives for 
growth? Women no longer see the 
mother role as a full-time five-year stint 
—at least they want options to house- 
hold chores without in any way reduc- 
ing the importance of their job. I think 
families can be happier, freer and more 
effective—if we can help them exercise 
options by making quality child care, 
home care, and related Services avail- 
able as part of the kiss arrangements. 
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PLAY AND IMAGINATION 

The mediating person in the family 
is followed by a succession of other 
mediating persons. These may be close 
relatives, nursery teachers, teachers, and 
other adults. But between the family and 
the school “there comes a pause in the 
day's occupations that is known as the 
children's hour." Unfortunately this hour 
has been chopped down and eroded to 
a few minutes. I'm referring to the in- 
formal and formal arrangements by 
which children get to play. Play begins 
in the family and moves into a peer 
social system where it is formalized into 
more structured play, often called games. 
The basic goal of play is not therapy, 
ego rehearsal or release of hostility, but 
having fun. The possibilities for such 
fun are predicated on learned mediated 
skills of inner safety and separation be- 
tween the physical external world and 
the inner world of imagination. The 
child learns to step into and out of play 
at first somewhat sloppily but with in- 
creasing control and differentiation, 


The differentiation between the “as 


if" quality of play and games and the 
real qualities of the external world cir- 
cumscribed by time, space, and cosmic 
constrictions is crucial. Not all fun in 
life is in play. To be fun, play must be 
serious but not real. I do not choose to 
characterize life as a game; it has its 
realities, its lighter and darker moments, 
its boring and exciting interludes. When 
I play games I want the opportunity 
to enter and leave this domain of my 
own free will. 

Play and dreams are our curriculum 
in primary process training. For chil- 
dren, the world that follows play will 
be geared mainly to the rational and 
to the real. Unfortunately play itself, 
imbedded as it is in the Puritan tradi- 


ab amc 


ELI M. BOWER 


tion, is often but not always seen as 
an interlude of nothing between Sesame 
Street and dinner. True, play has no 
purpose except play, Occasionally some 
of us, including myself, dip down into 
this fun world with other goals. We want 
children to play language games to help 
develop language, math games for math 
competence, Monopoly for careers in 
Teal estate, sensory games to sensitize 
the senses, and bridge to help solidify 
the family. 

Many community planners and polit- 
ical statesmen see space for play as a 
grudging compromise between houses, 
roads, and money. Our housing author- 
ities, architects, landscape gardeners, 
park commissioners, playground devel- 
opers, and toy manufacturers see play 
as something children do when parents 
haven't adequately planned their TV 
viewing time. Consequently it is not sur- 
prising that the children’s hour is down 
to a few minutes, 

I am hoping that, as we begin to per- 
mit and encourage four-year-olds to 
enter school, we do not further reduce 
the children’s hour to a few seconds. 
Early school entrance may be an op- 
portunity to achieve many things in 
health, play, family help, and home 
school relationships—in short, a pre- 
ventive beginning. But immediate em- 
phasis on decoding words and numbers 
could put the child’s nose to the grind- 
stone a year earlier—and result in his 
growing up with a sharp nose but a flat 
head. The world of tomorrow is desper- 
ate for vision and imagination, which we 
exorcise in children in the name of learn- 
ing. When Einstein’s friend Janos Plesch 
suggested to him that there seemed to 
be a connection between mathematics 
and writing fiction, Einstein replied, 
“When I examine myself and my meth- 
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ods of thought I come to the conclusion 
that the gift of fantasy has meant more 
to me than my talent for absorbing posi- 
tive knowledge." ? 

The school stands last in the epige- 
netic line geared to serve children who 
have experienced the mediating person, 
have a wide variety of cognitive-affect 
skills and sets of symbols, have learned 
to enter their imagination and return, 
have learned to accept and modify rules, 
as in games, and can seek goals outside 
themselves, These are assumptions that 
even Professor Pangloss, in his best of 
all possible worlds, would find difficult 
to accept. Nevertheless we act as if all 
children enter school through the same 
door with the same inner and outer push 
and preparation. 


SCHOOL AND REALITY TESTING 

The school is an interesting historical 
or archeological relic. Backwards it 
started as an institution. The first 
schools were universities—places where 
professors could read and students 
couldn't. Times haven't changed much 
except that now professors have readers 
who read. The paradigm or metaphor 
that connected the lecturer and listener 
was one of nutrition—ingestion, diges- 
tion, absorption and regurgitation. In 
those days, as now, the teacher pre- 
sented the students with menus (texts) 
and then attempted to serve a full course 
meal (cover the course). We rarely 
made it, since most professors are so 
charmed by the sound of their own 
voice, they can't quite finish a sentence, 
much less a course. 

Our young people can get the facts— 
if that’s what we wish to call education 
—faster, more effectively, and probably 
more interestingly through media such 
as films, TV and tapes, audio and audio 
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visual. When I studied Comparative 
Government, representatives of various 
governments residing in Washington and 
New York came to give us information. 
My son will be studying Comparative 
Government by going to each country 
to see governments at first hand. 

The teacher is no longer a necessary 
or desirable disseminator of facts or 
knowledge. She is a mediator in the 
same sense as the parent, perhaps more 
able cognitively to expand and integrate 
ego processes. If she can shuck the nu- 
tritional metaphor, she can even begin 
to include her students in the content 
and process of learning. 

Some time ago I was waiting outside 
an office and glanced at a poster con- 
taining a quote attributed to Benjamin 
Disraeli. It read, “Тһе more extensive 
a man’s knowledge of what has been 
done, the greater will be his power of 
knowing what to do.” Some student had 
updated Disraeli as follows, “The more 
extensive a man’s knowledge of what 
has been done to him, the greater will 
be his power of knowing what to do 
to them!" Unfortunately, many students 
feel much like our anonymous Disraeli- 
ite. Whatever knowledge is or whatever 
knowledge does, it is rarely dispensed 
in a consumer-student affirming or en- 
hancing way. Its nature and values are 
handed down from the towers of higher 
learning all of which seek to emulate 
the citadels at Boston or Berkeley. I 
have the highest regard and respect for 
man’s cognitive abilities and believe 
fully in their furtherance. But man’s be- 
havior and values are a product of his 
non-rational thinking processes, which 
are unfortunately neither perceived nor 
regarded as legitimate in the educational 
arena. 

We live in a society where people be- 
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come anxious about a child’s ability to 
read almost at the moment of his birth. 
Sooner or later, mostly sooner, the child 
finds himself enmeshed in a variety of 
systems for decoding words, which he 
learns to do with increasing skill and 
at higher levels of complexity. However 
as he grows up—with the exception of 
the sports page and an occasional cen- 
terfold—he may never want to read. 
The situation is not unlike a Peter De- 
Vries story in which the newly married 
heroine becomes so intrigued with read- 
ing manuals on sex and marriage that 
she never goes to bed. 

Education that is significant to the 
person requires a sparking, an emotional 
charge, between learner and idea. It is, 
as Freud describes, “an incitement to 
the conquest of the pleasure principle 
and to its replacement by the reality 
principle.” But Freud goes on to say, 
“the substitution of the reality principle 
for the pleasure principle denotes no 
dethronement of the pleasure principle 
but only a safeguarding of it.”* The 
schools of today require a new working 
metaphor—an ego integrative one per- 
haps—which can begin to tie primary 
symbolic processes (emotion) into sec- 
ondary symbolic processes (cognition) 
so that each has access to and can en- 
hance the other. Let us teach and re- 
ward imagination and bisociative think- 
ing along with math, science, and Eng- 
lish A. Cultivating imagination and the 
legitimacy of emotional thought does not 
imply a dethronement of cognitive pro- 
cesses but a safeguarding of it.! 


EDUCATION AND DREAMS 

Man’s need for ego integrative experi- 
ences has been brought into sharper 
focus by research on “nature’s soft 
nurse,” sleep. Freud suggested that we 
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dream in order to safeguard our sleep. 
It now appears we need to sleep to safe- 
guard our dreams. While all the data is 
not in, it appears that persons deprived 
of significant REM or dream sleep either 
by drugs, anxiety, or experiment suffer 
personality changes. We lie down to 
Sleep so that we can think in a primary 
way about some of our waking experi- 
ences. Nature will not normally let us 
indulge in this kind of magic unless she 
is certain we will be lying still. Hera- 
clitus, the so-called weeping Greek 
philosopher, noted: 

For the waking there is one common world 
but of those asleep each one turns aside to his 
own privacy, And do you suppose that if we 
acted on our dreams, we could with impunity 
do what we dream? Is it not merely because 
we lie still and do not stir that we can indulge 
our fancies? 


In a world that compartmentalizes, 
fragments, and separates, it’s nice to 
have seven or eight hours each night to 
sort out the real from the unreal, the 
significant from the trivial, and put one- 
self together at least until morning. That 
is, if one can sleep. 

What is integral in all of this are ego 
processes, the mediator and chief execu- 
tive of primary and secondary processes 
of thought. Ego processes are involved 
not only in responses to stimuli but in 
Tesponses to one’s responses. This re- 
flective mechanism enables us to be- 
come increasingly competent or defen- 
sive as we grow. Such reflective processes 
must include learning to respond com- 
petently to dreams and feelings as well 
as to social studies, math and reading. 
An integrative educational program 
would include helping young children 
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to recall and narrate dreams as a legiti- 
mate and normal process, In 1935, Kil- 
ton Stewart reported on such a program 
for young children in the Senoi, a small 
tribe of 12,000 people in Central Ma- 
laya. The Senoi were seemingly devoid 
of violent crime, armed conflict, and 
mental disease. Stewart and H. D. 
Noone, the Government Ethnologist of 
the Federated Malay States, agreed that 
the Senoi were the most democratic 
group they had seen, with no need for 
police, jails, psychiatric hospitals, or 
other ICE institutions. This resulted, they 
felt, from a philosophy that allows and 
encourages children to recall and nar- 
rate dreams in the family each morning. 
The freest type of psychic activity oc- 
curs in sleep. Therefore, the Senoi be- 
lieve that the social recognition of the 
dream represents the highest form of 
acceptance of the individual. In institu- 
tionalizing dream recall and narration, 
the Senoi child is encouraged to express 
inner reactions, to think about and see 
them as approachable via rational pro- 
cesses, and to assume a responsible 
attitude toward all psychic reactions, 
As Stewart ® noted: 
Observing the lives of the Senoi it occurred 
to me that modern civilization may be sick 
because people have sloughed off or failed 
to develop half their power to think. Perhaps 
the most important half.* 
REPRISE 

I regret leaving this interesting area 
of investigation and need but it is now 
time for what in musical comedies is 
called a reprise, The first theme was 
that prevention is difficult if not impos- 
sible to do. А second contrapuntal 
theme was that prevention or promotion 


* Richard M. Jones, Evergreen State U., Olympia, Washington, suggests a program of this 
type in an unpublished paper “How to Make the Unconscious Conscious by Dream Re- 


flection.” 
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is possible, at least conceptually, by re- 
ducing or eliminating the need for ICE 
and AID institutions. This could be done 
by identifying the key functions of each 
of the Kiss institutions and helping each 
carry out these specific functions more 
effectively and comprehensively. These 
basic functions were health, mediation, 
play and games, and ego integrative and 
expanding educational experiences. I’ve 
also suggested that significant numbers 
of children require alternative arrange- 
ments for obtaining these growth ex- 
periences, Such alternatives are not gen- 
erally available at present. 


AN INTEGRATIVE KISS INSTITUTION 

Where does this all lead us? It’s obvi- 
ous that our KISS institutions as they are 
now constituted and supported cannot 
stem the Bay of Fundy tides facing the 
AID and ICE institutions. Health, family, 
play, and school form a compact and 
compelling children's ecological unit. 
Weaknesses or deficiencies in one lead 
to further weaknesses and deficiencies 
in others, As we move to strengthen 
each, as we must, I would like to sug- 
gest a plan in which we can begin our 
preventive effort by riding street cars 
going in our direction. 

We have long recognized our need for 
pre-school and early school programs, 
not necessarily for strictly academic pur- 
poses. Suppose we developed a new KISS 
institution for children up to age eight 
or nine available to all families. This 
facility would have available functions 
of all the Kiss institutions and would in- 
clude health units, family programs of 
all types, recreation and nursery school 
programs and school services. Parents 
could use personnel and services from 
this Child Growth Center for child care, 
nursing assistance, home visiting, nutri- 
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tional advice, etc. The child could be 
brought to the Center for beginning care 
and play experiences but with manda- 
tory enrollment at age three or four. 
The Center would be an open Kiss sys- 
tem in that children could move in and 
out of various activities in their own 
style and speed. Children who needed 
additional positive experiences in one 
of the kiss functions would be pro- 
grammed into such activities and helped 
more actively. Early cognitive experi- 
ences and learning skills would be pro- 
vided as soon as children weré ready. 
Others would go off to regular schools 
by age eight or nine or whenever staff 
and parents agreed that the child's odds 
of moving ahead were on his side. 

There is nothing in this plan that 
others haven't suggested before. In 
practice however, this Child Growth 
Center would place the Kiss ecological 
functions within one unit for all chil- 
dren. This doesn't mean that we could 
now dispense with other health person- 
nel, families, parks and playgrounds, 
nurseries, or early elementary schools. 
An entering four-year-old may be as- 
sessed as needing a variety of health and 
play experiences while mother and 
father are being helped to mediate a few 
key concepts on a camping trip they 
are planning to take or a museum they 
will visit. Emphasis would be on help- 
ing parents in all aspects of their pa- 
rental roles and responsibilities. The 
streetcars I suggested earlier going in 
our direction are a series of piecemeal 
legislative acts in child care, family as- 
sistance, early school entrance, health 
care for children, etc. Why not put some 
of these necessary pieces into a viable 
and comprehensive program. In this case 
the whole will indeed be greater than 
any of its parts. 
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THE LADLE AND THE FAUCET 


At present, much of our professional 
and economic resources are needed for 
the increased needs of AID and ICE in- 
stitutions. Many of the old prisons will 
“Бе discarded and new ones built. Many 
state hospitals will be abandoned for 
local facilities, The heaviest burden of 
all is placed on persons who are ill, 
poor, and dependent and cannot fend 
for themselves. The needs of people at 
the end of the line are enormous and 
help is mandatory. We cannot declare 
a moratorium on life and begin anew. 
The weight of these pressing problems 
often leaves us with little time or energy 
to do anything else. 

Two years ago I met bi-weekly with 
a group of new elementary and secon- 
dary teachers to discuss their personal 
and professional problems. The secon- 
dary school teachers working with ado- 
lescents presented all the exciting and 
dramatic problems of our society—sex, 
drugs, crime, and pornography. The ele- 
mentary teachers often responded with 
awe and relief, “Our problems are 
nothing compared to yours—besides 
they're not as interesting. Our children 
are little and their problems are little 
and not as critical.” Unfortunately, we 
are moved to action as people and in- 
stitutions only when we are urgently 
and dramatically impelled to do so. 
Prevention is not compelling; mental 
illness and criminal behavior are. Our 
action then is always too late and gen- 
erally ineffective. 

About twenty years ago, Luther 
Woodward recalled that before the ad- 
vent of mental health professionals the 
Cornish employed a highly valid and 
reliable test of insanity. The subject was 
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placed in a small room in front of a sink. 
A bucket was placed under the faucet 
and the faucet was turned on. The sub- 
ject was given a nice size ladle and asked 
to empty the water from the bucket. The 
subject was deemed insane if he con- 
tinued to empty the bucket without at- 
tempting to turn off the faucet. Permit 
me to imply that we are the frantic sub- 
ject bailing furiously but with little con- 
cern or energy to turn down or turn off 
the faucet. 

We need to help all children to make 
good beginnings in their life. There is 
no question that we know how. If we 
can find the resources and the funds for 
helping humans walk proudly on the 
moon, we can certainly do the same for 
all humans on earth. 
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PEER COUNSELING IN THE SECONDARY SCHOOLS: 
A Community Mental Health Project for Youth 


Beatrix A. Hamburg, M.D., and Barbara B. Varenhorst, Ph.D. 


The Peer Counseling Program trains high school and junior high school 
students to help other students with personal problems or situational stress. 
Training is carried out in small groups in weekly sessions, and it includes 
behavioral principles, issues of relevance to adolescents, and supervised prac- 
tical experience. Criteria are suggested for judging the suitability and effec- 
tiveness of students in the counseling role. 


vi problems, particularly aliena- 
tion, drug abuse, and violence, are 
a source of major social concern at 
present. It is generally agreed that the 
roots of these problems are to be found 
in the full spectrum of effects that derive 
from the complex technological society 
of today." The schools find themselves 
at the center of these problems although, 
of course, they are not the prime cause. 
In response to this, schools have been 
accorded increasing responsibilities in 
recent years for the non-academic edu- 
cation of young people, so that schools 


are now becoming a powerful influence 
in the socialization of the child. In 
many instances, parents have explicitly 
extended the sphere of influence of the 
schools. For example, they often expect 
the schools to set and enforce standards 
of dress and social behavior. They have 
expected the schools to assume major 
responsibility for drug abuse programs, 
There is still controversy, but there are 
strong feelings in some quarters that sex 
education should be a function of the 
schools. In other instances, the schools 
have felt the impact of the heightened 
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emotional needs of their students but not 
identified the specific problems nor had 
any solutions.* The modern American 
nuclear family, with its smallness, mo- 
bility, and relative isolation from other 
Kinship ties,? has need of a network of 
non-familial supports. The schools have 
become the social institution that would 
appear to have the necessary ingredients 
for playing a major role in the meeting 
of these needs. The role of teachers and 
counselors as parent surrogates can be 
clearly seen. The role of students as sur- 
rogates, models, bridging persons, and 
sources of useful information for each 
other has been somewhat overlooked. 

Some prior work has shown the value 
of using peers in tutorial and/or counsel- 
ing roles with other students.® 8, 9,11 
However, the bulk of such efforts have 
been at the college level.* 16 We wished 
to see the principle extended to the sec- 
ondary schools. Therefore, we under- 
took to devise a program of peer coun- 
seling that would utilize students in 
grades 7-12 (ages 12 through 18 years). 
Other studies have further shown that, 
in addition to the considerable help that 
can be rendered by students to each 
other, there is a highly significant gain 
to the helping person. Therefore, in 
assigning a student to help another stu- 
dent, the intervention is of mutual bene- 
fit. For some students who are lonely 
and tending toward alienation, it may 
be uniquely pertinent and therapeutic 
to become involved in a helping role. 
There is an almost universal quest 
among young people today for “rele- 
vance," and there is commitment to 
*human" rather than materialistic goals. 
These motivations are salient in recruit- 
ing a large and varied group of students 
to helping roles. 

Present counseling and guidance ser- 
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vices are inadequate both in terms of 
manpower effectiveness and also in 
terms of acceptability to a significant 
percentage of students. Furthermore, it 
seems important to reach out also to less 
troubled students with preventive ap- 
proaches. This latter student is almost 
never seen by a busy conselor. 

In the spring of 1970, students at 
Cubberly High School in Palo Alto, 
California, were asked to respond to a 
survey questionnaire regarding counsel- 
ing and guidance services in their school. 
Among the questions asked was one 
concerning the kinds of counseling ser- 
vices they would like to have, that they 
were not receiving. A large majority of 
them said they would like peer coun- 
selors. They did not want to replace 
their present adult counselors, but felt a 
need for help from other students in 
areas where this help would be unique 
because of the age and experience simi- 
larity. 

In view of the above considerations, 
it was felt that a comprehensive program 
of peer counselors would fill an im- 
portant mental health need. We felt 
that students could be involved in a 
wide range of counseling roles, Peer 
counselors were not conceived of merely 
as academic tutors but viewed as assis- 
tants in solving personal problems; 
teaching social skills; giving information 
about jobs, volunteer opportunities, and 
mental health resources in the commu- 
nity; acting as models; developing friend- 
Ships; acting as a bridge to the adult 
world for disaffected students; and 
finally, over a period of time, serving as 
agents of change where the school at- 
mosphere is characterized by coldness 
and indifference. 

We felt that it would be advantageous 
to have a comprehensive program of 
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peer counselors with widespread in- 
volvement of the entire school district. 
In their training, we wished to expose 
the students to a range of points of 
view deriving from their different school 
experiences, from their different devel- 
opmental ages and stages, and from their 
different ethnic and racial backgrounds. 
"This has proved to be a valuable aspect 
of the program. 

We also felt that the inclusion of 
target populations of “normal” adoles- 
cents who are undergoing situational 
Stresses was useful in further consoli- 
dating an image of peer counseling that 
was positive in the minds of the student 
body and not solely linked to pathology. 
We felt that, if the image were negative, 
many students who could benefit from 
Such an association would not do so 
in order to avoid being automatically 
labeled as deviant or disturbed. 

The Peer Counseling Project is the 
initial stage of a comprehensive school 
mental health plan. The long-range ob- 
jective is to develop a totally self-sustain- 
ing peer counseling program that can 
function effectively within a school sys- 
tem with a minimum necessity for in- 
volvement of outside mental health pro- 
fessionals. In addition to our detailed 
curriculum for the training of peer 
counselors, we also wish to set up a 
training program for teachers and coun- 
Selors to enable them to select effectively 
and train and supervise students as peer 
counselors. This training will have the 
additional benefit of improving the skills 
of the teachers and counselors in the 
performance of their regular duties. We 
hope to define the personality and moti- 
vational criteria for selecting the appro- 
priate school personnel to act as trainers 
in this program. This training will be 
based in part on the existing experience 
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in training selected individuals as mental 
health counselors.” 18 Finally, we wish 
to outline the minimal requirements for 
an administrative person within the 
School who can assume responsibility 
for the coordination and continued im- 
plementation of a comprehensive peer 
counseling program. 

A pilot phase to assess the feasibility, 
community acceptance, and potential 
value of the project was carried out in 
the 1970—71 school year in Palo Alto 
in close collaboration with mental health 
professionals, The mental health profes- 
sionals refer to a team of four psychia- 
trists and a clinical social worker from 
the Stanford University Department of 
Psychiatry. These resource people con- 
tributed expertise on group process, ado- 
lescent psychiatry, community consulta- 
tion and principles of psychotherapy. In 
addition, each of these persons acted as 
a supervisor of a training group. Under 
the leadership of the authors, this group 
met regularly with school personnel who 
were also acting as supervisors. A very 
useful complementarity of knowledge, 
skills, and experience emerged at the 
supervisors’ meetings, 

In addition to the substantive con- 
tribution of the psychiatric consultant to 
the design and implementation of the 
program, her interest and endorsement 
of the program in its early planning 
stages was significant in gaining school 
and community acceptance for the peer 
counseling program. 

In going from concept to implemen- 
tation there was a crucial preliminary 
period of preparing the ground so as to 
ensure acceptance by the community 
and the school hierarchy. Any program 
that is innovative and that significantly 
affects the traditional structure of an 
established institution is viewed with 
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suspicion. This was particularly a con- 
cern to us in a project that utilized 
minors in relatively responsible roles. 

The initial step was the formation of 
a Planning Committee composed of 
students, parents, teachers, counselors, 
the Central Office staff, and the co-de- 
velopers of the project. This group was 
useful in generating practical suggestions 
and gave strong encouragement to the 
idea of a peer counseling project. Before 
any contacts were made with students, 
the Superintendent of Schools was con- 
sulted. The background, objectives, and 
procedures of the project were discussed 
with him, and his approval was obtained. 
The entire guidance staff, including all 
of the psychologists in the School Dis- 
trict, was informed and consulted. The 
Director of Guidance and the Director of 
Guidance Research were both signifi- 
cantly involved from the beginning and 
continue to have an integral role in the 
project. All of the PTA groups in the 
School District were individually con- 
sulted, and some valuable suggestions 
were elicited. The principals of all ele- 
mentary schools in the District were 
contacted; they unanimously endorsed 
the plan to have all of the graduating 
sixth grade students assigned to peer 
counselors for help in making the transi- 
tion to junior high school. Finally, the 
approval of the School Board was ob- 
tained. These informational efforts were 
a major activity in the fall of 1970, and 
very time-consuming, but they have 
proved to be a vital aspect of the pro- 
cedures. In addition to all of these 
personal contacts, articles explaining the 
program were written for the PTA news- 
letters, the School District’s News Bul- 
letin, and the newspaper of each secon- 
dary school. 
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RECRUITMENT OF STUDENTS 

With general approval and support 
from all of these groups, we proceeded 
to the next step—recruiting students 
who might be interested in the program. 
It had been agreed that all of the six 
secondary schools in the Palo Alto Uni- 
fied School District, three junior high 
and three senior high schools, would be 
involved. The Planning Committee had 
determined that methods used to contact 
students should be tailored for each stu- 
dent body. In general, small group ap- 
proaches were more successful than 
speaking to assemblies, sending letters, 
or putting articles in the student news- 
papers. It should be noted that, in ad- 
dition to these methods, students in- 
terested in the program recruited a 
significant number of other students. 
This was perhaps the most effective of 
all the methods employed. 

An orientation meeting was held in 
March 1971, at a centrally located high 
school. Students from all six schools 
managed to come to a 3:30 meeting 
with their own transportation, many 
coming quite a distance to attend. Ap- 
proximately 225 students attended this 
meeting. The six schools have a total 
student population of approximately 
7,000 students. 

The purposes of this meeting were 
to give an overview of the program, to 
outline the nature of the training, and 
to describe eventual assignments. The 
range of potential counseling roles with 
individuals and in groups was described. 
It was indicated that we would try and 
match student preferences and skills 
with the needs of other students, for 
example, such preferences as working 
with the handicapped, disadvantaged, or 
students new to the District. Students 
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with tutoring skills in sports, academic, 
or hobby areas were assured that they 
would be used appropriately. Heavy em- 
phasis was given to the importance of 
their commitment. Those who were still 
interested were asked to fill out a formal 
registration form. Approximately 175 
completed these registration forms. 

For the eventual purpose of the pro- 
gram to succeed, students were needed 
who had positive personal characteris- 
tics, a strong sense of responsibility, high 
dedication to their work, and a feeling 
of involvement. Therefore, the training 
program was set up in such a way that 
initially, and at various points during 
the course of training, hurdles and ob- 
stacles were designed to weed out stu- 
dents of lesser commitment. Students 
had to initiate action to get in, find 
their own transportation to the training 
meetings, attend meetings on their own 
time, check a designated mailbox for 
important notices, call if they could not 
attend a meeting, and make up missed 
sessions, Requirements of this kind pro- 
vided behavioral evidence of a degree of 
responsibility and commitment that was 
necessary if students were to continue 
in the program. 

Finally, the program was based on 
the theory of self-selection and volun- 
teer participation. No student was de- 
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nied admittance if it was requested. No 
pre-training screening took place. How- 
ever, before counseling assignments are 
made, students are evaluated in terms of 
demonstrated skill. At the present time, 
it is our preference not to drop anyone 
out of training. Differential assignments 
will be made, based on evaluations, with 
the provision that before some students 
are given any assignment, they may be 
asked to repeat the training program. It 
may be necessary eventually to drop 
individuals who may be evaluated as 
detrimental to the work or to others. 
When this is done, it will be based on 
observed evidence related to task per- 
formance rather than on pre-training 
subjective evaluations. So far this has 
not been necessary. 

In view of the mental health benefits 
of the training program to the partici- 
pants, we feel that it is a very useful 
service to help an adolescent work 
through his personal problems with the 
eventual goal of being able to help 
others, rather than rejecting him. So far, 
this approach has appeared to be quite 
practical. The stringent requirements of 
the training program and the emphasis 
on a high degree of responsibility have 
apparently acted to weed out the highly 
disturbed or psychopathic students who 
might otherwise be a potential problem. 


TRAINING CURRICULUM FOR PEER COUNSELORS 


1. ORGANIZATIONAL FRAMEWORK 
The major structure of the training 
program was the small group organiza- 
tion, with a Supervisor assigned to each 
group. In this pilot group only profes- 
sional persons with prior group experi- 
ence were used as supervisors. The 
groups were 8-10 in number and met 
either at 3:30 in the afternoon (after 


School) or 7:30 at night for one-and-a- 
half hours. Afternoon groups met each 
day of the week and evening groups on 
Monday and Wednesday. The range of 
meetings was to accommodate the varied 
schedules of students. However, once a 
student was assigned to a particular 
afternoon or evening group, he was ex- 
pected to continue on a regular basis 
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with that group. If there was a need to 
miss a meeting, he could make it up by 
attending another group that week. This 
was possible because of the coordination 
of the curriculum through the Super- 
visors’ meetings. A high degree of group 
cohesiveness quickly developed despite 
the calculated disparities in the group 
composition. As previously mentioned, 
each group had representation from 
each of the schools and each grade level. 

At the midpoint of the training, all 
students were reassigned to a new 
group, to provide an additional experi- 
ence in meeting new students and in 
working with a different Supervisor. 

Supervisor Trainers. In addition to 
the authors, four psychiatrists from the 
Stanford Medical School and six District 
staff members volunteered to serve as 
Supervisors for the small group training. 
An additional District person served in 
a substitute capacity for the others. The 
school people included the head of Guid- 
ance of the School District, three psy- 
chologists, one counselor, and one sec- 
ondary English teacher. These people 
received no remuneration for their ser- 
vices. 

These twelve staff members met on a 
тершаг basis to review stages of the 
curriculum, to coordinate their sessions, 
to evaluate progress, and to recommend 
future steps. Each Supervisor was asked 
to evaluate the progress of students in 
his or her group at the conclusion of 
the training and to summarize tech- 
niques and activities that had proven to 
be successful throughout the process of 
the group. 


2. LIFE CAREER GAME 

An introductory phase of the training 
sessions involved large group exposure 
to the Life Career Game, a decision- 
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making simulation.!* 15 The Game, be- 
cause of its varied activity, provided 
Supervisors with an opportunity to scan 
the overall student-training population. 
It gave some preliminary indication of 
the extent of interest and aptitude shown 
by the participants. 

The Game was an “ice-breaker” in 
meeting fellow trainees. Its random 
coupling of students to play as a team 
meant that students were talking and 
working with those they had not known 
before. Here was an immediate experi- 
ence in getting acquainted and relating 
to another who may have been different 
in age, sex, or race. This proved to be 
one of the meaningful experiences of 
this activity. 

The Life Career Game is a technique 
that introduces students to counseling 
problems. The Game deals with a hypo- 
thetical person whose life they are asked 
to plan. Usually the Profile Student has 
certain specific problem areas that must 
be attended to, in order to plan that per- 
son's life. 

At the same time, the Game presents 
a quantity of accurate information about 
current high school requirements, op- 
tions open to students in life planning, 
and actions necessary, including re- 
quired study time, to achieve desired 
goals, In reflecting on the Game experi- 
ence, many students acknowledged the 
value of the specific information they 
had learned by playing the Game. 

Finally, the Game provided all stu- 
dents with a common experience from 
which to begin their small group work 
the following week. During the first 
small group discussion, reactions were 
given as to what had been learned, liked, 
and disliked about it. In spite of initial 
disappointment in being confronted with 
a person in a simulated way, it was ap- 
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parent that students continued to use 
the Game as a resource. References were 
frequently made to it throughout the 
remaining sessions, 


3. SMALL GROUP TRAINING 

Following the Life Career Game ac- 
tivity, 162 students indicated an interest 
in continuing in training. This was our 
Core Group of trainees. In assigning 
these students to small groups, a con- 
scious effort was made to maximize ex- 
posure to a wide range of points of view 
within each group. Each group was com- 
posed of a mixture of students from the 
six schools. This meant that every group 
had both junior and senior high school 
students as members, and, as far as 
possible, an equal distribution of boys 
and girls. There was also an effort to 
maximize exposure to different ethnic 
and racial groups. 

Some students indicated on their reg- 
istration forms that they had had prior 
experience in a helping role. It was pre- 
viously planned that each group would 
have both student leaders and student 
observers. The selection of these people 
was based on this stated prior experi- 
ence, To provide additional experience, 
these positions were shifted from time 
to time, with most students having a 
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turn in these roles. This meant that most 
students would have a chance to be 
leaders, observers, and participants at 
various times throughout their training. 


4. CURRICULUM CONTENT 


Three content tasks formed the struc- 
ture of the curriculum in a basic se- 
quence of four weeks, four weeks, and 
two weeks. These tasks were: 


I. Understanding people (Interpersonal 
Relations) 
II. Relevant topics in Peer Counseling 
Ш. Particulars of the Peer Counseling 
Role (Strategies in Counseling and 
a Practicum Experience) 


The content of the curriculum and 
the methods used for implementation are 
briefly outlined in what follows. Since 
groups and Supervisors differed, the 
mode of teaching varied somewhat from 
group to group, despite the fact that all 
groups covered the same content. The 
activities suggested represent some of 
the techniques that proved to be most 
successful in various groups. 

In the following discussion, the term 
Supervisor refers to the professionally 
trained adult who was responsible for 
the group. The term Leader refers to the 
student assigned the responsibility of 
conducting the particular group session. 


I. UNDERSTANDING PEOPLE (MEETINGS 1-4) 


A. Defining the Task of the Training 
Group and Clarifying Roles (To be Done 
by the Supervisor) 


1. GROUP PURPOSE AND TASK 

The training group is task oriented 
and time oriented. The work of this 
group is to learn skills and principles 
that will assist members to more effec- 


tively help other students. The group is 
time oriented in that there is a definite 
number of meetings that have been 
designated to accomplish this task. This 
is not a sensitivity or encounter group. 
Its prime purpose is to prepare members 
to perform certain roles with respect to 
fellow students. 
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2. SETTING UP THE GROUP 


a. Role of Student Leaders. Students 
Selected to act as group leaders will 
attempt to keep students working and 
talking on the topic of the session. They 
will monitor the discussions in terms 
of both content and quality of partici- 
pation, and they will bring to the atten- 
tion of group members their observa- 
tions as the group proceeds. 

b. Role of Observer or Discussant. 
The observer withdraws from verbal 
participation during most of the session. 
He will listen and observe in an attempt 
to evaluate objectively what is taking 
place in the group. The last twenty min- 
utes of each session will be devoted to 
hearing from the observer. His com- 
ments will be directed to such items as: 
1) Did the group keep to the task? 2) 
To what extent was the student leader 
helpful and understanding? 3) What 
was the mode of participation among 
members? 4) What was contributed by 
member participation? Group members 
react to these comments in a final dis- 
cussion period. Issues arising out of 
these discussions may form the basis 
for the next group meeting. 

c. Role of the Participants. Partici- 
pants are encouraged to speak freely on 
the topics being discussed. As they will 
be learning from one another, the more 
active they are in participating, the more 
experience they will gain in interpersonal 
relations. The particular aspect of hon- 
esty is worthy of discussion in terms of 
the impact honest feedback may have 
on other members of the group. The 
difference between honesty and hostility 
might be important to discuss. Honesty 
should not be used as a license for harsh 
attack. Since the matter of the silent 
member might be an issue at some point 
in group sessions, reasons for silence 
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might be discussed, Participation may be 
affected by differing motivations for be- 
ing in the program, age differences, and 
different interests among group mem- 
bers. 

d. Responsibility of the Supervisor. 
The Supervisor will act as a model in 
structuring the group, launching the dis- 
cussions and setting patterns for par- 
ticipation, At times, the Supervisor will 
present materials or situations contain- 
ing principles of counseling and will 
summarize the accomplishments of the 
sessions at the end of each meeting. The 
Supervisor may take a more active lead- 
ership role from time to time, depending 
on the skill and mode of the student 
leader and the level of group participa- 
tion. 


B. Turning the Group Meeting Over to 
the Leader 


a. The Leader asks members to in- 
troduce themselves and to offer their 
reasons for entering the Peer Counseling 
program. 

b. The Leader then may ask for re- 
actions about their feelings of insecurity 
in this new role, starting with the Lead- 
er's own feelings about his role as leader. 
Feelings of younger students (junior 
high school students) in working with 
"older people" (senior high school stu- 
dents) can be explored, as well as the 
feelings of strangeness and awkwardness 
due to being with people not previously 
known. 

c. Reactions to the Life Career Game 
should be elicited. What was their idea 
of why they were asked to do this? What 
did they think was the point of the 
Game? What did they like about it? 
Dislike about it? What did they think 
was the main problem faced by the Pro- 
file student? What did they learn about 
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themselves in playing the Game? These 
kinds of questions invariably evoked a 
lot of discussion and substantial group 
cohesiveness was noted by the end of 
the first session. 


MEETING 2: COMMUNICATION 


The factors influencing distortions or 
failures in interpersonal communication 
were reviewed for the group members. 
These principles were learned by the 
students through observation and prac- 
tice in one-to-one and small group inter- 
view and role-playing situations. The 
following are the significant factors dis- 
cussed in detail in the group: 


1, Distortions from the sender (lack of clarity 
of message, discrepancy between the verbal 
and non-verbal message, non-verbal habits 
Telating to eye contact, smiles, frowns, 
sneers, etc., role expectations having to do 
with age or status of sender, etc.). 

2. Factors related to the listener (the effec- 
tiveness of the feedback that the listener 
gives the sender, listener distortion due to 
strong wish to hear a message in a par- 
ticular way, distorting effect of а high 
anxiety or arousal, impairments due to 
drugs, etc.). 

3. Personal characteristics of both sender and 
listener (effect of stereotypes, the "hippie," 
the “square,” the “adult”). 

4. Choice of vocabulary and its use in effec- 
tive communication. 

5. Pace of communication (is it too fast or too 
slow for effective. communication?). 


Throughout these discussions the stu- 
dents across groups exhibited a surpris- 
ing awareness and sophistication in these 
areas. They were on a par with many of 
the medical students in these insights. 
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MEETING 3: ONE-TO-ONE RELATING 


The development of skills in relating 
to new persons was discussed and prac- 
ticed. Exercises consisted of role-play- 
ing, in which one student takes the role 
of a peer counselor and another student 
acts the role of the troubled student in 
the initial session, Pair off the group and 
give ten minutes for them to get to know 
each other. Choose pairs of students 
who are actually strangers to each other. 
Group discussion then centers on the 
following points: 

1. Kinds of openers used in starting conversa- 
tions, 

2. Experiencing of interest and encourage- 
ment on the part of others. 

3. Recognition of blocks to talking. 

4.Things that happened or were done to 
make the other person feel at ease. 

5. Evidence or signs of lack of ease. 


MEETING 4: RELATING TO A GROUP 

Although the entire training course 
was an experience in group dynamics 
and group counseling, the goal of this 
particular unit was to teach some spe- 
cifics to prepare students for particular 
group assignments during and after 
training. Such assignments would іп- 
clude meeting sixth graders and ninth 
graders preparing to enter junior high 
and senior high school respectively. An- 
ticipation of these assignments in a few 
weeks time gave this session great sali- 
ence. Some of the groups chose to spend 
the fourth meeting continuing work on 
the one-to-one relating task. When this 
was done, the topic of group dynamics 
was taken up in one of the sessions on 
counseling strategies. Both places in the 
sequence are appropriate. 
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П. RELEVANT COUNSELING TOPICS (MEETINGS 5-8) 


Four broad areas of student concern 
were delineated and a different one pre- 
sented at each of these four sessions: 
1) academic motivation and relevancy 
of school; 2) deviations from the norm; 
3) family relationships and problems; 
and 4) future planning and goal setting. 
The content of these four sessions was 
largely drawn from the personal experi- 
ences, knowledge, and feelings of the 
group members. The Supervisor sum- 
marized and gave needed perspective. 

The approach used was to state the 
topic for a particular session and then 
open the content discussion with the 
question “What sort of problems might 
a fellow student bring to you about 
... 2” The question was completed with 
the topic for the day. Guidelines for the 
discussion which followed were these: 


1. Defining the facts of the problem to the 
degree they are known. 

2. What alternatives are available for chang- 
ing the situation or solving the problem? 

3. What personal resources are available to 
solve the problem? 

4. When is it appropriate to turn a problem 
over to a professionally trained person or 
other responsible adult? 


MEETING 5: ACADEMIC MOTIVATION 


The persistent themes raised by stu- 
dents can be summarized as follows: 


1. Climate of individual schools: Friendly? 
Cold? Isolated? Rejecting? Competitive? 
а. What personal experience have students 
had in coming to the school? In making 
friends? In getting into organizations? 

b. Is the morale of the school cohesive? Frag- 
mented? Cooperative? 

c. What activities go on in school that help 
students, attract students, involve students? 

d. What can peer counselors do to improve 
the climate of a school? 

e. What can be done for the new student, the 
lonely student, the isolated student? 


f. What school-wide changes or avenues are 
open to improve the climate of the school? 

2. Academic relevancy and motivational fac- 
tors: 

a. School regulations and requirements. 

b. Academic competition and its effect on 
motivation and achievement. 

c. Interest on the part of teachers, counselors 
and administrators in individual students. 

d.Suggested curriculum and scheduling al- 
ternatives. 

€. Factors affecting individual motivation and 
future goal setting. 

f. Relationship of school achievement to 
"establishment" patterns and entrance re- 
quirements to colleges or specialized train- 


ing programs. 
g. Society’s values and behaviors. 


MEETING 6: 
DEVIATION FROM THE NORM 


This topic covers a wide scope of 
adolescent problems. The main areas in- 
clude: drug usage; emotional and psy- 
chological disturbances; physical handi- 
caps; such other handicaps as mental 
retardation, hearing loss, blindness; un- 
wanted pregnancy; and ethnic and racial 
differences. The discussions here were 
very enlightening to the adults. We 
found this to be a rare opportunity to 
sample the opinions of a representative 
group of young persons on topics that 
are of deep concern. In this, as in other 
respects, the involvement with these 
groups was an important educational 
experience for the adults. 


1. What are the problems faced by students 
so identified? 

2. Emphasis on the limited scope of student 
responsibility in dealing with complex is- 
sues. 

3. What resources are available for students 
with these problems? (Adults at school, 
agencies in the community.) 

4. Assessment cues as to identification of 
problems. 
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5. Areas where peers can help and point at 
which problem should be referred. 
6. Causes related to onset of problem. 
7. Stereotypes associated with these prob- 
lems. 
8. Factual information-giving regarding 
problems. 
9. Effective methods for treating and help- 
ing students with these problems. 
10. Suggested preventive programs. 


MEETING 7: FAMILY PROBLEMS 
Persistent Themes: 

1. Effect of divorce on children in the family. 

2. Family restrictions, norms and sub-cultures. 

3. Sibling rivalry. 

4. Family pressures and expectations. 

5. Isolation within the family. 

6. Major adjustments within the family, 
caused by such things as death, economic 
change, illness and living adjustments re- 
lated to relatives or others sharing home. 

7. Emotional changes and stages related to 
growth and development. 

8. Self identity, sense of security, praise and 
punishment as experienced, practiced and 
learned in the family. 


MEETING 8: PLANS AND GOALS 


This was an area of great searching 
and confusion for many students. There 
is a tremendous interest in alternatives 
to the traditional career choices, desire 
to interrupt the schooling sequence after 
high school for a while, even when col- 
lege is planned, and a desire to explore 
a range of life style possibilities, 

1, Projected sources of satisfaction and goal 
attainments, 

2. Adolescent values and future values. 

3. Sources of values. 

4. Opportunities available. 

5. Information needed. 


6.Present or suggested programs, methods, 
or experiences that would aid students in 
planning for their futures, 


More will be said later about the 
emotional and cognitive differences be- 
tween the high school and junior high 
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School students. The discussions and ac- 
tivities in this section of the curriculum 
brought these differences most sharply 
into focus. It became clear that the in- 
trospection and abstract abilities of the 
junior high school students was surpris- 
ingly poor and that they needed to han- 
dle the material on a more concrete 
basis. 

Personal anecdotes and experiences of 
close friends supplied by the students 
proved to be the most effective source of 
material for dealing with all of these 
topics. Students commented that they 
learned more from this type of personal 
sharing than from the hypothetical cases 
and other materials introduced. These 
additional activities were of some use, 
however, sometimes as a springboard 
for discussion, and will be mentioned. 

Prepared case studies and profiles of 
adolescents who were experiencing a 
particular problem were distributed. 
Some of the groups talked through the 
issues raised. Other students role-played 
the situation raised by the case study. 

Role-playing was also used to enact 
situations derived from personal experi- 
ences contributed by group members. 
Frequently, one student would take the 
role of a peer counselor attempting to 
help the individual with the problem. 
There was noticeable improvement and 
progress observed in the ability of stu- 
dents to handle these roles. 

Specific information was distributed 
to the groups listing referral resources 
related to most of the relevant topics. 
The use of these community resources in 
such areas as family therapy, drug abuse 
clinics, abortion advice, vocational and 
volunteer job opportunities, etc., was 
discussed. The role of the peer counse- 
lor was seen as information-giving, but 
they urged not to make these contacts 
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on behalf of their counselees. Adult sup- 
port in referrals and use of community 
resources was stressed. It has become 
clear, subsequently, that our concern 
that peer counselors might be rash and 
take on too much responsibility in this 
area has not been borne out. The stu- 
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dents uniformly err on the side of cau- 
tion and look to and need adult guidance 
in times of critical decisions. In general, 
it was evident that specific, reliable facts 
and information needs to be put into the 
hands of all students. Their level of 
ignorance was surprising. 


Ш. TRAINING PRACTICUM EXPERIENCE (MEETINGS 9-10) 


These sessions followed the assign- 
ment of peer counselors to the task of 
visiting the elementary schools and 
meeting with the sixth-grade students. 
This part of the course came in late 
May and early June when the challenge 
of entering junior high school was very 
salient for these sixth graders, The peer 
counselors met with them in small 
groups. Peer counselors were expected 
to meet with their groups without adult 
supervision. They could choose to do so 
with or without a student co-leader. The 
task of the group was to discuss feelings 
about the transition to junior high school 
and to inform the sixth graders of the 
fact that peer counselors would be avail- 
able to them on arrival at their junior 
high school in the fall. 

The training group was used to dis- 
cuss the events and experiences of the 
peer counselors in this initial practical 
experience in the helping role. 


SUMMARY 

The training was planned to prepare 
students for eventual school-wide ser- 
vice assignments. Students started their 
training by practicing counseling on one 
another in the group. 

A shift in groups was made as a sec- 
ond phase of training whereby students 
would branch out to a new group, ргас- 
ticing skills learned in the first group. 
The second group focused on prepara- 


tion to reach out to school-wide groups 
and clientele. 

The final phase of the training in- 
volved a model, though pertinent, ex- 
perience in meeting with a client group 
and using this practical example to re- 
capitulate and consolidate the prior 
learning in the training course. 

Strategies of counseling had been 
taught and used throughout the train- 
ing course. These were reviewed and 
summarized in the final meeting of the 
training. 

Ethical responsibilities were reviewed. 
Accepting a role of Peer Counselor car- 
ties certain responsibilities that neces- 
sitate the setting aside of personal opin- 
ions and attitudes, when in the role of 
counselor. It also requires the exercise 
of maintaining information shared in a 
confidential manner, and use of sound 
judgment regarding any disclosure, This 
means that Peer Counselors, when in 
this role, must maintain the general 
stance of supporting the established cul- 
tural norms, the positions of parents, 
the regulations of the school, and the 
school system itself. 

Difference between counseling and 
advice-giving was discussed. This was 
the most difficult strategy to understand 
and learn of all that were covered in the 
training. In most of the practice exer- 
cises, role plays, and group discussions, 
a common reaction was to give advice 
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to the troubled student. Supervisors 
demonstrated and then reviewed the 
process of counseling as an exploration 
of alternatives, leaving the final decision 
for action with the counselee. Peer 
Counselors found it hard to accept the 
emotional ambiguity of a counseling in- 
teraction that might end in the counselee 
rejecting positive alternatives, acting on 
negative alternatives, or deciding not to 
take any action. Recognizing that every- 
one has a right to choose to fail was 
difficult for them to accept. It was also 
hard for them to accept that not all 
counselees can be reached. This will be 
given further attention in the Super- 
vised Practicum that will take place as 
the next phase of the program as they 
are functioning on assignments. 


EVALUATION 

Despite a minimal recruitment effort, 
162 students entered the training pro- 
gram and 155 completed the program. 
A few students dropped out at the time 
the shift in groups was made. A few 
others were forced to drop because of 
heavy schedules of spring activities. Stu- 
dents represented a wide range of age 
groups, racial and ethnic groups, person- 
ality types, and personal problems. Some 
students entered the program seeking 
personal help and a sense of worth. 
Others entered to find relevant service 
activity and meaningful relationships 
with others. The impact of the program, 
both on their lives and on programs 
throughout the school, was varied. 

It has been abundantly clear that the 
training program has represented a sig- 
nificant experience in personal growth 
for the student participants. We have 
come to feel that this type of program 
may well represent a major vehicle for 
improving the mental health of adoles- 
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cents. We feel that those students who 
entered the program seeking personal 
help and who received it are legitimate 
users of our services. We would by no 
means evaluate the success of the proj- 
ect solely in terms of the numbers of 
peer counselors who are placed on as- 
signments. 

It was useful to learn that the adult 
supervisors, although members of the 
School and professional mental health 
establishments, were well received and 
respected by students, They were not re- 
jected because of their positions in 
society (“establishment”). Any differ- 
ences seen in relationships between the 
student and a Supervisor was usually 
due to personal attributes of the Super- 
visor. Those who evidenced an open, 
honest manner, respected students, did 
not talk down or intimidate them in any 
way were highly successful in reaching 
and teaching their groups. 


EVALUATIONS BY SUPERVISORS 

Supervisors were positive, enthusias- 
tic, and supportive of the program. They 
all indicated great respect for the level 
of sophistication evidenced by the stu- 
dents in their groups, both in terms of 
knowledge and in depth of personal 
problems and experiences. Although 
professionally trained, individuals said 
they had learned much about adoles- 
cents in the process of working with 
their trainees. In obtaining their evalua- 
tions of students, no effort was made to 
check-list attributes or in any other way 
structure the reports. We are using these 
varied statements to generate a meaning- 
ful standard evaluation form. Specific 
other evaluations made by Supervisors 
are: 


The pace of the training was broken by the 
shift in groups. It was difficult for Supervisors 
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to give up their first group and to carry on 
the sequence of the curriculum following the 
shift. 

A need was expressed for Co-Supervisors for 
each group. This would eliminate the inter- 
Tuptions that occurred when a Supervisor had 
to miss a meeting and would provide for 
greater coordination and communication. 
They suggested that the Co-Supervisor should 
be a person from the school, such as a counse- 
lor or teacher. 

It was felt that specific criteria guidelines 
should be prepared for evaluating the prog- 
ress of students, The use of video taping was 
suggested, to be used in the ongoing process 
of the training. 

A catalog of students with information about 
individual specialties, training, and hobbies 
should be prepared. This would be used in 
making peer counseling assignments. 

A more uniform use of the curriculum was 
needed, with additional suggestions for imple- 
mentation. 

"Office hours" for Supervisors should be 
Scheduled at the schools. This would enable 
Peer Counselors to drop in for consultation 
over and beyond their group sessions. 


EVALUATIONS BY STUDENTS 


The attendance record in the pro- 
gram, retention level, and personal re- 
cruitment of other students indicates a 
positive evaluation on the part of stu- 
dents. Specific student evaluations were 
these: 


Group sessions should be longer (possibly 
two hours) and there should be more of 
them. 

Shifting of groups was generally disliked. Stu- 
dents felt they had just been integrated into 
their group when the shift was made. Some 
handled this by attending two sessions per 
week—their old group and their new group. 
(In light of this feedback, the plan for the 
coming year has been changed accordingly— 
see below.) 

Students wanted the practical experience to 
come earlier in the training program. 


They requested some specific information. 
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One suggestion was a session on the dynamics 
of the school itself. This would include de- 
scriptions of the roles and functions of vice- 
principals, mechanics of running a school, re- 
lationships of a building to the central office, 
etc. 


Students wanted a session devoted to methods 
of intervening with teachers and learning to 
talk with adults. 

Transportation to the training meetings was 
difficult. Students would like training sessions 
either held in their own school buildings, or 
car pools organized to facilitate transporta- 
tion. 

Small training groups were requested of about 
five to eight in number rather than the 10-15 
sized groups they had been in. 

It was felt that a more detailed preparation 
for the Life Career Game would make this 
experience more meaningful. 


SIGNIFICANT EFFECTS ON STUDENTS 

The peer counseling program proved 
to have many unanticipated benefits, A 
number of examples reveal part of the 
impact of the program: 


A counselor revealed that a student she would 
never have recommended for the program be- 
cause he had been in trouble at school had 
proven to be one of the most effective in 
working with the sixth graders. He had im- 
proved in his school work and behavior and 
had volunteered to help another student with 
problems similar to his own. 


A group of Peer Counselors at one high 
school decided to organize a program to make 
their school more friendly. They identified 
students who appeared to be lonely. In a 
natural way, individuals would approach these 
students with a friendly greeting and follow 
that up another day with further conversa- 
tion. They were impressed with the positive 
response their efforts received. This same 
group helped one another in their ability to 
approach others. One student who found it 
hard to do this would be backed up by a 
friend. When an approach would be made, the 
friend would compliment the effort and en- 
courage the next approach. 

A high school student began working with a 
junior high girl in her peer counseling group 
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who had revealed a need for help, This was 
done on her own time and made a significant 
difference to the fellow trainee. 

A high school girl verging on alienation re- 
ported that the training group was the one 
thing she looked forward to in her school 
week, 

A boy involved in school politics entered the 
program. During the group sessions, in re- 
ceiving feedback from students, he learned 
about himself. He found that many of his 
approaches to others were received negatively. 
He learned what changes he would need to 
make if he were truly to become more effec- 
tive in relating to others. 

A mother reported that her daughter had lost 
interest in school and in future educational 
work, Since entering the program, she was 
becoming involved again and was making 
plans for the future. 

A mother reported that her son learned to 
understand his father through the course of 
his training program. His attitude and man- 
ner, and consequently the atmosphere of the 
home, had improved greatly. 

Other parents, learning that their children 
were in the program, called Dr. Varenhorst at 
the school regarding problems they faced with 
their children, This has opened communica- 
tion between parents and children and іпін- 
ated more specific counseling help. 


OVERALL EVALUATION 


This pilot phase showed that the Peer 
Counseling Program does fill а рег- 
ceived mental health need in the schools. 
It also demonstrated that the hurdle of 
community and school hierarchy ассері- 
ance can be surmounted, There has been 
gratifying enthusiasm on the part of the 
students, parents, and school personnel 
—including administrators—for the 
continuation and expansion of the pro- 
gram. 

Supervisors and students were both 
involved in evaluations of the program. 
These initial evaluations are viewed as 
heuristic rather than definitive. They 
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serve as the basis for the detailed eval- 
uations of every aspect of the program, 
which is to be a major effort in the next 
stage of the project. 

Extensive evaluation procedures are 
now underway. Criteria and rating mea- 
sures are being devised for judging the 
suitability and effectiveness of the stu- 
dent in his continued performance in the 
role of Peer Counselor. We plan to uti- 
lize social indicators to judge the overall 
impact of the program, such indices as 
level of school achievement in relation 
to potential, truancy, drop-out rates, 
disciplinary school actions, incidence of 
drug abuse, incidence of violence or 
vandalism in the schools, and teacher 
turnover rates. The personal growth of 
the Peer Counselors is best measured by 
self-esteem scales. 

As the program has become known, 
contacts have been made requesting the 
services of Peer Counselors. At the pres- 
ent time, 90 students are on assign- 
ments, The Coordinator of the Special 
Education Program and the Education- 
ally Handicapped has asked for help. 
Parents of students in the mentally 
retarded classes requested a meeting re- 
garding possible help. Elementary teach- 
ers have asked for specific services. Dis- 
trict personnel have indicated a desire 
to explore possibilities of Peer Counse- 
lors helping students with attendance 
problems and aiding in vocational guid- 
ance. School counselors are beginning to 
use Peer Counselors for research activ- 
ities and other services, All of this would 
indicate a positive acceptance and an- 
ticipation of future growth for the pro- 
gram. 
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PARENT-CHILD CENTERS: 
A WORKING REAPPRAISAL 


Henry H. Work 


Department of Psychiatry, University of California School of Medicine, Los Angeles 


Previous accounts of federally sponsored Parent-Child Centers have de- 
lineated their conceptual base and early organization. This report, based on 
visits of the author to the centers described, evaluates what is occurring in 
fourteen of them, in terms of philosophy, participation, internal conflicts, and 


current results. 


Ее? last year, this Journal published 
J. McVicker Hunt’s vigorous presen- 
tation 5 of the concepts that underlie the 
36 Parent and Child Centers established 
by the federal government in 1967. His 
description included the scientific ration- 
ale for these centers, as well as some 
comments about previous experimental 
work in the field. 

In the fall of 1970, as a consultant 
to the Office of Child Development, I 
had the special opportunity of visiting 
over half of these Centers, in geographic 
locations as far apart as Northern Ver- 
mont and Hawaii. They appear to rep- 
resent a fresh and uniquely American ap- 
proach to the age old problem of child 
rearing. My visits were an attempt to ex- 
plore the organization of these Centers, 
to try to discover their relationships to 
child rearing patterns, and to try to un- 


derstand the interrelationship between 
them and other burgeoning agencies con- 
cerned with child care. 

The data that follows, therefore, rep- 
resents an individual point of view and 
hopefully adds a perspective that can be 
utilized in the ongoing planning not only 
of centers of this sort, but of other ef- 
forts to demonstrate modifications of 
early child care in the diversity of our 
American culture. The highly personal 
nature of these observations prompts me 
to use the first person singular more fre- 
quently than is normally utilized in scien- 
tific literature. 

In a recent book, Опе Bronfenbren- 
ner points out that the largely accidental 
process of growing up in America suc- 
ceeds only in the “unmaking of the 
American child.” In comparing child 
tearing methods in different cultures, he 
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makes clear that we in America, as op- 
posed to those with more systematic ap- 
proaches, have a non-system of provid- 
ing care for our children. 

In 1966, representatives of govern- 
ment agencies involved in poverty pro- 
grams and specifically in Head Start 
Programs, met to consider ideas for ex- 
tending the principles in these programs 
to the care of younger children. To some 
extent, this thinking was stimulated by 
the fact that trying to modify and change 
the learning and living patterns of chil- 
dren from three onwards did not get at 
the debilitating aspect of life in deprived 
situations prior to that time. An outside 
task force was subsequently appointed 
by President Johnson; it considered a 
host of conflicting philosophies and 
plans, but in a very short time a pro- 
posal evolved. 

In February 1967, following this year 
of planning, the Congress authorized the 
establishment of Parent-Child Centers 
under the aegis of the Office of Economic 
Opportunity. These centers were to be 
located in both rural and urban poverty 
settings; they were to serve children un- 
der the age of three; and they were to 
involve the parents of these children, 
both in planning and in operations. The 
goals included improvement in health; 
the overall developmental progress of 
the child; changes in the activities of 
the parents; and an impact on the com- 
munity served. Many of the theoretical 
concepts on which they were based de- 
rived from studies of deprived children. 

Each center that was visited did, in- 
deed, contain in some fashion elements 
for carrying out programs based on theo- 
retical concepts to combat the separa- 
tion, isolation, and deprivation that af- 
fect the lives of the chronically poor. 
However, the sophistication with which 
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theoretical knowledge is purveyed in 
these various centers varies quite widely 
and the outcome of their usefulness has 
yet to be tested. 

Impressions of the progress of these 
various centers range from the glowing 
to the desperate. Although they were 
pilot programs, designed to demonstrate 
different ways of working in different 
communities, the general modes of op- 
eration are relatively similar. The or- 
ganization of the Office of Child Devel- 
opment in HEW led to the transfer of 
32 of the centers to this aegis. The four 
remaining in OEO are called Parent- 
Child Development Centers and have a 
larger budget and more research activi- 
ties. These include Birmingham, New 
Orleans, Houston, and Atlanta. 

The standard budget for those centers 
financed by the Office of Child Develop- 
ment is $175,000, At the very outset, 
a plan was devised, in keeping with OEO 
procedures, of having an intermediary 
agency, called the Delegate Agency, to 
administer funds coming directly from 
the federal government. 

During the course of my travels, cen- 
ters were visited in Baltimore, Cleveland, 
Washington, rural Vermont, St. Louis, 
Louisville, Leitchfield (Ky.), Jackson- 
ville (Fla.), Philadelphia, Boston, Bir- 
mingham, Houston, Harbor City 
(Calif.), and Honolulu. 

My reception in all centers except one 
was uniformly warm, and comfortable. 
I was impressed by the manner in which 
I was greeted and welcomed. It became 
clear that one of my unofficial functions 
was to discuss with the local personnel 
the procedures used in other centers. 
Everyone seemed hungry to know ways 
of bettering their own operations and to 
learn comparative methods of procedure. 
As will be noted below, communication 
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between the centers is extremely spotty. 
My unofficial status made it possible for 
me to carry messages in a more informal 
manner than could be done by the Wash- 
ington central staff or the Project Ad- 
visors. These are consultants, paid for 
out of a central budget, and acting as 
relatively permanent, ongoing advisors 
to the function of the centers. Some of 
them have a prime interest in educa- 
tional techniques, others in more admin- 
istrative aspects. To some extent these 
Advisors are in a peculiar bind by virtue 
of being placed between the federal staff 
and the local activities, They have vary- 
ing degrees of good and bad relationships 
with the federal personnel and at times 
feel that their position is somewhat 
anomolous. In other instances, they are 
powerful members of the local staff. 
Descriptions of two typical centers, 
one rural and one urban, outline differ- 
ences in organization and function. 


RURAL VERMONT 


Operated out of Barton, Vermont, the 
center is located in what is known as the 
Northeast Kingdom, an area bounded by 
Canada and New Hampshire and extend- 
ing about 60 miles in that corner. In ad- 
dition to the center in Barton, there are 
three sub-centers because of the dis- 
tances involved. Unlike the urban 
ghettos, the population is entirely white 
and lives out on roads that were some- 
what muddy in October and probably 
become impassable in winter. The people 
served here are as truly poor as those in 
the ghettos and are more clearly labelled 
as poor by their neighbors. They are 
considered to be the bottom of the social 
ladder. Many of them have been poor 
for generations. Their children are dis- 
dained by their schoolmates, and the par- 
ents by other individuals in the towns, 
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even though they perforce shop in the 
same stores. 

The effort in the Parent-Child Center 
is focused around attempts to bring these 
people out of their isolation, to get them 
into the centers for periods of time, and 
to bring a curriculum of childhood de- 
velopment into the homes via outreach 
workers. The plan includes a visit for 
each parent and child (or children) to 
a center one day per week. The satellite 
centers are used in rotation, whereas the 
main center in Barton is open on most 
days. While the children are in the cen- 
ter, an educational program is operated, 
at times using graduate students from 
some of the local colleges. A. program 
for the mothers is carried out at the 
same time. 

It is very apparent in these operations 
that the center becomes a warm and 
comfortable place in which food is avail- 
able, child learning activities are carried 
out, and health care is provided. The 
provision of health services is arranged 
partly through routine functions of the 
State Health Department and partly 
through contract with individual physi- 
cians. No large medical center is imme- 
diately available to these people. 

In Barton, the center director works 
not only with his own staff but with a 
very active Parents Advisory Council. 
As in the ghetto areas, the parents on 
this Advisory Council seem extremely 
pleased that they are permitted to speak 
out for themselves and to plan activities 
for themselves and their families. Many 
of these families are intact, unlike those 
seen in the urban centers. In fact, many 
of the men have jobs but these are poorly 
paying and often transient. Many of the 
men are suspicious of the center and feel 
that their wives should remain at home 
and take care of the children rather than 
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be involved in the activities offered by the 
center. 

The educational program of the center 
depends much more on the outreach 
activities of the workers. In addition to 
the professionals on the staff, chiefly the 
assistant director, parents and other 
members of the community are trained 
to carry out the curriculum prescribed 
for the enrichment and enhancement of 
the children’s lives. The workers go into 
the homes and endeavor to get the 
mothers involved in the learning pro- 
grams as described by their curriculum. 
It becomes very obvious that the workers 
themselves have only a partial under- 
standing of the base for the curriculum 
but they are enthusiastic and are easily 
welcomed into the homes. 

Unlike another rural setting (Leitch- 
field, Ky.), I did not see as much activ- 
ity on the part of the workers in getting 
the parents themselves to carry out the 
techniques of education with the chil- 
dren. The workers visited homes two or 
three times a week; they kept in close 
contact with the parents, assisted in 
bringing the parents to the center, and 
established a warm and comfortable re- 
lationship with them. However, both the 
theory and the organization of the cur- 
riculum seemed to be sort of a byproduct. 
Great care was taken not to get the par- 
ents too quickly involved in working with 
their children; rather there was a long 
and almost therapeutic approach to get- 
ting the parents comfortable with the 
worker and with the idea of doing some- 
thing for their children over and beyond 
joint watching of television. (The major 
evidence of luxury in these homes is the 
television, although some of them have 
snowmobiles. Other, more prosperous 
natives feel that any of these luxuries are 
unwarranted and are particularly re- 
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sentful that some of these individuals 
have snowmobiles, even though it may be 
the only way a man can get to his job 
in the wintertime.) The staff discussion 
in the Vermont Clinic was perhaps one 
of the most sophisticated observed. This 
seemed to be related to the professional- 
ism of the director and his assistant di- 
rector. Staffing problems were handled 
in a dynamic fashion and appropriate 
conclusions were reached. 


BIRMINGHAM, ALA. 


The Birmingham Center occupies the 
basements of two churches and has a 
fantastic amount of utilizable space. One 
of the churches functions as the center 
for children from three months to eigh- 
teen months, following which they grad- 
uate to the other building across the 
street where there are several classrooms 
for children from eighteen months to 
three years. The unique features of this 
center are: 

1) It is primarily a child centered 
program. The children come daily and 
stay throughout the day. Included are a 
series of snacks, a luncheon, and a nap. 

2) The program for involvement of 
the parents is extremely well organized 
and progresses through various stages. 
When a mother brings her child, she is 
expected to come two half-days a week. 
During that period, she starts out as an 
“observer-mother” who is assigned a task 
of looking at a single child and reporting 
back in some detail to the supervisor. 
Once she has mastered the concept of 
such observations, she moves to observ- 
ing increasing numbers of children until 
eventually she becomes a junior part of 
the staff. At that time, she is called a 
“model mother” and works directly with 
the children as well as being observed by 
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the newer mothers coming in. In all in- 
stances, there is continuous, almost hour- 
to-hour supervision, for the time spent 
in working directly with the children. 
Thus, many people are involved with the 
care of the children. The mothers are 
usually not working with their own chil- 
dren during this experience. 

3) The curriculum for the children 
is a tightly organized one. It is planned 
with the assistance of Jerome Kagan of 
Harvard, a major consultant to this par- 
ticular project. The program starts with 
educational experiences, beginning at 
three months and going up through the 
time that the children are there. There 
is great focus on control and discipline, 
including emphasis on experiences that 
will be common to the children subse- 
quently. 

For example, this was the center 
where children, age 14-15 months, were 
seen lined up against the wall waiting 
their turn to go to the bathroom. Subse- 
quently, they returned to their class- 
rooms, sat in assigned seats and waited 
patiently for luncheon, meanwhile talk- 
ing about their daytime experiences. It 
was also the place where a child at one 
of these noontime encounter groups was 
told that she was "bad" and that she 
would not get her lunch! 


PARENT-CHILD : CENTERS 


There is great emphasis on cleanliness 
in this center, probably related to the 
drive, energy, and personality of the di- 
rector. The only professionalism that is 
directly represented in the center is that 
of education. Health care is providéd by 
the City of Birmingham by means of a 
portable health clinic, which visits the 
center three days a week. Apparently, 
good health supervision is maintained by 
this method. Social services are provided 
by a member of the staff not trained in 
social work but acquainted with the vari- 
ous agencies in town. He sees to it that 
parents are referred to appropriate agen- 
cies. It was the general feeling in Bir- 
mingham that the social work provisions 
for parents were better than those in 
other cities. The center is located in the 
middle of a very pleasant housing project 
that is well maintained (in contrast to 
some of the northern projects of this 
Sort). The research program is most in- 
tensive. Because this is still funded by 
OEO, extra funds are available for re- 
search carried out through a contract 
with the University of Alabama, with a 
large research staff directly on the 
grounds, It is obvious that the research 
staff to some extent dictates the curric- 
ulum and members of this staff are well 
versed in such curriculum planning. 


MAJOR ISSUES 


To summarize my impressions at the 
moment, it seems easiest to discuss a 
series of issues that have been only par- 
tially evaluated. As noted, research ac- 
tivities of the centers have been indi- 
vidualized so that each center develops 
its own research program, usually in con- 
nection with a neighboring university. 
One attempt at a major evaluation of all 
the centers was made by a private firm, 


The Kirschner Associates, and a detailed 
report of their findings has been issued. 
A major area of evaluation that is seem- 
ingly missing is a comparison of the vari- 
ous centers as to their function, organi- 
zation, and process. 


DEVELOPMENT VS. GROWTH 
Perhaps the most important issue from 
the point of view of a psychiatrist is the 
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kind of learning and stimulation that 
goes on in the centers. The theoretical 
base from which the centers derive in- 
cludes a great deal of interest in the cog- 
nitive stimulation of young children. The 
emphasis on this was most vividly seen 
in the Birmingham Center, where an in- 
tensive curriculum for children from 
three months on has been developed. 
Such curricula are common in all of the 
centers and are utilized by staff working 
in the center as well as in the outreach 
programs. The focus is on enriching and 
stimulating the lives of potentially de- 
prived children in the hopes that by gain- 
ing competence and intellectual capacity 
they will be more prepared for life in the 
world they must enter. 

The emphasis in the educational ap- 
proach is primarily that of teacher to 
pupil. The children are exposed to a 
variety of stimulating experiences as well 
as a variety of learning and cognitive 
experiences. Where these conflict with 
older theories of personality develop- 
ment, the emphasis seems to be on the 
educational approach. In one center, the 
research and curricular proposal sug- 
gested, “The PCC Program on child care 
should avoid unnecessary controversies 
in areas that are tangential to intellectual 
growth, e.g., feeding, bathing, disci- 
pline.” This statement would seem to 
epitomize the manner in which the cur- 
riculum developers have approached the 
idea of modifying the lives of relatively 
small children.* 5 

At times, however, the application of 
this intensive teaching seems to violate 
previously established concepts of child 
rearing practice. We have become ac- 
customed to thinking of the first year as 
one in which a child builds up a trust 
in the world around him through close 

contact with adults, and particularly 
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with one adult. In the centers where the 
children are receiving the most cogni- 
tive stimulation, they are taken from the 
parent, the parent is only partially in- 
volved in the overall program, and the 
limited number of people caring for the 
children may deprive many children of 
active contact with and stimulation from 
adults during that part of the day that 
the children are in the centers. 

Equally over the years, psychiatrists 
have come to consider the second year 
of life as a potentially stormy one be- 
cause of conflictual situations that occur 
around problems of control, discipline, 
management, and organization of the 
child's life. Attempts have grown out of 
the body of knowledge based on psycho- 
analytic theory to make these struggles 
as minimally destructive as possible. In 
the developmental-affective model that 
derives from these theories, the relation- 
ship between the parents and the child 
is crucial. The model suggests that the 
growing independence of the child is 
a threat to the parents and that many of 
the activities of the parents result from 
efforts to control the child. To separate 
the child from the parent at this time 
avoids the resolution of this difficulty. 
It was especially this item that led me 
to come to look at the Parent-Child 
Centers because it seemed that the plan 
of involving parents in the learning pro- 
cess needed this type of close relation. 

In the curricula derived from cognitive 
theories of child rearing, the feeling is 
that the child should be treated firmly 
(if not harshly) during this period of 
time so that an appreciation of the 
realities of life and the controls that are 
necessary to live in our society can be 
developed. This is exemplified by the 
previous description of the series of 14- 
15-month-old children lined up to wait 
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their turn to go to the bathroom. It was 
not merely the imposition of order in 
this situation but the firmness and 
strength with which it was carried out 
that gave rise to a feeling that the process 
of knowledge about personality develop- 
ment, particularly in that year of life, 
was being reversed, In the center where 
the most intensive program of cognitive 
development is being carried out, I 
seemed aware of more unhappy children 
and heard more crying than in any other 
center. The issue of the relationship be- 
tween the application of cognitive learn- 
ing and personality development remains 
to be resolved. 

In many of the centers, a much more 
casual application of cognitive learning 
was occurring. Partly this is accounted 
for by the utilization of indigenous in- 
dividuals who carry out the teaching 
process, This leads to the second issue, 
that of the relationship between pro- 
fessionals and amateurs in the teaching 
process. 


WHO DOES THE JOB? 

One of the fundamental principles of 
ОЕО and other poverty operations, has 
been that of involving the participants 
in the program. A variety of patterns 
for involving parents, especially mothers, 
in these programs has been worked out. 
As noted above, the planning for all of 
the centers was carried out by a group 
of indigenous individuals who then often 
became part of a policy advisory com- 
mittee to act as the “board of trustees” 
of the center. It has also led to the 
utilization of mothers as teachers, From 
the point of view of a psychiatrist, there 
are obvious disadvantages to the applica- 
tion of this otherwise excellent principle. 
One of the early premises was that these 
parents had the advantage of being able 
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to get into the homes and to establish 
good working relationships with other 
mothers. They could subsequently be 
trained to carry out the curriculum. It 
became apparent, however, particularly 
as seen in the outreach programs, that 
many of these mothers went into the 
homes with a minimum of knowledge of 
their curriculum, with an almost com- 
plete lack of knowledge of the theory 
on which the curriculum was based, and 
with a varying degree of unwillingness 
to cope with the emotional problems of 
the mothers with whom they met. In gen- 
eral, it was felt that such emotional prob- 
lems were not appropriate for these 
workers, Indeed, it was frequently stated 
that emotional problems were both per- 
sonal and “private.” 

In addition to the reluctance to invade 
other peoples’ privacy and an inadequacy 
of ways of doing it, there is a general 
feeling that parental attitudes should not 
be changed. This is based partly on the 
concept that “children are all they have” 
and they should be permitted to handle 
them in any way appropriate to the 
parent. In addition, there was a feeling 
that changing existing practices would 
upset the balances in the home and re- 
sult in even less care for the children, 
On the other hand, there was every 
evidence that the curricula stressed the 
addition of a host of parent-child con- 
tacts that, in themselves, greatly modified 
the child rearing practices within the 
family. 

The unwillingness to change patterns 
may be appropriate, but it is very ap- 
parent to an observer that such emo- 
tional problems, as well as social prob- 
lems, interfere with the cognitive and 
other development of the child. Sup- 
porters of a pure cognitive-stimulation 
concept see the personal difficulties of 
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the parents as being overcome by the 
increased stimulation, knowledge, inter- 
action, and contact with the children. 
From the viewpoint of a psychiatrist, it 
often appeared that there were patho- 
logical attitudes that needed to be re- 
moved from the parent’s behavior before 
the same parent could appreciate and 
utilize the enrichment, the stimulation, 


‚ and the other aspects of positive input 


that were available. 

Finally, it should be noted that staff 
training is a crucial part of the operation 
of the centers, It became very obvious 
that those mothers who were involved 
in the direct work of the programs gained 
the most. This simple fact, however, em- 
phasized the need for many man-hours 
of the professional staff to assist, to 
supervise, and to further the knowledge 
of the paraprofessional staff. It would 
seem important that, in the funding of 
the centers, more be made available for 
this type of operation in order that the 
use of paraprofessionals be enhanced. 

In addition, the professionals in the 
centers often were in competition as to 
who was doing the best job for the 
parents. This was quite apparent, at 
times, between the educational profes- 
sionals and the social work professionals. 
Indeed, the latter felt on many occasions 
that their modification of the lives of 
the parents was the major contributor 
to the enrichment and advancement of 
the children being cared for. 


WHAT CAUSES THE CHANGE? 

This leads to the third issue: namely, 
that many things happen in these cen- 
ters. They do provide health care and 
better nutrition for children. They offer 
а cognitive means of child development. 
They increase the talents, capacities, and 
even the enjoyment of the parents. They 
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serve as a social club for many of the 
parents, and overcome the isolation and 
seclusion of these ghetto individuals in 
that fashion. Indeed, as one observer has 
pointed out, the PCCs seem to have re- 
discovered the settlement house! It is 
the presence of these multiple inputs 
and resources that makes more difficult 
the organization of both research and 
evaluation. 

Attempts have now been made, both 
generally and specifically, to do research 
on the progress made by those served by 
the centers. Perhaps the best of this re- 
search focuses around changes in chil- 
dren, In many instances, these studies 
have shown a definite intellectual de- 
velopment in a child, which might not 
have occurred had he been left to his 
isolated and chaotic living. As of now, 
very few well-controlled studies of com- 
parable children in the same neighbor- 
hoods, have been carried out. However, 
the evidence over the years of the lack 
of development of children from these 
neighborhoods and their chronic failures 
in school has been documented and per- 
haps serves as a control separated in 
time. 

There is no clear understanding as 
yet of how a child, stimulated and en- 
riched in the PCC and then carried along 
through Head Start, will perform in 
public schools. The proponents of the 
centers, from their own observations, 
suggest that when these children do 
reach elementary school, that system is 
not prepared to cope with their potential 
advancement and thus the children re- 
gress, not because they have not gained 
something, but rather because the school 
system itself is not tooled up to their 
needs and capacities. 

Research has another unfortunate as- 
pect in the PCC. In many of the ghetto 
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centers, there is a growing suspicion 
of research and the meaning of new 
findings to the political scene. This is 
most vividly demonstrated in the Boston 
area in the formation of a Black Re- 
search Review Council. To date, none 
of the PCCs has had formal political 
opposition in this area, but there has 
been some informal activity to cut down 
on research. In addition, many of the 
parents attending have a long-standing 
fear of research activities in their own 
neighborhoods, a fact vividly demon- 
strated in the Baltimore Center, which 
is located across the street from the 
Johns Hopkins Medical Center. The in- 
dividuals served by the PCC regard the 
latter as a potentially frightening place. 

Most of the research studies that have 
been done, focusing largely on the de- 
velopment of children, are quite ap- 
propriate to the needs of the Office of 
Child Development. However, there are 
two more important planning concerns 
that are being neglected. One is a more 
intensive study of the changes that occur 
in parents, This is important because it 
is very obvious that, if the parent is not 
helped, the child will lose the capacities 
that are gained. In addition, most of 
these parents have other children, and it 
is reasonable to assume that the lessons 
learned in the PCCs can spill over and 
be applied in the care of these other 
children. 

Secondly, there is a seeming lack of 
intensive research activity focused on 
the process and organization of the 
centers, This becomes crucial to the 
Political scene, since these are pilot cen- 
ters and they will need to be duplicated 
if they are effective. A greater under- 
standing of how they have been orga- 
nized, what should be done to improve 
them, and how the process of staff rela- 
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tions, staff-parent relations, staff-com- 
munity relations, etc. can be carried out, 
is essential. Many of the attempts at re- 
search have focused on parts of the prob- 
lem or parts even of the development of 
the child. The need for emphasis on 
evaluation of the whole is imperative, 
particularly if these are to be utilized as 
the pilot and model activities that they 
profess to be. 

I continually asked at each center 
what they would do if a neighborhood 
a few blocks away asked how they got 
going, and what they would do to set up 
a new program. Many of the people 
involved in these centers are concerned 
primarily with their day-to-day activities; 
they are loathe to look back, The Wash- 
ington staff continues to try to evaluate 
this, but at this writing the administration 
of that office has been in disarray for 
some time and relatively little concerted 
planning for the future, particularly in 
relationship to new centers, has been 
available. The thread of morale is often 
fragile. (This will probably change with 
the appointment of a new director in 
the summer of 1971.) 

In addition, there is a general lack 
of a relationship between various cen- 
ters, It was shocking in Kentucky to find 
that the Louisville and Leitchfield Cen- 
ters, located 60 miles apart, had no 
contact, no communication, and no gen- 
eral means of working together to im- 
prove their manner of function. Re- 
search on staffing patterns is also needed, 
since many of the centers appear to be- 
come almost selfish in their centeredness. 
One has the feeling that they become 
nice little pockets of operations, content 
with their own functions, pleased with 
their warmth and socializing activities, 
but neglecting the fact that they are in 
the midst of an active and changing Р 
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community. Indeed, the mere presence 
of these centers is a progressive step for 
the community, yet many of them, once 
established, become little islands of con- 
tentment that enjoy only their own liveli- 
hood. 

There are many qualities of magic 
surrounding the operation of these cen- 
ters. They either worship their cur- 
riculum or claim that their results depend 
chiefly on rapport and relations. In one 
center, great emphasis was placed on the 
fact that giving a new hairdo to a mother 
completely changed her attitude and 
her approach to her child. Undoubtedly, 
it affected her response to the center but 
it was seen as a magical cure-all. Except 
for the Office of Economic Opportunity 
Centers, this naive approach to evalua- 
tion was not uncommon. This could be 
modified if the impact of professionalism 
were greater, 

In only one of the centers visited 
(Houston) did I find a highly trained 
professional staff. This operation is di- 
rected by the Department of Psychology 
at the University of Houston, and it 
functions much more like a university- 
run program. 

One element, the Policy Advisory 
Council, calls for very special evalua- 
tion. As in all poverty programs, the 
idea of utilizing the clientele and partici- 
pants as part of the Advisory Board has 
been fundamental in these programs. 
Yet the actual function is never clearly 
described. Except for the Houston pro- 
gram, all centers have such a board; in 
some instances it seems to demonstrate 
very good relationships with the staff 
and with the outside community that is 
also represented. However, it was equally 
‘apparent that the professional staffs 
paid varying amounts of attention to 
the deliberations and suggestions of their 
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PACs. None of this could be said pub- 
licly, but in my enjoyable relations as an 
unofficial observer, I was privy to com- 
munications that suggested that the func- 
tion of the PAC varied greatly in rela- 
tionship to the capacities and talents of 
the director and other members of the 
staff. The concept of participant function 
is growing rapidly in America and is ap- 
propriately challenging the hierarchal 
domination of activities for individuals 
that has been part of our national pat- 
tern. At the same time, research is still 
needed to learn how such participation 
can be intelligently used in the ongoing 
operation. There have been published 
reports of the effective use of participants 
and the effective training of participants 
in community mental health and other 
centers.? The application of this knowl- 
edge to the Parent-Child Centers remains 
to be demonstrated. 


WHAT IS BEING LOST? 


An understanding of the meaning of 
the feelings of the participants leads to 
an important cultural issue. I have sug- 
gested earlier that many of the attempts 
to reinforce the cognitive development 
of children seemed, to a psychologically 
trained observer, to be developing rather 
robot-like children, This may well be the 
fate of any highly organized attempt to 
modify the lives of developing individ- 
uals. It could be counteracted, however, 
if greater attention were paid to the 
maintenance of the culture values of the 
individuals. This is a factor that is men- 
tioned frequently, but is hard to de- 
lineate. 

Most of these centers are located in 
the black, ghetto areas of large cities. 
The rural ones are often located where 
the poor are an isolated and separated 
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and segregated class of individuals. The 
Houston Clinic deals primarily with 
Spanish-speaking Americans, many of 
whom have recently come from Mexico. 
In all of these instances, however, there 
are cultural values previously present in 
the lives of the participants that may 
or may not be considered in the planning 
of the new curriculum, the new activi- 
ties, and the new organization. One gets 
a very strong sense that classic middle- 
class values provide the general back- 
ground for the programs that are being 
offered. One finds, indeed, that the par- 
ticipants very often actively lean towards 
these values and assume them very rap- 
idly. The most startling contrast between 
such values was seen in a parents’ meet- 
ing with both black participants and 
young white student participants who 
live together in the Roxbury District 
of Boston. 

It is true that some of the ingredients 
that might be lost in such a program do 
not have a very high value. There is 
no pleasure in being hungry, there is 
no future in hopelessness, and there cer- 
tainly is no hazard in losing ignorance. 
What is important, however, is a better 
understanding of the coping skills of 
people who attend the PCCs. In Cleve- 
land, for example, it was pointed out 
by the director that he felt he was not 
serving the most disadvantaged members 
of the community. He noted that the 
blacks who did attend the center were 
mostly third and fourth generation in- 
dividuals who certainly needed a dif- 
ferent method of working out their re- 
lationships to the entire community. 
However, they were better able to cope 
with their poverty than were the first 
and second generation whites who were 
coming into Cleveland from Appalachia. 
At least, the blacks had established pat- 
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terns of behavior that fitted some of their 
needs and made it possible for them to 
exist, even though not participate, in the 
ongoing activities of the overall larger 
community. 

A word should be said here about 
the potential preventive aspects of these 
programs, It is one thing to assist rela- 
tively normal children in deprived situa- 
tions to better utilize their talents, ca- 
pacities, and abilities. Yet, in some 
instances, children were seen who dem- 
onstrated all the potential for moderate 
to even severe retardation. It became ap- 
parent that, had such programs not ex- 
isted, these children would develop even 
more slowly and eventually become des- 
ignated as mentally retarded. While the 
program would not necessarily bring 
these children up to normal, it was ap- 
parent that the outlook was considerably 
greater than might have been antici- 
pated. In another instance, I was able 
to observe two children, living with 
borderline psychotic parents, whose con- 
tact with the center gave them an oppor- 
tunity to appreciate reality and perhaps 
to avoid developing the same difficulties 
seen in the parents. à 

Yet the issue of what is being taken 
away from these individuals in terms of 
their own culture is crucial. In his brief 
but powerful critique? of the PCCs, 
Edmund Gordon of Columbia Univer- 
sity pointed out that alternative methods 
of enhancing the lives of these young 
children from poor areas could be found. 

Among other research lacks, there is 
very little known about what goes on 
in the home during the time that the 
parents and children are away from the 
centers. Many of the visitors pointed 
out that not much had changed during 
the period of time, usually a week, 
between their visits. It would be impor- 
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tant that whatever is gained be carried 
over into the home and become part of 
a new practice. This, however, awaits 
testing. 


CONCLUSIONS 

My original desire to visit these cen- 
ters included the hope that the observa- 
tions would result in a better under- 
standing of techniques used to enhance 
the child rearing process. I specifically 
hoped to discover a new understanding 
of the manner in which children are 
handled during the second and third 
years of life, when they are establishing 
their own independence. It was postu- 
lated that the increasing independence 
of the child at this age leads to sets of 
parental controls and disciplinary meth- 
ods that build into other learning ex- 
periences yet may have a destructive 
nature in enhancing the aggressive drives 
of the child and channeling those drives 
into a variety of antagonisms against 
society. 

The population to be studied was 
known. The facts of deprivation and 
the impact of such deprivation had been 
made clear in the recent literature. It 
was known that the contact and rela- 
tionships between parents and children 
among the groups to be studied con- 
sisted of a minimal amount of speech, 
a maximal amount of disciplinary man- 
agement (both physical and verbal), 
and a generally constricted environment. 
As has been suggested elsewhere, the 
“meaning of deprivation is the depriva- 
tion of meaning.” 4 Children grow up 
being alternately shouted at and im- 
pulsively let alone. Schedules are erratic 
and unstable. Food is available at times 
and not at others. Health care is mini- 
mal. Out of this, the child derives a 
limited picture of the world. Part of 
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his difficulty in competing with children 
raised in middle-class environments is 
that he is less well acquainted with the 
world around him, knows fewer words, 
speaks a truncated language, and has 
learned either to fight the world or to 
withdraw and fear it. 

To some extent, my observations sup- 
ported these anticipations. Children were 
seen who came from very deprived situ- 
ations, yet most of them seemed avidly 
engaged in a learning process and most 
of the centers demonstrated an approach 
to the child that permitted a maximal use 
of the child’s abilities and learning ca- 
pacities. Many of the mothers were in- 
terested and concerned about being at 
the center, and wanted to be with their 
children. There were some instances in 
which mothers failed to arrive with their 
children and certain centers tolerated 
this. Thus, a form of day care operated 
in certain of the centers, although it 
certainly was not the plan nor was it 
the routine. f 

Mothers who did attend the centers 
seemed anxious to learn. In many of the 
homes visited, the mothers seemed less 
interested in learning, less concerned 
about their children, and more interested 
in their own activities (be they watching 
television or talking with friends). The 
impact of the workers in these homes 
was difficult to judge. One felt that rela- 
tively little was being accomplished. 

What was specifically observed in 
many of these centers was that the ap- 
proach to the parents and to the children 
was to supplant their inadequacies by a 
series of curricular activities that taught 
the child new methods of speech, of 
activity, of coping, and of relating. The 
same was true for the parents. The fact 
that the parents may have had emotional 
problems that would interfere with some 
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of these learnings seemed to be much 
less of a consideration. 

At the same time, in every center 
where I had an opportunity to talk with 
parents, their initial concerns were for 
problems they had in the child rearing 
process (sleep, feeding, toilet training, 
etc.). These problems were classic; they 
bore strong relationship to those that 
would be brought out by any group of 
mothers in any part of the country, and 
yet they seemed to be frequently ignored 
by the staff and particularly by the edu- 
cational and curricular planners for the 
centers. Some of the centers did indeed 
have outside consultants who came in 
to talk about problems of child rearing. 

The question then becomes one of 
emphasis, It is interesting to speculate 
that had these centers been started 
twenty years ago, there would have been 
a much stronger emphasis on develop- 
mental problems rather than on those 
concerned with enhancing the cognitive 
development of children. 

The observations that were made 
offered me an opportunity to see a host 
of organizational operations designed to 
enhance and enrich and stimulate the 
growth of children. I was able to see a 
variety of successes and failures in ad- 
ministration. I am convinced that the 
need for competent administrators is 
present in all of the programs. I am not 
convinced that the utilization of strong 
participant groups in planning has modi- 
fied or improved any of the programs. 
While I am well aware of the necessity 
for involvement of parents, the fact that 
they participate in the planning has not 
always led to the most efficient organi- 
zation and carry-through with the pro- 
grams. In some instances, administrators 
appeared to pretend that they were fol- 
lowing the wishes of the participants and 
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actually carried out their own pre- 
planned program. In other instances, the 
contributions of the parents were valid 
and led to modifications of the pro- 
cedures. That seemed to be the most 
efficient use of the parent advisory 
councils. 

Since I was pleased to be able to ob- 
serve new methods of application of 
cognitive techniques in development, I 
am concerned with what an optimal cen- 
ter should be. I feel that at the present 
time the centers should continue to be 
federally funded, The Delegate Agencies 
seem to be an unnecessary layer of func- 
tion. I personally feel that the centers 
should be directly funded from a federal 
source with federal employees directly 
responsible for the management of the 
budget. 

Equally, while I feel that it is im- 
portant to have a Policy Advisory Coun- 
cil to help plan the center’s activities 
and program, I do not feel that these 
participants need to be involved in the 
budgetary and project writing aspects 
of the initial stages. There is enough 
experience now to omit this particular 
Stage and to start a center as soon as 
possible, using a professional staff of 
administrators and teachers, social work- 
ers and health personnel, and getting 
the parent’s organization going concur- 
rently. The project directors who func- 
tioned best were good administrators, 
regardless of their professional back- 
ground. 

There is a very real need for a strong 
educator near the top of the staff and 
for professional educators in the field 
of early childhood education to be in 
charge of direct programs for children. 
However, it does seem to me that some- 
where there should be a consultant, 
knowledgeable in Psychopathology and 
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with an understanding of the particular 
psychopathology of mothers and mother- 
child combinations in the first three years 
of life. There should be a much more 
judicious blending of the knowledge that 
comes from  developmental-affective 
theories with that concerned with child 
and early infant development from the 
educational point of view. 

While I do not feel that parents need 
to be involved in the fiscal operations 
of the center, it does seem important 
that these be true Parent-Child Centers. 
Those centers where parents were highly 
involved, particularly where they were 
utilized in staff positions, offered much 
more stimulus, comfort, and enrichment 
to the child. It could be expected that 
they would be more likely to carry the 
learned lessons into the home. 

The PCCs can be looked at as an idea 
whose time is ripe. Alternatively, they 
can be looked at as another example of 
American lack of systematization and 
organization in creating a program for 
children, Inherent in the planning was 
the concept that centers might try out 
different ideas. Lacking, however, is 
the organization of these differences into 
a plan for the future. Perhaps this, too, 
is the American way. The many refer- 
ences throughout this report to the cogni- 
tive and affective styles of child rearing 
suggest powerful theoretical bases. It 
is tempting to credit these bases primar- 
ily on the one hand to Freud and his 
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followers and on the other to Piaget and 
his school. The proponents of the vari- 
ous theories are often further apart 
than the originators would have been. 
It remains necessary to understand the 
assets of both sets of theories, so that 
a reasonably intelligent approach can 
be made to a highly complex problem 
that does not warrant the neglect it 
has had in the past. 

At the moment, the thread of morale 
is weak at the national level and in 
some of the centers. This needs correc- 
tion as soon as possible in order that 
the gains in health, in mental health, and 
in knowledge not be lost. The experi- 
ment is great. It is to be hoped that 
it can become a basic reality of Ameri- 
can life. 
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THE PLIGHT OF THE NEW CAREERIST: 
A Bright Horizon Overshadowed by a Dark Cloud 


Roberta Boyette, William Blount, Karen Petaway, Ethel Jones, and Sandra Hill 


Connecticut Mental Health Center, New Haven, Conn. 


This account by а group of trainees in the New Careers program describes 
their early enthusiasm, engendered by the promises contained in the concept 
of the program; their rapid disillusionment with the actual scope of the job 
possibilities open to them; their confrontations with professional staff and the 
leadership of their own program over issues relating to what they felt to be 
deception and undue restrictions on their roles within the agency; and the 
methods they used to effect change within the agency. They view their main 
objective as the education of professionals to the needs, aspirations, and cul- 


ture of minority groups. 


n this day of awareness, the need for 
people of the lower socioeconomic 
class to achieve a substantial place in 
the economic mainstream of this coun- 
try has been recognized. In accord with 
this recognition the Federal government 
has set up a program known as New 
Careers, the purpose of which is to mo- 
tivate the under-educated to aspire to a 
higher education, In the process they are 
to obtain on-the-job training that will en- 
able them to become paraprofessionals 
and, eventually, professionals. Armed 
with their certificates or degrees, they 


will infiltrate into their communities and 
pass on the experience and knowledge 
that they have obtained to effect a favor- 
able change. The concept of this pro- 
gram is indicative of the True American 
Way; it gave us reason to believe we 
had a Bright Horizon before us. This 
paper will describe the nature of our 
struggle with New Careers, our field 
placement, and what we believe are im- 
plications for those people attempting 
to train new professionals. 

Efforts that will match intentions need 
more than concept to succeed. Upon 
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entering the New Careers program 
everyone was enthusiastic about the 
prospect of actually achieving all that 
was offered in our agenda, After the 
newness of the job placement and the 
educational aspect of the program wore 
off, we were able to see the fallacies with 
which we had to deal. First of all, we 
had to decide whether we were going to 
accept things as they were or try to ef- 
fect a change. Some of the things caus- 
ing us stress were the lack of a career 
ladder, no salary range, and a lack of 
understanding of what was expected of 
us on the job. This realization over- 
shadowed our horizon with a dark cloud 
that was to get darker as time went by. 

Our perceptions of these things were 
heightened by numerous people. It 
started like this: we had been told by 
our project director that all job place- 
ments have a three-step career ladder 
that allows for some upward mobility. 
Feeling very pleased about our prospect, 
we were all too glad to discuss our pro- 
gram with our co-workers—only to dis- 
cover that there was no career ladder in 
our particular field as psych-aides. As 
trainees, we were low-man on the totem 
pole and could only expect one change 
in status—when we became full-time 
staff members. We learned that if we re- 
mained in this agency for five years we 
would still be in the same position. We 
began to check this information out with 
our supervisors within the agency. They 
confirmed what we had heard but tried 
to reassure us that something was being 
done about it, At the time some staff 
members who had been stuck in these 
dead-end positions were fighting to 
establish mental health positions in our 
institution that would allow for greater 
mobility and more pay. However, this 
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fight had been going on for some time 
to no avail. This knowledge did nothing 
to allay our feeling of being betrayed by 
our project director. 

We asked the director if there was a 
signed contract with agencies stating 
their commitment to trainees, as well as 
the trainees commitment to their agency. 
She told us there was. However, when 
we asked to see it in order to fortify our 
stand when we started to fight for our 
positions and salary increase, she was 
unable to produce a contract. She started 
fumbling through desk drawers and 
finally stated she would show it to us at 
our next meeting. Every time after that, 
when we approached her about it, she 
had some excuse for not having it. Dur- 
ing one of our weekly meetings with her, 
she attempted to pass off a description of 
a mental health job specification as a 
contract. This really was the straw that 
broke the camel’s back; our frustration 
led us to assess what we had, and what 
we hoped to obtain from the program. 
It was decided that we had to go else- 
where for the answers to our questions. 
During this period of dilemma, it be- 
came apparent that our group at Con- 
necticut Mental Health Center had 
evolved as the leadership sector of the 
entire trainee group. 


meeting was called by the trainees 

with representatives of all the agen- 
cies where New Careerists were em- 
ployed. They were asked pointedly if 
there were career ladders, salary ranges, 
and job descriptions available for the 
trainees. We learned from the agency 
heads that the three-step career ladder 
did not exist. Some agencies only had a 
two-step ladder, others only one. Salary 
ranges fluctuated according to the career 
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ladders. Job descriptions were available 
in all cases. Some of the agencies gave 
stipends while others offered no incen- 
tives for higher learning. 

After the meeting, a great deal of 
hostility was expressed by both the 
trainees and the director of the program. 
The director entered the conference 
room and said, “Does anyone have any- 
thing they want to say to me?” She re- 
ceived no response. She then singled out 
one of the trainees by name. A heated 
argument ensued, going something like 
this: 


DIRECTOR: You һауе been bitching and start- 
ing trouble ever since you came into this 
program. 

TRAINEE; You started this yourself when you 
put us in dead-end jobs with no room for up- 
ward mobility, with minimal pay—and you 
tried to make us think otherwise. 

DIRECTOR: I don't know why you're upset; you 
folks that work at the Center are getting more 
than the rest of the group. 

TRAINEE: I am upset for them and for myself. 
None of the agencies is what you said they 
were. When we asked to see the contracts 
that were made with the agencies in our be- 
half, you had the audacity to try to play on 
our intelligence by presenting the job descrip- 
tion of mental health worker, that I had given 
you, as a contract. 

DIRECTOR: The job description and the con- 
tract are the same. 

TRAINEE: How can they be when there is no 
such creature as a “mental health spec” in the 
State system. The starting pay is higher and 
each step is relatively higher, and, most of 
all, that paper does not bear any signature, 
Now try to explain that. 

DIRECTOR: Why couldn't we have worked 
these things out ourselves, without dragging 
the agencies in here? 

TRAINEE: Your memory seems to be failing 
you; we went that route with you a couple 
of weeks ago. That was when you dragged 
out my job description and tried to pass it off 
as a contract. When that didn’t work, уоп tried 
to threaten those of us who are on the State. 
DIRECTOR: I didn’t threaten anyone. 
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TRAINEE: You said there were some members 
of the group who were not reporting their 
supplementary earnings to the State, so they'd 
better be careful. If that wasn’t a threat, what 
was it? And why was it brought up at that 
time—as if to say, if you give me a hard time 
ГЇЇ get even with you. 

DIRECTOR: That's not true. 

TRAINEE: We are not responsible for your in- 
ability to function effectively in your position; 
you expect us to sit back and let things happen 
to us, and not say anything. You told us 
when we came here that you were here for us 
to use. When we tried to use you to get the 
things that were coming to us, you copped out. 
DIRECTOR: Shut up. 

TRAINEE: You try to send us to the wrong 
people. 

DIRECTOR (standing): Shut up. 

TRAINEE: You try to turn trainees off by 
threats of reporting them. If the Federal gov- 
ernment knew about the way you were han- 
dling your position, New Careers would not 
be funded. 

DIRECTOR: Shut up. 

SECOND TRAINEE: Both of you shut up. All 
this "I said, you said" isn't getting us any- 
where. First of all let's get something straight. 
(To director) : 

1. You did lie to us about our prospects. 

2. We did come to you and try to get it 
straightened out, but you gave us a lot of 
doubletalk. 

3. We did go over your head and call meet- 
ings of agencies to get some of the answers to 
questions that you could answer but didn't. 
4. You did threaten those trainees who are 
receiving State Welfare. Now, because you 
are feeling threatened, you started this fight. 
We have reached an impasse in our lives, and 
we are not going to sit around and allow you 
to fuck with our futures. We have to eval- 
uate what we have, what is available, and 
Whether or not the hassle is worth it. The 
frustration that you are feeling, you will have 
to work ont yourself, because we are not 
going to deal with it. The program is frustrat- 
ing enough in itself, without having to deal 
with you. 


After the meeting everyone felt that 
he had been undermined and undercut. 
This left the program with dissension be- 
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tween administration and trainees. Many 
members were contemplating terminat- 
ing their positions. However, pressure 
was brought to bear upon them by both 
trainees and instructors, who pointed out 
that all was not lost—although we had 
a fight on our hands if we wanted our 
program to succeed. 

In dealing with our agency individu- 
ally, we affected a great many changes. 
This was done under the guidance and 
advice of our instructors in human rela- 
tions, clinical conference and, most im- 
portantly, social systems. In the latter 
class we learned how to intervene effec- 
tively in a system. Utilizing our new- 
found knowledge, we went to the per- 
sonnel department and complained 
about the position in which we had been 
placed—that upon applying for the job, 
we were told we had a chance to ad- 
vance educationally and financially, and 
that now it seemed this was not true. We 
were at a dead end and threatened to 
quit and to expose New Careers. New 
Careers, feeling the pressure of not being 
funded if trainees dropped out and also 
the possibility of Federal interrogation, 
negotiated a raise in pay. 

Next we had to deal with the attitudes 
of professionals (staff members) who 
seemed to militate against the trainees, 
for example in not recognizing trainees 
as being part of staff. This came to a 
head during an initial interview with a 
patient. The team leader, who had not 
signed up to interview her patient (a 
unit procedure) came in while a trainee 
was conducting the interview—at the 
precise time the trainee was signed up 
for it—and stated, “This is my patient. 
If you wanted to interview my patient, 
you were to see me first”. The trainee 
was faced with the dilemma of whether 
to withdraw or confront the leader. She 
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immediately withdrew, apologizing first 
to the patient, having realized that the 
patient was aware of the confusion be- 
tween the staff members. The next step 
was to confront the team leader with the 
procedures of the floor, which are to sign 
up for a specific time for seeing a pa- 
tient. Having clarified that issue, the 
trainee also pointed out that she was 
human and that the team leader was 
never to raise her voice at the trainee 
again or to speak to her in such a belit- 
tling way. As a result of this, there hasn’t 
been another incident of a trainee not 
being recognized as a staff member or 
treated as such. 


О: another unit, the restroom doors 
were locked and every staff mem- 
ber had keys except the two black 
trainees on the floor. In September 1969, 
we approached our supervisor to get a 
key and she sent us to the head nurse. 
The nurse sent us to the service mana- 
ger, who told us that the Center was in 
the process of having all locks changed. 
In order to use these facilities we had 
to track down someone with a key and 
ask to borrow it. By November, this task 
of seeking out staff members to use their 
keys became a pain in the ass, especially 
since new people—medical students, 
nursing students, etc.—were being given 
keys as they arrived. The black trainees 
began an all-out press to get keys. During 
the meeting of the agencies, this issue 
was brought up and discussed with the 
personnel manager, who was shocked to 
hear of it. He said he would look into it 
immediately. In the meantime, we began 
going to other floors where restrooms 
were not locked. When approached by 
our supervisor about this, we told her 
we didn’t have a key to the restroom. 
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She offered to let us use hers. We re- 
fused saying that, if we were not quali- 
fied to have a key, then we were not 
qualified to use the restroom, Every 
time we had to use these facilities we 
would leave the floor, which would 
greatly upset our supervisor. We per- 
sisted in our endeavor until June 1970, 
when a notice came from the personnel 
department to the effect that there were 
not to be any locked restroom doors 
anywhere in the Center, After the doors 
were opened, we received two keys. 

We perceived that the staff members’ 
greatest hang-ups were their insecurity 
in their positions and their racial preju- 
dices, We were able to make them aware 
of their actions by questioning their mo- 
tives. This was very disarming on their 
part and very beneficial for the trainees, 
who were then able to quiet a lot of their 
fears. 

More and more the proverbial moun- 
tain was proven to be a mere ant hill. 
We found that, as a group, we were 
able to surmount many obstacles. Be- 
cause of our ability to deal with profes- 
sionals on a professional level, we de- 
cided to discard the stigma of being 
called “para-professionals,” We do not 
feel, as the title insinuates, that we are 
restricted in any way. As a result of this 
analysis we decided to call ourselves 
"New Professionals." With this new title 
ascribed to us, we became even more 
functional in order to live up to our new 
name and its connotations. 

In order not to fall in the same bag 
that other professionals have concerning 
the communities, we must be constantly 
aware of our ultimate goal. Our greatest 
aspiration is to see the black community 
On its feet, economically and health- 
Wise. The only way we can contribute 
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to this is not to allow ourselves to be 
sucked into the establishment. We must 
not allow the establishment to use us to 
pacify the community. We must always 
work for the common good of our peo- 
ple, not becoming flunkies doing the dirty 
work of our agency to “cool out" the 
poor, especially blacks. We must con- 
tinually intervene into systems that are 
not concerned with the welfare of our 
people. In the interim we must educate 
the so-called "professionals" to the 
needs, culture, and aspirations of the 
black community. We have found that a 
study of culture is what most people 
need to enable them to understand the 
life styles of others, What may be con- 
sidered culturally sound in one system 
may be considered crazy in another. 
Black people have been the victim of 
this enigma for all too long. They have 
been labeled schizophrenic for things 
that were just part of their culture. For 
example, one of the authors of this 
Paper, returning from lunch one day, 
found some nurses pushing and pulling 
a black woman from the South. The wo- 
man was striking out at them and at one 
point hit one of the nurses in the nose. 
When this happened, they really started 
to rough-house her. The author immedi- 
ately stepped in, asked what was going 
on, and motioned for them to take their 
hands off the woman. One of the nurses 
said they were only trying to wash her 
personals and get her to take a bath. 
When they approached her about this, 
she started to fight them. At this point, 
the author explained to them one of the 
taboos of the South—that you do not 
touch the personal belongings of a South- 
ern black woman. She then told the black 
woman to get her belongings and wash 
them herself. The woman not only did 
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this but washed herself and her hair too. 
Afterwards, she remarked that at first 
she felt all alone, but now felt that some- 
one cared what happened to her. Had it 
not been for the author’s intervention in 
this case, the action that this patient 
took to protect her cultural beliefs would 
have gotten her labeled violent, hostile, 
and probably schizophrenic. 


t is the duty of the New Professionals 

to see to it that blacks no longer re- 
ceive second-class services. We cannot 
allow them to be used as guinea pigs in 
the interest of theories, hypotheses, and 
research. The theories and hypothesis of 
the professional in no way includes the 
life-style, culture, folkways and needs of 
blacks and any other minority group. 
They use middle-class whites for their 
standardization, The expectation or 
goals of a professional are based on his 
own middle-class white value system. 
Never does he consider that his goals 
for the black patient are out of propor- 
tion in relation to the opportunities 
available to blacks. The patients’ own 
goals are rarely considered. Either the 
professionals’ goals are too high con- 
sidering our racist society or subnormal 
because of stereotyping. There doesn’t 
seem to be a happy medium. Once the 
establishment sees that we are there to 
service and not con the blacks, they will 
have to change their attitudes. The day 
of tokenism is past. It is now time to 
deal with the problem of the black com- 
munity, With these goals in mind, our 
horizon is not as obscure as it was a 
couple of months ago. The dark cloud 
is lifting gradually as the date of our be- 
ing hired by our agencies approaches. Be- 
cause we are part of the full-time staff, 
we can begin to deal with the problems 
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on a full-time basis. We now have the: 
aspiration that a brighter day is dawn- 
ing for all of us who are willing to en- 
dure. 

Many of us, however, will not endure. 
One member of the group, although he 
has not dropped from the program, has 
discovered that there are no vacancies 
or slots for him to fill. After a year of 
training for a position, there are no posi- 
tions available. What does this mean in 
terms of time, effort, hope, and en- 
deavor? As far as the institution is con- 
cerned—nothing. What is a year out of 
the life of a black man to them? As far 
as the trainee is concerned, it is just an- 
other attempt by the system to cool out 
another poor black. The institution says 
it is sorry it happened, that it is doing 
everything possible to find a position for 
him but to no avail. His training has 
been such that it is pertinent only to the 
unit he has been trained on. This means 
that if by some miracle he should secure 
a position elsewhere in the system, he 
would have to be a trainee all over 
again. The institution blames the 
Governor for freezing positions. But 
even before the freeze, there was no 
position available! 

The majority of us have been hired 
and are working in our positions, trying 
hard not to be sucked into the system. 
Our main objective is to educate pro- 
fessionals to the needs, aspirations, and 
culture of minority groups. We have 
gained for ourselves the title of “Black 
Experts.” We are known for our all out 
fight for minority groups. We are seek- 
ing to get for them the same kind of 
opportunities that middle-class whites re- 
ceive. To help our co-workers to achieve 
a better understanding of other cultures, 
we have suggested additional reading 
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material pertinent to the treatment of a 
given patient. We have discussed the 
ways in which we relate to a patient and 
why their way doesn’t always work. 
Those of the staff who are sincerely 
interested try to incorporate our sug- 
Sestions into their methods. It has been 
а rewarding experience when a patient 
gets well because of the combined efforts 
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of the “New Professional” and the “Pro- 
fessional.” 

We are aware that the war isn’t over 
just because we have won a few battles, 
We must continue to fight each new en- 
counter as though it were the first. How- 
ever, we must not become paranoid in 
thinking that еуегу confrontation is а 
fighting situation. 
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COOPERATION OR CHAOS: THE 
MENTAL HEALTH ADMINISTRATOR'S DILEMMA 


Allen J. Enelow, M.D., and W. Donald Weston, Jr., M.D. 
Michigan State University 


This paper offers a description of the confrontation between individuals and 
groups within a newly developing community mental health center, and be- 
tween the center and outside groups in the community. The authors discuss 
mechanisms for using the inevitable volatile confrontations in à constructive 


manner. 


here are a number of areas of almost 

total agreement among those who 
might be considered authorities with re- 
gard to the organization and adminis- 
tration of comprehensive community 
mental health centers, Everyone agrees 
that one should go slowly, assess the 
community’s needs, and secure the sup- 
port of community leaders. There is 
general agreement that programs should 
be begun only when it is apparent that 
the community will support them. Agree- 
ment is general, too, that a well knit 
staff should be able to participate in de- 
veloping administrative structure and in 
shaping policy. And, of course, no one 
disagrees that innovative new approaches 


to delivering service and of dividing the 
service tasks are highly desirable. 

The realities, however, all make it very 
difficult to specify how to do these things. 
These realities include: the nature of the 
granting process; the usual balance of 
forces among the groups that share re- 
sponsibility and authority for services 
and for funding; and the traditional ri- 
valry among the mental health disciplines 
on the one hand, between private prac- 
titioners and public agency employees on 
the other; not to mention that between 
public and private agencies. 

In the mid-1960s most community 
mental health center staffing and con- 
struction grants were hastily developed. 


Presented at the 1971 annual meeting of the American Orthopsychiatric Association, Wash- 


ington, D.C. 


DR. ENELOW is Professor and Chairman, Department of Psychiatry, and DR. WESTON is 
Associate Professor of Psychiatry and Associate Dean for Clinical and Community Affairs, 


both at Michigan State University, College of Human Medicine, East Lansing, Mich. 


603 


604 


Planning was usually brief and inade- 
quate, and there were very few “experts” 
in this field who had actually organized 
and administered a mental health cen- 
ter. Many unexpected problems arose 
after such centers opened their doors 
and began to provide service in collabo- 
ration with the community, and in the 
manner described by the federal guide- 
lines. Perhaps one of the most unex- 
pected was the amount of conflict and 
degree of tension that tended to develop 
within the center as well as between 
the center and outside groups. The vested 
interests of each group, whether within 
or outside the organization, differed. But 
they were strongly felt and deeply divi- 
sive. In some instances it was power, in 
other instances it was money, and in 
still others instances it was the primacy of 
one group of professionals over others. 
The simplest solution was to continue 
traditional practices, to divide the spheres 
of authority in a traditional way, and to 
continue the conventional division of ser- 
vice tasks. On the other hand, a com- 
munity mental health center that pro- 
poses shared authority and responsibility, 
tries to experiment with organizational 
models that alter traditional relation- 
ships between the professions, and at- 
tempts to divide service tasks according 
to ability rather than professional desig- 
nation, will soon find itself in an atmo- 
sphere of high tension and much conflict. 
The administrator must address himself 
to the task of reducing tension and pro- 
moting cooperation if he is not to have 
total chaos. 

The authors accepted the responsibil- 
ity for organizing and staffiing a commu- 
nity mental health center serving a catch- 
ment area of approximately 180,000 
persons, for which the funding had been 
Secured and the grant application writ- 
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ten and approved several years before 
their arrival. The Mental Health Ser- 
vices Board and the community private 
practitioners had previously provided all 
service. They had a rudimentary mental 
health center, using the community hos- 
pital emergency room as a type of crisis 
Service (private practitioners on call 
responding to requests for consultation 
from emergency room physicians) plus 
the inpatient unit of that community 
hospital. In addition, there were three 
loosely connected aftercare units—a 
state agency, a county agency, and one 
connected with the community hospital. 
However, this arrangement clearly did 
not meet the requirements of the grant 
or the needs of the community. It be- 
came clear that neither could be met 
without major changes in organization 
and staffing. Accordingly, the commu- 
nity groups involved approached a newly 
developing medical school in the com- 
munity for an official affiliation. 

The affiliation was arranged, with the 
agreement that the first task of the new 
Department of Psychiatry in the medical 
School would be the organization and 
administration of the mental health cen- 
ter. The authors were then recruited for 
that joint task. 

A relatively large staff was appointed 
in a very short time. It consisted largely 
of nurses and social workers, with a few 
psychologists and even fewer psychia- 
trists. The entire staff was encouraged 
to participate in developing the adminis- 
trative structure, which was done in a 
Series of meetings of small working 
groups and of the entire staff, 

The organizational structure that 
emerged reflected our two major con- 
cerns: that all staff have commonality of 
experiences and responsibilities for di- 
Tect service; and that all staff, including 
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clerical, have equal voice in decision- 
making. 

The first, sharing experiences in tak- 
ing responsibility, was carried out by 
the device of designating every staff 
member, regardless of discipline or of 
level of advancement, as the “primary 
therapist” for a number of patients. The 
primary therapist has ultimate clinical 
responsibility for his patient. Thus 
everyone, whether administrator, clini- 
cian, or student, directly experiences the 
service pressures on the center. By һау- 
ing the primary therapist role in com- 
mon, the professionals of a number of 
disciplines have become aware of how 
many skills they have in common; as 
well as what is unique about their dis- 
cipline. 

The device for giving all staff mem- 
bers a voice in decision-making is a 
“one man, one vote” policy. All mem- 
bers of the staff, whether student, secre- 
tary, recent graduate, or highly trained 
professional have a vote in the staff or 
committee meetings. If a staff member 
cannot attend a meeting because of 
clinical duties, he may send a proxy. In 
addition, any staff member can initiate 
a proposal at a general staff meeting to 
establish new policy or change existing 
policy. Proposals initiated at general 
staff meetings have dealt with issues as 
diverse as patient care programs, fee- 
setting, and personnel policies. To avoid 
lengthy discussions and impulsive pro- 
posals, it was stipulated that proposals 
must be in writing and placed on the 
agenda in advance. All proposals placed 
on the agenda must come to a vote. If 
the staff approves a proposal it can be 
vetoed by the Center director, provided 
he delays his action for one week and 
presents a written explanation to the 
staff of his decision to veto. It should 
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be added that in the two-and-a-half 
years since this policy was adopted, the 
Center director has never exercised his 
Tight to veto. 

Once the staff has voted to introduce 
or change a program or policy, the re- 
sponsibility for implementation resides 
with the program coordinators. There 
are seven coordinators: inpatient, out- 
patient, community services, emergency, 
child and adolescent, education, and ex- 
tended care services (day care, partial 
care, and rehabilitation). Though the 
program coordinators are responsible 
for the carrying out of policy and pro- 
cedures they, too, must initiate a pro- 
posal to the staff in order to change 
them or introduce new ones. 

This type of administrative organiza- 
tion may appear to be cumbersome, but 
it allowed for regular confrontations in 
which anxieties and conflicts could be 
expressed and often resolved. Some of 
these conflicts had threatened to be 
totally disruptive. However, it became 
apparent that confrontations could be 
helpful in reducing tension and promot- 
ing cooperation, This was learned the 
hard way; that is, after several such 
confrontations that at first were viewed 
with alarm, it became apparent to us 
that these were not only unavoidable, 
they were necessary and valuable. 

The remainder of this paper will be 
a description of a series of critical in- 
cidents illustrating the issues. 


SHARING RESPONSIBILITY 
AND AUTHORITY (POWER) 


In the initial negotiations among the 
major concerned groups (Mental Health 
Board, hospital administration, and 
private practitioners) there had not been 
a clear and unambiguous definition of 
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the authority given to each, and where 
authority (power) was to be shared. 
This became particularly troublesome in 
the area of funding, since operating 
funds had to come from fees, from local 
funds that could qualify for a state 
match, and from federal funds, None of 
the three major interest groups could 
function without the other, but each 
sought a clear position of domination. 
When the Board failed to provide local, 
State-matched funds in the amount 
deemed necessary by the hospital ad- 
ministrator to prevent the hospital from 
incurring a deficit from inpatient care 
of indigent patients, the hospital admin- 
istrator retaliated by holding in escrow 
federal funds due to the Board. Neither 
the Board Chairman nor the hospital 
administrator would back down. Then 
the Board Chairman unexpectedly in- 
formed federal and local officials that 
the Board was withdrawing recognition 
from the community mental health cen- 
ter, which would have meant that it 
could no longer legally function, At this 
point, NIMH officials at the Regional 
Office, and the State Director of Mental 
Health interceded. The Board Chair- 
man and the hospital administrator were 
informed in no uncertain terms that they 
must negotiate, and that neither could 
continue the all-or-nothing stand they 
had taken. Though this crisis was fright- 
ening, it helped us to become aware of 
the importance of such confrontations. 
Awareness of the limitations of power of 
each group seemed to be necessary be- 
fore negotiation could take place. 

With regard to control over clinical 
policies, a similar confrontation took 
place between the inpatient coordinator, 
who was a nurse, and a private psychia- 
trist. Previously, when there was a short- 
age of inpatient beds, a psychiatrist, by 
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labeling his private patient an emer- 
gency case, could gain immediate ad- 
mission for the patient. A new policy 
was adopted that the inpatient coordina- 
tor was to examine each such case to 
ascertain the grounds for the designa- 
tion "emergency." When, in her judg- 
ment, the designation was a spurious 
one, she could refuse admission. The 
private psychiatrists were unaware of 
this change in policy because they did 
not take part in committee meetings or 
staff meetings at which policy was made. 
The chief reason they-gave for not at- 
tending was that daytime meetings rep- 
resented a loss of income, that they 
could only attend evening meetings. 
However, it was quite evident that they 
objected to taking part in meetings in 
Which everybody had one vote, whether 
M.D. or not. When they learned of the 
change, they challenged it but the ad- 
ministration of the hospital supported 
the staff decision. 

The private practitioners learned that 
their traditional power over admission 
policies to the inpatient unit was limited 
and had to be shared with others. 


RESISTANCE TO 
CITIZEN PARTICIPATION 

Having seen that confrontations can 
lead to definitions of limits of power and 
to negotiation, we began to try to ar- 
range them. Our first attempt taught us 
that the timing of such confrontations is 
crucial. It had not been possible to per- 
suade the Mental Health Board that a 
true Citizen's Advisory Board represent- 
ing the consumers of service should be 
appointed and made part of the Center. 
We also felt that we would have more 
weight with the Board if we had a good 
citizen base. The Board took the posi- 
tion that it was the Citizen's Advisory 
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Board to the Center, The Center then 
hired a community organizer who had 
had a good deal of success in organizing 
a ghetto minority group. With his help 
and coordination, a genuine Citizen’s 
Advisory Board was selected and a pub- 
lic confrontation with the Mental Health 
Board at one of its regular meetings was 
arranged. It seemed to be a complete 
success and all demands of the Citizen 
Board were granted at once. However, 
because the proper groundwork had not 
been done the Center won the battle but 
lost the war. Creative foot-dragging took 
care of the Board’s lack of motivation 
to meet the demands. When the commu- 
nity organizer left, no replacement was 
appointed, The Board then organized its 
own Consumer’s Advisory Board, iso- 
lating it from participation in the Cen- 
ter. To this day, therefore, there is no 
meaningful participation in the com- 
munity mental health center’s activities 
by representatives of the ultimate con- 
sumers of service. This has not caused 
serious difficulties, though it remains to 
be seen whether or not it eventually will. 
There is little tradition of militancy in 
this community. However, we feel that 
the Center would be more effective with 
a true community advisory board. 


CHANGING ROLE DEFINITIONS 


In keeping with the original philoso- 
phy of the Center, the service tasks, in- 
cluding evaluation, individual and 
group psychotherapy, crisis service, 
consultation, and public education were 
divided, not by professional discipline, 
but according to the abilities of indi- 
vidual staff members. Since most of the 
mental health professions have overlap- 
ping role definitions, it was not difficult 
to find talented people in every disci- 


607 


pline who could do one or another of 
the jobs, with the exception of medica- 
tion and certain physical procedures. 
With appropriate in-service training, it 
was possible to place a mix of profes- 
sional disciplines in each role. The in- 
service training, further, made all mem- 
bers of the staff—technicians, nurses, 
social workers, and  psychologists— 
familiar with traditionally "medical" 
procedures such as ECT and the use of 
phenothiazine drugs. A confrontation 
that created a new sense of the mental 
health worker's role definition soon oc- 
curred. There had been a period of in- 
creasing discontent about one psychia- 
trist who was ordering ECT for patients 
who did not fit the generally accepted 
indications for that procedure, A num- 
ber of staff meetings were taken up with 
this issue. Fnally, the staff agreed that a 
private patient who did not object had 
very little choice in the treatment pre- 
scribed by his psychiatrist and that wide 
latitude existed in the use of various 
therapeutic procedures because of am- 
biguity or lack of agreement about ab- 
solute indications. But they also agreed, 
supported by the administration of the 
Center, that they did not have to take 
part in a procedure they considered to 
be inappropriate or possibly harmful. 
After checking the usual sources for a 
description of indications and contrain- 
dications for ECT, a large number then 
refused to participate in that procedure 
as ordered by the psychiatrist mentioned 
above. He refused to accept this at first, 
insisting that nursing personnel must 
take part in any procedure he ordered. 
After a number of very stormy con- 
frontations, we were able to establish 
that non-M.D.s could question or chal- 
lenge procedures ordered by an M.D. 
and that, if their case was convincing, 
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months after operations began, we made 
the decision to open a 24-hour walk-in 
emergency or crisis center staffed by 
mental health professionals and avail- 
able to all patients in the catchment 
area, whether or not they had a private 
physician. The decision was reinforced 
by a criticism of the existing emergency 
services from a NIMH Regional Office 
site visitor. After months of planning 
and apparent preparation of the com- 
munity, the new emergency service 
opened. Very soon, the medical commu- 
nity became aware of competition be- 
tween the Center and the private practi- 
toners. The new system siphoned off 
а certain number of patients who had 
formerly been admitted but who could 
now be handled without admission. 
Other patients, on learning that they 
did not need a private physician and 
who felt they could not afford one, be- 
came Center patients, Many private 
practitioners, both psychiatrists and non- 
Psychiatrists saw this as a threat to pri- 
vate practice in the area and attempted 
to prevent the crisis center from open- 
ing. The battle was joined initially at 
the monthly meeting of the Executive 
Committee of the Attending Staff, was 
continued at a quarterly Hospital At- 
tending Staff meeting, and finally carried 
to the level of the County Medical So- 
ciety, which took punitive action against 
the Medical Director. This action was 
insignificant, consisting of holding him 
at the level of Associate Member for an 
additional year before advancing him 
to full membership. However, the emer- 
gency service survived and flourished. 
Once again, after a series of confronta- 
tions, it was apparent that power had to 
be shared and that conflict resolution, 
though stormy, was successful. 
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THEORY AND REVIEW 


LAW, PROPERTY, AND PSYCHIATRY 


Thomas S. Szasz, M.D., and George J. Alexander, J.S.D. 


Psychiatric interventions in the administration of civil law regulating the in- 
dividual's right to manage his person and property serve two often contradic- 
tory aims: to protect the ward and maximize his material benefits, as defined 
by individuals other than the ward himself, and to protect the potential 
ward's civil rights and to minimize abridgments of his freedom and powers 
to make independent decisions as defined by himself. It is the view of the 
authors that the potential ward's freedom and right to self-determination 
should be recognized as more important values than the protection, even 


against his will, of his person and property. 


"If I ат Sophocles I ат no dotard, and 
if 1 dote 1 am not Sophocles." 


The Virginia Declaration ot Rights, 
drafted by George Mason and 
adopted on June 12, 1776, asserted: 
That all теп... have certain inherent rights, 
of which, when they enter into a state of so- 
ciety, they cannot, by any compact, deprive or 
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ing and possessing property, and pursuing and 
obtaining happiness and safety.!! 
This paragraph served as a model for 
Jefferson in drafting the introduction to 
the Declaration of Independence. Al- 
though in the final version of that docu- 
ment reference to property was omitted, 
it is generally conceded that the right 
to acquire, own, and dispose of property 
is among our most precious rights, ош- 
ranked only by the rights to life and 
to liberty. 

The right to property is pivotal in 
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the capitalist-libertarian conception of 
man and his relation to the state. John 
Stuart Mill ® wrote: 

When we call anything a person's right, we 
mean that he has a valid claim on society to 
protect him in the possession of it, either by 
the force of law, or by that of education and 
opinion, . . . To have a right, then із... 
to have something which society ought to de- 
fend me in the possession of. 


However, like all general principles 
of human conduct and relations, the 
principle of a right to property is, and 
must be, limited by the reciprocal rights 
of others to their property. For example, 
the slave holder’s right to own his slave 
was in conflict with the slave's right to 
own himself. With the evolution of the 
moral sentiments of Western man, this 
conflict was resolved in favor of the 
personal freedom of the slave and 
against the property rights of the master. 
Man's right to non-human property— 
that is, his right to material possessions 
—is subject to similar conflicts of inter- 
est. In capitalist societies, such conflicts 
occur typically among family members, 
and are often resolved, as we shall see, 
through a collaborative intervention of 
psychiatry and the civil law. 

In communist societies (with which 
we shall not be further concerned in 
this essay), the situation is, of course, 
radically different. For just as the indi- 
vidualistic-capitalistic ideology of Amer- 
ican democracy affirms the private own- 
ership of property as ап 
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and other fiscal management services, 
We oppose the former policy because it 
restricts the individual's decision-mak- 
ing capacity and thus diminishes and im- 
pairs his dignity and humanity; and we 
support the latter policy because it aug- 
ments the individual's decision-making 
capacity and thus preserves and en- 
hances his dignity and humanity. 


he issue of an individual's mental in- 

competence to manage his person or 
property does not come into question 
until someone challenges it. As a rule, 
the petitioner—that is, the person who 
raises this issue—is a family member 
with a dual interest in the alleged in- 
competent, On the one hand, the peti- 
tioner has an affectional interest in the 
person of the alleged incompetent: he 
wishes to protect the subject from the 
consequences of his disability. On the 
other hand, the petitioner has a finan- 
cial interest in the alleged incompetent 
(especially if the latter is elderly): he 
wishes to protect the subject's property 
from the consequence of his disability, 
for, by the laws of inheritance, that 
Property may soon belong to the peti- 
tioner. Despite this complex and inter- 
nally contradictory set of ties that con- 
hect petitioner and alleged incompetent, 
the laws governing proceedings for men- 
tal incompetence treat the former as a 
Presumed protector of the latter, neg- 
lecting the potential or actual conflicts 
of interests between them. The rhetoric 
of mental illness and mental incompe- 
tence facilitates a false and misleading 
description of a potentially conflictful 
and injurious relationship as a purely co- 
Operative or therapeutic one. A review 
of the psychiatric procedures employed 
in such proceedings, and of some illus- 
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guardianship serves interests adversary 
to those of the “incompetent ward.” Let 
us examine the various interests at play 
in this sort of situation, and in particular 
the frequently conflicting interests of 
relatives and their “incompetent” wards. 

Mrs. Denner was a diabetic and par- 
tially blind widow of sixty years. Her 
sister brought proceedings to have her- 
self appointed guardian and succeeded 
in obtaining the appointment in trial 
court. In Mrs. Denner’s appeal to the 
Supreme Court of Pennsylvania, it 
turned out that she and her sister were 
in serious conflict with each other, Mrs. 
Denner had inherited approximately 
twenty-two thousand dollars from her 
husband and had given her sister a 
power of attorney over her money in 
return for a promise to provide a home 
for her for life. Shortly thereafter the 
sister reneged on the obligation and at- 
tempted to place Mrs. Denner in homes 
in various parts of Pennsylvania. Mrs. 
Denner thereupon revoked her power of 
attorney to the sister and removed her as 
beneficiary from her will. It was at this 
point that the guardian successfully ini- 
tiated the proceeding for incompetency. 
By her victory in the trial court, the 
guardian obtained not only a continua- 
tion of her power of attorney, now 
judicially sanctioned, but also well ad- 
vanced her litigation posture on eventual 
probate of the will, being now able to 
claim that revocation was a product of 
a diseased mind. Surely, the appellate 
court was guilty of understatement when 
it noted that: 


The record gives the impression that the mo- 
tive for the petition was not so much to con- 
serve the respondent’s Property as to channel 
its inheritance to the next of Кіп 21 


Mr. Lomax encountered a similar situ- 
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ation. After an unsuccessful attempt to 
live with his married daughter, he used 
his resources to finance a home for 
himself with strangers. As these stran- 
gers began to become beneficiaries of his 
limited estate, his daughter sought judi- 
cial intervention and succeeded, in a 
trial court; she had her father declared 
incompetent and herself appointed as 
his guardian. The appellate court, noting 
these circumstances, reversed the deci- 
ѕіоп,22 

The fact that in these cases the 
guardianship was dissolved on appeal 
should not be construed as an indica- 
tion that such cases are usually resolved 
satisfactorily in the present system. The 
contrary is the situation. Research in 
this field must necessarily be directed 
to the data available in decisions re- 
ported in the legal literature. However, 
only in those cases in which the ap- 
pellate court was skeptical and perceptive 
enough to look beyond the discussion 
оп mental illness or mental incompetence 
could one obtain a sense of the facts. 
Furthermore, even if one were more 
Sanguine about court decisions on ap- 
pellate review, the practical difficulties 
(especially for persons declared "men- 
tally ill” and “mentally incompetent”) 
and the substantial costs entailed in ap- 
pealing court decisions make this a 
totally inappropriate method of safe- 
guarding the rights of individuals threat- 
ened with incompetency proceedings. 

A seemingly endless diversity of inter- 
personal difficulties and conflicts may 
thus lay buried under the rhetoric of 
mental illness and mental incompetency, 
and the guardianship so justified. In the 
case of Mrs. Lamont, for example, the 
proceeding for incompetency was not 
so much an effort on the part of a bene- 
ficiary to insure his inheritance as a 
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gambit to improve his position vis-à-vis 
other beneficiaries. Mrs. Lamont had 
obvious difficulty with her memory. She 
had deeded all of her land to one son but 
later asserted that she would prefer him 
not to have it. She also signed a docu- 
ment appointing a guardian, which she 
later repudiated. She could not recall the 
number of acres in her farm or how 
many cows she owned. However, the 
record suggests that more central than 
a concern for the effect of her memory 
on the disposition of her property was 
the concern of her other children that 
the son previously favored by their 
mother was obtaining an undue ad- 
vantage over them. The guardianship ap- 
proved in both the trial and appellate 
courts not only protected Mrs. Lamont 
from the consequences of her own dis- 
ability but, perhaps more importantly, 
protected equally the interests of all of 
the children in their mother’s prop- 
erty.?8 

One more case should suffice. Al- 
though Мг, Olson had only a limited 
education, and was penniless when he 
married his first wife, he amassed a 
considerable sum during his working 
years. During the depression, he lost 
much of this—actually about $23,000— 
by making loans to friends, which were 
never repaid. In 1939, after the death 
of his first wife, he remarried. The sec- 
ond marriage was stormy. In the course 
of it, Mr. Olson’s savings were further 
depleted. After the death of the second 
wife, Mr. Olson’s children arranged for 
the care of their father with a nephew, 
apparently not wanting to assume this 
burden themselves. Mr. Olson agreed 
to pay the nephew $5,000 for his life- 
time care, This left him with $7,000 in 
savings. On the urging of his nephew's 
wife, Mr. Olson consented to letting her 
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put the money in a bank, only to find 
that she deposited the money in her own 
name. At this point, Mr. Olson's chil- 
dren reappeared on the scene, offered 
to help, and took their father to an 
attorney. Instead of legal proceedings 
to recover his $7,000, however, the pro- 
ceedings initiated were to have him 
declared incompetent. Only on appeal to 
the Supreme Court of Iowa was he re- 
Stored to competence.?* 


ince there is no consistent or close 

connection between chronological 
age and the “condition” customarily des- 
ignated as "mental illness," it might be 
thought that the problem of incompe- 
tence in regard to property management 
would affect all age groups. This is not 
so. Although incompetence proceedings 
initiated against children and young 
adults are not unknown, they are ex- 
ceedingly rare. Even mature adults are 
rarely so incriminated. The group char- 
acteristically affected by this proceed- 
ing is the aged. 

]t is, of course, easy to explain why 
minors are only rarely accused of in- 
competence in fiscal] matters: whether 
or not actually competent to make de- 
cisions, minors are deprived of the right 
to fiscal management. Like the so-called 
mentally ill, children are regarded as in 
need of societal protection; hence, mem- 
bership in the class of minors, just as 
membership in that of the “insane,” de- 
fines the individual as one for whom 
surrogate management is necessary.?* 

On the basis of the incidence of “men- 
tal illness” alone, one would surely ex- 
pect many more cases of petitions for 
fiscal incompetence against persons be- 
tween the age of majority and old age 
than is the case. It is in this prime of 
life that most people reach the peak of 
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their activity, earn the largest salaries, 
acquire and dispose of the largest amount 
of property, and suffer the slings and 
arrows of outrageous fortune in their 
most intense form. Although we lack 
Statistical proof, we would surmise that 
this same population spends a greater 
Proportion of its income on psychiatric 
services than does any other. Why, then, 
the relative paucity of incompetency 
proceedings in this group? 

Partly, this may be attributed to the 
vigor of individuals in this age group— 
a vigor that could be counted on to resist 
more firmly and effectively than could 
the young and old the personal indigni- 
ties implicit in accusations couched їп 
the language of psychiatric disabilities, 
But, probably more importantly, there 
are powerful economic reasons for this 
state of affairs: Those who might initiate 
proceedings for incompetency against 
persons in this category would, gener- 
ally, be financially dependent on the “ас- 
cused" individual; but since the mere 
hint of serious psychiatric disability is 
usually enough to destroy employment 
opportunities, those bringing such suits 
would: endanger, rather than protect, 
their financial interests in the allegedly 
incompetent person. In short, this again 
Suggests that the main motivation in in- 
competency proceedings is not medical, 
but tactical; not diagnostic, but strate- 
Bic: The issue is not whether the so- 
called patient is sick or incompetent, but 
whether it is advantageous to those 
bringing the action so to define him: 

Also important is that many persons 
in the middle years of their lives have 
not yet had an opportunity to accumu- 
late a significant estate, Hence, those 
who would intervene against them on 
the grounds of mental incompetence 
would have, as shown above, little to 
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gain and much to lose. On the other 
hand, later in life this balance shifts 
radically in favor of the intervenor. In 
the case of the elderly, especially those 
retired from gainful employment or 
work, the accumulation of funds may 
be more significant; at the same time, 
because they have more leisure time, 
opportunities for dissipating their as- 
sets are greatly increased, while opportu- 
nities for replenishment are diminished. 
Relieved of the pressures of making a 
living, raising a family, establishing a 
secure identity, and all the other subtle 
but powerful social constraints that keep 
younger persons on the straight and 
narrow path, the older person may con- 
sider new ways of using accumulated 
funds. Yet it is precisely these fresh 
patterns of living—which, in a human- 
istic sense, must be viewed as liberated 
and perhaps even “creative” choices— 
that the petitioners for incompetency rely 
on as evidence of mental disorder and 
lack of competence. A tragic irony, in- 
deed: From infancy to old age, man’s 
greatest sin is his wish to be free, to be 
self-determining; for each age, society 
creates and legitimizes a set of “reasons” 
for curtailing autonomy. 

The petition for fiscal incompetency 
thus emerges as a social device specifi- 
cally aimed against the aged, Accord- 
ingly, old age is the critical time of life 
for a consideration of the problem of 
mental incompetence to manage prop- 
erty, 


© der people are, of course, first and 

foremost adults, with all the rights 
and privileges that accrue to free adults 
in our society, The elderly are thus 
entitled to the same independence of ac- 
tion and decision making as are all other 
adults, 
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Aging is somewhat akin to a progres- 
sive illness: if it continues long enough, 
it usually incapacitates and then kills the 
person. Many people are thus likely 
to become the victims of this relentless 
biological process. 

In addition to the biological deteriora- 
tion implicit in aging, the elderly are 
also especially vulnerable, and often 
succumb, to the psychological and social 
stresses of life, thus becoming the vic- 
tims of what are usually called the 
“mental illnesses” characteristic of old 
age. The psychiatric details of these 
mental breakdowns need not concern 
us here; depression, confusion, and gen- 
eral withdrawal are the most common 
manifestations, Some of the reasons for 
these reactions are obvious. They may 
be briefly summarized as follows: 1) re- 
duction in income; 2) separation from 
grown children because of their increas- 
ing independence, and often alienation, 
from their parents; 3) development 
of a chronic illness or a general sense 
of lowered vitality; 4) death of spouse 
and friends; 5) awareness of one’s own 
impending death, hence sharpened con- 
frontation with the meaning and worth 
of one’s life; and 6) increasing aliena- 
tion between the old person and so- 
ciety, now dominated by much younger 
individuals. 

For the reasons set forth above, there 
is a growing belief—especially in our 
society—that older people may require 
special legal and social protection. This 
is clearly expressed in the exemption of 
the aged from the pervasive social ех- 
pectation to work, the “tight” to retire 
and collect money as compensation for 
past performance (or for the status of 
being old itself), and favorable treat- 
ment in regard to personal income tax." 
The presumption that elderly persons 
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may require further protection, in par- 
ticular assistance with the management 
of their business affairs, must be viewed 
against this background. There is, how- 
ever, a crucial difference between, say, 
the favorable tax treatment of old peo- 
ple on the one hand, and the appoint- 
ment of surrogate managers for them 
on the other: the former provision does 
not curtail their personal freedom, while 
the latter does. 

Many aged persons suffer from loss 
of memory and an increasing difficulty 
in making use of legal services, without, 
however, having lost their judgment 
concerning their personal goals. On the 
contrary, approaching the end of their 
lives, such persons may now have firmer 
judgments on how they want to live or 
spend their money, during the time re- 
maining to them, than they have ever 
had before. When their judgment, espe- 
cially in matters of money, comes into 
conflict with the judgments of others 
(especially their children or other po- 
tential heirs), it is only too easy to dis- 
quality the aged person's wishes, which 
may be perfectly reasonable from his 
point of view, as due to “an imperfection 
of mentality” or “senility,” and thus 
justify legal interference with it. The 
following case, involving a prominent 
person, is illustrative. 

In 1964, the family of Mrs. Ellen 
Borden Stevenson, Adlai E. Stevenson's 
former wife, petitioned the probate court 
in Chicago to have her declared incapa- 
ble of managing her financial affairs and 
to appoint a conservator for her. The 
petition was signed by Mrs. Stevenson's 
mother, and her three sons, ranging in 
age from 28 to 33. Mrs. Stevenson was 
55 at the time. The petitioners said that 
Mrs. Stevenson: : 
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of time and funds to require an 82-year- 
old woman to appeal twice to find out 
that she can live out at least some of her 
remaining years without the onus of 
Surrogate management. 


W: have shown elsewhere! that, 

when used in a legal context, 
whether criminal or civil, insanity or 
mental illness is not so much the name 
of a medical condition as it is a strategic 
label invoked to justify a policy decision. 
In other words, the concepts of “mental 
incompetence to stand trial,” or “non- 
responsibility for crime because of men- 
tal illness,” or “dangerousness because 
of mental illness,” or, finally, “incompe- 
tence to manage one’s affairs because of 
mental illness” are all conclusions 
couched in quasi-medical language to 
Support a legal-psychiatric disposition, 
It one wishes to declare a criminal de- 
fendant unfit to stand trial, one declares 
him mentally unable to assist in his 
defense; if one wishes to exculpate him 
4s insane and confine him in a mental 
hospital, one declares him not guilty by 
reason of insanity; Conversely, if one 
wishes to convict such a defendant, one 
declares him sane and fit to stand 
(гіа, (Ch. 1, 4, 7, в, 12) Similarly, if one 
wishes involuntarily to hospitalize a per- 
Son, he is mentally ill and dangerous to 
himself or others; and if one wishes to 
deprive him of his tight to manage his 
Property, he is mentally incompetent 


wise, the person is sane and competent, 
However, because mental illness and 
related psychiatric Phrases have the ver- 
bal appearance of medical terms identi- 
fying diseases and disabilities, their ac- 
tual, operational significance in a legal 
context often goes unrecognized. Instead 
of such terms being seen as tactical 
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means to practical ends, they are thought 
of as scientific Propositions subject to 
empirical proof or disproof. Moreover, 
since the courts seek the Verification of 
claims about mental illness and mental 
incompetence through the expert testi- 
mony of physicians (psychiatrists) and 
other mental health professionals, the 
triers of fact tend to be overawed by 
medical (and pseudo-medical) testi- 
топу.!4 (On. 8) As in the relation be- 
tween psychiatry and the criminal law, 
So also in the relation between psychiatry 
and the civil law, matters of common 
sense are thus obscured by excluding or 
devaluing the testimony of those most 
intimately concerned with the proceed- 
ing; and, having been so mystified, the 
problems are transformed into pseudo- 
medical questions for whose proper in- 
terpretation the courts must defer to 
the judgments of psychiatrists. The 
thetoric of Psychiatry serves precisely 
this purpose of mystification and re- 
interpretation,14 (сі, 1) 

For of what consequence is the men- 
tal acuity of a wealthy individual if he 
expends his funds in such a manner as to 
injure the “tights” of those near him, 
whose rights society has deemed fit to 
Protect by law? Indeed, it is obvious 
that a mentally competent person would 
be in far better position to implement 
his own wishes, even though these might 
conflict with the interests of those to 
whom he owes money, than would a 
mentally incompetent person. At the 
same time, if a person on whom no one 
legitimately depends, and in whose pos- 
Session no one has a legally recognized 
right, “squanders” his money, of what 
Possible concern can this be to so- 
ciety? In this connection, we may recall 
the Biblical injunction (Luke 19:1-10) 
to the rich to give away their money 
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‘to the poor, and we may also note that 
‘one of the most outstanding philosophers 
our age, Ludwig Wittgenstein, gave 
"away his vast inheritance." 
Finally—and this is of even greater 
relevance to our present concerns—con- 
temporary Western societies recognize, 
and protect by law, the financial interests 
of certain family members in certain 
others; specifically, husbands may be 
required to support wives or ex-wives,*? 
and children in their minority, whether 
legitimate or not.** 

There remains, however, à group of 
relationships or situations in which, al- 
though the interests of persons in the 
property of others are recognized by 
common sense or the moral judgment 
of public opinion, these interests are not 
protected by law. Illustrative is the in- 
terest of a brother or cousin in the estate 
of an aged man of great wealth, which 
he is dissipating on actresses ОГ gifts to 
penurious friends; or the interest of dis- 
tant relatives in the assets of a wealthy 
spinster, which she is intent on donating 
to causes deemed eccentric by them (or 
by popular opinion). It is in these and 
similar situations that the rhetoric and 
strategy of mental illness and mental 
incompetency may be invoked. The pur- 
pose of such action is to limit the con- 
trol of the property-owner in his posses- 
sions and to guarantee the “rights” of 
certain other persons in part or all of this 
_ property. Such psychiatric intervention, 


in the latter’s property; and, at the same 
time, it seemingly leaves intact the liber- 
tarian and capitalist principle that an 
individual is entitled to the fruits of his 
labor and may consume his income in 
accordance with his own preferences. 
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In our judgment, this arrangement, 
like other similar uses of psychiatric 
interventions (such as civil commitment, 
the insanity plea and verdict, etc.), is a 
subterfuge. It achieves certain 
desired objectives by means that jeopar- 
dize the principle of the rule of law. 
The basic objectives of present incompe- 
tency proceedings could, in the vast 
majority of cases, be secured without 
any recourse to considerations of mental 
illness or mental incompetence. This 
could be accomplished by explicitly 
identifying and legally recognizing the 
financial interests of certain (non-imme- 
diate) family members in the property 
of certain other members (and, alterna- 
tively, by explicitly denying them any 
other claims, not so recognized), Mutatis 
mutandis, the rights of individuals, espe- 
cially perhaps of aged individuals of 
wealth, might be more explicitly and 
formally constricted, requiring them to 
recognize (both before and after death) 
the interests in their possessions not only 
of the state (mostly in the form of taxes 
and regulations to avoid public support 
of near relations), but perhaps also of 
certain relatives not. now protected by 
law from disinheritance. 

Although such a change would curtail 
the options individuals now appear to 
have to dispose of their property, it 
would, by making proceedings in this 
sphere more closely regulated by the rule 
of law rather than by the rule of psy- 
chiatry, actually render them more se- 
cure in their property from capricious 
interference by others (especially rela- 
tives greedy for benefits). Finally, by 
making irrelevant the psychiatric rhetoric 
now used to justify certain decisions re- 
garding а person's right to dispose of 
his property, it would restore this area 
of decision-making to the legislatures 
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and courts, to which in a free society, 
they ought to belong. 


AE incompetency and mental 
hospitalization are two distinct 
legal and psychiatric concepts and inter- 
ventions, the two are closely intertwined. 
First, each concept is premised on, and 
makes use of, the concept of mental Ш- 
ness. (This was not always true, as we 
have seen, but is true now.) Second, 
each intervention results in the loss of 
certain rights; in the case of incompe- 
tency, the lost rights relate mainly to 
managing property, making contracts, 
and driving an automobile; in the case 
of involuntary mental hospitalization, 
the lost rights relate to personal liberty 
and the control of the medical (“thera- 
peutic”) relationship. And, third, each 
Proceeding is justified by a combined 
psychiatric-legal argument appealing si- 
multaneously to the "patient's" need for 
protection from the effects of his dis- 
ability (and his need for "treatment") 
and to the community's need for protec- 
tion from the patient (as an incompetent 
or dangerous mental patient) and its 
obligation to prevent him from becoming 
4 financial or medical burden on the 
public. This complex and internally con- 
tradictory set of expectations and in- 
terests is resolved, in both proceedings, 
in favor of the self-defined interests of 
the petitioners and in Opposition to those 
of the alleged mental patients. 

At the same time, there are certain 
important differences between incompe- 
tency and involuntary mental hospitaliza- 
tion. We have already noted the differ- 
ences in their respective aims and 
consequences. To this we may now add 
differences in the criteria that must be 
satisfied to support petitions for incom- 
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petency and mental hospitalization re. - 
spectively; and—since the criteria аге | 
purposive or strategic, rather than de 
scriptive or factual—what is really the | 
same thing, namely, differences in the Я 
“tests” used to ascertain whether the ap- 
plicable criteria have been met. The 
“tests” for incompetency and commit- 
ment are actually inherent in the con- 
cepts “tested”: inability to care properly 
for one’s person or to manage one's 
property due to any of the conditions 
listed above, in the case of incompe- 
tency; * dangerousness to self or others, 
or need of treatment, due to any of the © 
conditions listed above, in the case of 
commitment,*9 

Because of the overlapping conditions 
justifying incompetency and involuntary ` 
mental hospitalization, it is not surpris- 
ing that, in some states, incompetency is 
part and parcel of such hospitalization; 
in others, it may be one of the issues de- 
cided at a hospitalization proceeding; 
and, in still others, it is a completely in- 
dependent procedure. 

Another connection between incompe- 
tency and involuntary mental hospitaliza- 
tion deserves brief comment—the use of 
such hospitalization as evidence in in- 
competency proceeding to support the 
allegation. Some states have accepted 
the argument that incompetence may be 
presumed from mental hospitalization, 
while others have rejected it. Authorita- 
tive psychiatric opinion leans heavily. 
toward the former view, as the following 
quotation illustrates: 


If they [hospitalized mental patients] aren't 
competent to look after к. ә outside 
the hospital, they are not соті t to trans- 
act business . . The idea that à person is 
allowed to sell real estate while he is deprived 
of the right to walk the streets, I find difficult 
to comprehend. (p. 221) 
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This assertion should serve as a melan- 
choly reminder that institutional psy- 
chiatrists are, after all, in the business of 
stigmatizing their victims as "mentally 
ill'—that is, as totally inhuman, For a 
moment's reflection would have sufficed 
to recall that prisoners, too, are de- 
prived of the right to walk the streets— 
but not of the right to sell real estate! *! 


n uses of psychiatric interventions in 
the administration of civil law regu- 
lating the individual's right to manage 
his person and his property were criti- 
cally reviewed. Proceedings for mental 
incompetence to manage one's property 
serve two mutually contradictory aims; 
to assist the disabled person in the man- 
agement of his affairs, and to protect 
the interests of others (family members, 
potential heirs, the state, etc.) in the 
property of the alleged incompetent. 
However benevolent the intention of 
those who would seek to substitute sur- 
rogate managers for "incompetents," and 
however much such “incompetents” may 
—because of the ravages of old age— 
need such guardians, the fact remains 
that persons deprived of the right to 
decide for themselves such a funda- 
mental matter as how to manage their 
property will have lost a basic attribute 
of citizenship. Moreover, the person 50 
treated will, unless almost totally dis- 
abled in body and mind, experience the 
imposition of such protection on him 
às confirmation of his worst fears about 
his impaired powers and as a depriva- 
tion of his right to exercise whatever 
decision-making capacities he possesses. 
Consequently, it is necessary to view the 
question of how the law should inter- 
vene in matters of incompetency in gen- 
eral, but especially in the aged, from 
two distinct points of view: first, as a 


means of protecting the ward's person 
and maximizing his material benefits 
(as defined by others than the ward); 
second, as a means of protecting the 
ward's civil rights and minimizing abridg- 
ments of his powers to make independent 
decisions. In practice, these two goals 
often conflict so that one can be realized 
only at the expense of the other. Existing 
laws, and the psychiatric justifications 
for them, are directed almost solely to 
the first of these considerations. In our 
view, however, the issue of the potential 
ward's freedom and right to self- 
determination is the more important 
consideration and should be so recog- 
nized. 

Certain reforms іп the uses of proceed- 
ings for incompetency were proposed. 


mate” interests of certain persons in 
the property of others (especially within 
the family) be formally recognized and 
protected by law; and, 3) the proceeding 
for involuntary intervention in property 
management be removed from the sphere 
of psychiatry and placed squarely into 
that of law. 

In short, it should never be legitimate 
to deprive a person of his right to prop- 
erty because of “mental illness.” Such 
a sanction should be imposed only 
when it can be demonstrated, to an im- 
partial jury, that the property owner 
infringes on the legitimate rights of others 
in his possessions, 
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they are polemics, but rather because 
they are polemics against establishment 
practices, one may have a more objec- 
tive standard for assessing value. The 
value of Dr. Szasz’s polemics, it seems 
to me, is considerable, and it has been 
two-fold: first, a large segment of the 
public who previously ignored the plight 
of those confined to mental institutions 
has now been alerted; second, the psy- 
chiatric establishment has been forced to 
reevaluate the therapeutic assumptions 
that lie behind its various authoritarian 
procedures, Both these results are, in my 
opinion, to the good and an impressive 
achievement for one man. This assess- 
ment, however, says nothing about the 
scholarly basis for his polemics, or the 
wisdom of Dr. Szasz’s premises, or his 
proffered solutions for the problems with 
which our society struggles, These are 
issues to which I now turn in answering 
the second, narrower question: what is 
the value of this most recent polemic? 
Alexander and Szasz have chosen to 
begin their article by quoting the same 
legend of Sophocles’ competency hearing 
with which Allen, Ferster, and Wei- 
hofen * introduced their comprehensive 
study of competency. The latter authors, 
however, went on to carefully document 
the extent and complexity of the prob- 
lem, whereas for Szasz and Alexander, 
Sophocles is the paradigm for all that 
follows. The paradigm, quite simply ex- 
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pressed, is that the competency device 
is abused by greedy people coveting the 
wealth of relatives who, like Sophocles, 
are in full possession of all their mental 
faculties, or at least in control of their 
judgment as to how they wish to spend 
their money. The courts and the psy- 
chiatric establishment are portrayed as 
collaborating in this devious mischief. 
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If опе assumes, as Dr. Szasz does, that E. 


there is no such thing as mental illness, 
then it follows perhaps that the paradigm 
is always correct. 

But if one assumes that senile and 
presenile dementia do exist, and that 
severe chronic and incapacitating psy- 
choses do exist, then it is reasonable to 
assume that some adjudications of in- 
competency are in fact rational solutions 
by honest judges struggling with the help 
of honest psychiatrists to solve difficult 
human problems. Because Szasz and 
Alexander have written a polemic, they 
never deal with that reality; namely, 
what role should the state or the courts 
play when the relatives are or are not 
greedy and the person in question is in 
fact unable to protect his or her own 
financial interests? 

The extent to which the authors dis- 
tort to prove their paradigm becomes 
obvious in the very first case they cite, 
Denner v. Beyer.** Mrs. Denner, we are 
told, was a diabetic and partially blind 
widow whose greedy sister brought pro- 


* Mental Impairment and Legal Incompetency (Prentice Hall, 1968) is the most elaborate 
study of this general subject, and readers interested in a scholarly consideration of this com- 
plex legal topic will find it there. The authors survey procedures in ten jurisdictions as well a$ 
the administrative format used by Social Security and the Veterans Administration. They 
recommend a number. of procedural reforms; e.g., that incompetency be separated from 
commitability, that uniform terminology be adopted in the various jurisdictions to avoid 
ambiguity, that psychiatric testimony be made to emphasize prognosis, that right to apply for 
guardianship oneself be allowed by law and encouraged, that the ward's preference of guardian 
be taken into account by the court, that partial guardianship be constructed, etc. 

** СІ. footnote 21, listed as Denner v. Bezer (sic). 
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ceedings to have herself appointed guar- 
dian, and succeeded in obtaining this 
appointment in trial court. “By her vic- 
tory in the trial court, the guardian ob- 
tained not only a continuation of her 
power of attorney, now judicially sanc- 
tioned, but also well advanced her liti- 
gation on eventual probate of the 
will..." 

Now this statement of the lower 
court's decision is either an intentional 
distortion, which is unforgivable, or else 
it is unintentional distortion because the 
authors were caught up in the biases to 
which polemicists are prone, or one can 
put it down to shoddy scholarship; but 
whatever its cause or causes, the extent 
of the misrepresentation is inexcusable. 

In fact, if one examines the case cited 
by the authors and one goes back to the 
trial record, the following facts emerge. 
First, and this first point is trivial, it 
turns out that Mrs, Beyer was the widow 
and Mrs, Denner the greedy sister. Mrs. 
Beyer had never dealt with money, and 
shortly after her husband's death she 
made a will leaving all of her estate to 
her husband’s relatives. Soon thereafter, 
being physically disabled by her diabetes 
and its complications, she made a deal 
with her sister, Mrs. Denner, changing 
her will to make all of her relatives bene- 
ficiaries and giving her sister power of 
attorney in exchange for the promise 
that she could reside until her death in 
the home of her sister and be cared for. 
The sister shortly disappointed her; cash 
belonging to Mrs. Beyer was placed ina 
deposit box under Mr. Denner's name, 
and, after a few months, Mrs. Denner 
moved her sister out of her house to a 
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nursing home, then to a less expensive 
home, where Mrs. Beyer felt conditions 
were intolerable, She was rescued from 
these circumstances by her minister and 
a cousin of her deceased husband, Flor- 
ence Slough. She promptly revised her 
will so that it was in most respects what 
it had been, except that she left $500 to 
the church and $500 to the upkeep of 
her husband's grave; all the rest of the 
money once again going to her hus- 
band’s relatives. She further gave Flor- 
ence Slough power of attorney “to write 
checks,” and named her as sole execu- 
trix of the will. Examination of the trial 
record reveals that all these facts were 
considered by the trial court. All of the 
parties involved and various physicians 
were heard, The court, not satisfied with 
this conflicting and second-hand testi- 
mony, went with counsel to Mrs. Beyer's 
bedside and made its own examination. 
It noted that Mrs. Beyer had made three 
wills in a few months; it further noted 
Mr. and Mrs, Denner's behavior; it also 
worried about the possible conflict of 
interests of Mrs, Beyer's new benefici- 
aries since it was from this group and 
the minister that testimony came that 
she was competent, The court took ref- 
ире from all this by appointing a guard- 
ian who was “neutral and one who has 
not been suggested by cither group of 
relatives.” * It held that; 
‘The said Bertha 1. Beyer is not able, owing to 
mental deficiency and weakness of mind, to 
take care of her property, and the court 
hereby appoints the Norristown-Penn Trust 
Company as guardian to take care of the 
same.** 

Thus no important new facts came out 
in the Supreme Court of Pennsylvania, 


* Beyer’s Estate, Montgomery County Law Reporter 67 (1944), p. 69. 


** Ibid., рр. 69-70. 
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and Mrs. Denner had not won a victory 
at the trial court level. Mrs. Denner did 
not retain her power of attorney, and 
she was not appointed guardian, as the 
authors report. But even if she had been 
so appointed, her role as guardian would 
have legally deprived her of her broad 
power of attorney and she would have 
been supervised by the courts, Thus Dr. 
Szasz and Dean Alexander are wrong 
both as to the facts and as to the law. 

The Supreme Court of Pennsylvania 
reversed the trial court's holding for 
reasons that are made quite clear. That 
court was concerned that as a result of 
the adjudication of incompetency, Mrs. 
Beyer's various wills could be challenged 
after her death, and that if therefore she 
in effect died intestate, the sister who be- 
trayed her faith would in the end profit 
because the standard inheritance statute 
would be operative, and she would in- 
herit. 

1f one examines the true facts in this 
first case cited by Szasz and Alexander, 
one gets a much more realistic picture of 
the dilemma faced by courts. The court 
sees a sick, helpless, and imprudent 
widow who has placed her entire worldly 
wealth in jeopardy. Rescued from this 
hasty and unwise decision, she makes 
another hasty decision, which the trial 
court feared might be equally unwise. 
To circumvent these designing relatives, 
it turned to a neutral third party to ex- 
ercise the prudent control it deemed 
necessary. 

I shall discuss only one other case 
cited by Szasz and Alexander, and that 
briefly. After a general discussion of 
aging and senility, they chose to offer 
as an example the case of Mrs. Ellen 
Borden Stevenson, the late Adlai E. 
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Stevenson's former wife. They do 
again in a highly distorted fashion, 
noring the facts and suggesting by imp 
cation that Mrs. Stevenson’s mother and 
children acted out of economic motives” 
to have a conservator appointed. Here, 
again, a review of the trial record created 
a totally different impression. 

First, the case is not even an арро 
example for ће point made by the au- Wf 
thors. Mrs. Stevenson was not an aged 
or senile person. At the time of her trial _ 
she was 58,* and the financial impru- 
dence with which her mother and chil- 
dren were concerned had begun тоге 
than ten years before that time. At no 
point in the trial record made available 
to me is the suggestion made that aging 
or senility was relevant; indeed, her own 
mother was a petitioner. Second, her 
financial dealings do not by any stan- 
dard known to me reflect the thinking. 
of a person who has “firmer judgments 
on how they want to live or spend their 
money during the time remaining to 
them than they ever had before.” 

Thus what we are given by the authors 
is an inapposite example, which is itself 
distorted and which casts several prom- 
inent people, including a United States 
Senator, in a poor light. 

So much for the case examples. Now 
let us consider the solution the authors 
offer to remedy the abuses they have 
so poorly documented. The authors sug 
gest that the whole structure of control 
of property be changed such that the in- 
terest of potential heirs in the property 
of their relatives be fixed in advance of | 
death by law. This solution is rather like 
suggesting that to prevent crime in the 
streets we impose a dusk to dawn cur- | 


* Szasz and Alexander report her age as 55, the trial record states 58. 
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few on every man, woman, and child 
in the country. What Dr. Szasz and 
Dean Alexander are suggesting is that 
we control by law the freedom of all 
aging people of wealth to disinherit rela- 
tives they dislike or even despise. And 
this is a recommendation made in the 
name of liberty and individual rights. 


For reprints: Dr. Alan A. Stone, Law School of Harvard University, Сат! 
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Surely the cure is far worse than the 
disease. 

Dr. Szasz and Dean Alexander have 
written a most unfortunate polemic, Its 
facts are distorted, its solution is absurd, 
and its scholarship does credit neither 
to the discipline of law nor to the dis- 
cipline of psychiatry. 


bridge, Mass. 02138 
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GETTING IT ALL TOGETHER’: 
SOME GROUP ISSUES IN COMMUNES 


Rosabeth Moss Kanter 


Department of Sociology, Brandeis University, Waltham, Mass. 


Many distinctive social and cultural features of communes are the outco 
of processes addressing the issue of creating a family-like group out of 
gathering of individuals. Т. oday's communes are viewed in the light of the 
practices of successful communes of the Past, and solutions to several major 


group development problems are discussed, 


ommunes are both an old and a new 

social form. Some kind of com- 
munal living was practiced by a small 
number of groups in the United States 
even before its establishment as a nation, 
and many groups today look to those 
older traditions for their inspiration. On 
the other hand, today’s communes are 
new in their large numbers, high visi- 
bility, and limited goals, While many 
communal groups of the past were a 
Tesponse to institutional strains in the so- 
ciety (religious, economic, or political), 
and sought to become full-fledged al- 
ternative communities, today’s com- 
munes are more often a response to in- 
terpersonal and psychological strains in 
the society, and want to become a new 
kind of family. Many communes today 


Presented in somewhat different form 
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632 ; 


at the 1971 annual meeting of the American Ortho- і 


seek to recreate а romanticized version 
of the extended family, in a search for 
intense, intimate, participatory, mean- 
ingful, group-based ways of life. In the 
midst of an advanced technological 505 
ciety seen as insolating, meaningless 
fragmented, and machine-like, today's 
utopians seek a shared life. They desire 
freedom and the concomitant ability to 
define their own life conditions. They. 
want to be "together" in all ways tha 
the new counter-culture uses this word: 
inner peace and self-acceptance; whol e 
person relating to whole person; barrie ) 
of ego, property, sex, age disappearing. 

The result of today’s quest for to- 
getherness is the vast number of experi- 
ments in communal living springing up 
across the country. There are small ur- 
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ban groups sharing living quarters and 
raising their families together while hold- 
ing outside jobs. There are rural farming 
communes combining work life and fam- 
ily life under one roof. There are formal 
organizations with their own business 
enterprises, like the Bruderhof commu- 
nities, which manufacture Community 
Playthings;?* and there are loose ag- 
gregates of people without even a name 
for their group. Some communities, like 
those forming around personal growth 
and learning centers, may create a total 
life-style for their members: sleeping, 
waking, working, playing, loving, eating, 
even breathing, all guided by the philos- 
ophies of the group. Others experiment 
in more limited ways, several couples, 
for example, trying group marriage. 
There are differences in the degree of 
collectivization—whether the communal 
group shares only space or also prop- 
erty, money, work, and values. There are 
differences in ideology—from spiritual 
groups with a religious philosophy, to 
Walden Two groups modeled after 
Skinner’s utopia governed by experts and 
scientific experimentation,» 15 to self- 
help communities such as Synanon ог 
Camp Hill Village, to Open Land com- 
munes without any intentional qualities, 
to friendship groups that want nothing 
more than to share their lives and their 
children in a richer way. There are also 
differences in size—from six people in 
a house in Boston to over 200 in a Bru- 
derhof village. 

The extent of the commune movement 
is vast, but similarly vast are the prob- 
lems of building viable communities. 
Today’s communal movement represents 
a reawakening of the search for utopia 
that has been carried out in America 
from as early as 1680, when the first 
religious sects retreated to the wilderness 
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to live in community, But while experi- 
ments in communal living have always 
been part of the American landscape, 
only a few dozen of these ventures sur- 
vived for more than a few years. Build- 
ing community has proven to be difficult, 
and today’s communes fall heir to the 
difficulties. 


COMMUNES OF THE PAST 

Previous research 11. 12 has uncovered 
some of the things that distinguished 
successful communes of the past. In or- 
der to learn about the kinds of things 
that make a commune work, this re- 
search compared thirty nineteenth-cen- 
tury American communes—nine that 
lasted thirty-three years or more (called 
“successful”) with twenty-one that ex- 
isted less than sixteen years and on the 
average about four years (“unsuccess- 
ful”). Among the communes in the 
study were the Shakers, Oneida, Amana, 
Harmony, New Harmony, and Brook 
Farm, The study asked over 120 ques- 
tions about the presence or absence of 
certain social arrangements that build 
commitment and create a strong group. 

Successful nineteenth-century commu- 
nities built strong commitment to their 
group through the kinds of sacrifices 
and investments members made for and 
in the community, through discourag- 
ing extra-group ties and building strong 
family feeling within the community, 
through identity change processes for 
members, and through ideological sys- 
tems and authority structures that gave 
meaning and direction to the community. 

Long-lived communities tended to re- 
quire some sacrifices of their members 
as a test of faith, and full investment of 
money and property, so that partici- 
pants had a stake in the fate of the 
community. They tended to ensure the 
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concentration of loyalty within the com- 
munity by geographical separation and 
by discouraging contact with the outside. 
They spread affection throughout the 
whole community by discouraging exclu- 
sive relationships based on two person 
attraction or biological family—through 
either free love (in which sexual contact 
with all others was required) or celibacy 
(in which no one had sexual contact) 
and separation of biological families 
with communal child-rearing. These 
mechanisms aimed at creating an equal 
Share in man-woman and adult-child 
relationships for everyone. Family feel- 
ing was enhanced by selection of a 
homogeneous group of members; by 
full communistic sharing of property; 
by communistic labor in which no jobs 
were compensated, everyone shared 
equally in community benefits, jobs were 
Totated through the membership, and 
some work was done by the whole com- 
munity; by regular group contact through 
meetings (routine decision-making ones 
and T-group-like sessions); and by rit- 
uals emphasizing the communion of the 
whole. Identity change processes in long- 
lived communes tended to consist of T- 
group-like mutual criticism sessions in 
which issues of commitment and devi- 
ance and meeting of community stan- 
dards were examined, and through strat- 
ification systems that accorded deference 
to those best living up to community 
norms, Finally, long-lived communes 
tended to have elaborate ideologies pro- 
viding purpose and meaning for com- 
munity life and an ultimate guide and 
justification for decisions, There tended 
to be strong central figures, charismatic 
leaders who symbolized the community’s 
values and who made final decisions for 
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the community and set structural guide- 
lines. That is, while routine decisions 
might be made by assemblies of the whole 
or committees with special responsibil- 
ities, and while administrative and other 
work assignments might be rotated and 
shared, the charismatic leader, as value 
bearer, still was the ultimate source of 
authority. Long-lived communities also 
tended to have fixed daily routines for 
carrying out tasks and to have personal 
conduct rules—all deriving from ideol- 
ogy and informing an individual of his 
responsibilities. Finally, they tended to 
require ideological conversion for ad- 
missions and did not automatically ad- 
mit all applicants. 

What was found, then, was that suc- 
cessful nineteenth-century utopias devel- 
oped a number of ways of dealing with 
group relations, property, work, values, 
and leadership—all of which created an 
enduring commitment, involving motiva- 
tion to work, will to continue, fellowship, : 
and cohesion as a group. At the same 
time that this enabled the successful com- 
munities to survive in terms of longevity, 
such practices also created strong com- 
munities in the utopian sense and fulfilled 
many of the desires impelling people to- 
ward community today. The successful 
groups provided for their members 
strong feelings of participation, involve- 
ment, and belonging to a family group. 
They built a world centered around 
sharing—of property, of work, of living 
space, of feelings, of values. They offered 
identity and meaning, a value-oriented 
life of direction and purpose. 


TODAY'S COMMUNES 
Today's communes * are different 
from those of the past, however, in that 


е Material on contemporary communes comes from a questionnaire study, field visits and 
observation of several dozen groups, secondary sources, and personal experience in a commune. 
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the vast majority of them tend to be 
small in size, anarchic in philosophy, 
and seeking family-style intimacy with- 
out much else in the way of a utopian 
platform. There are a number that re- 
semble the successful communes of the 
past—Synanon, the Bruderhof com- 
munities on the East Coast, some relig- 
iously-oriented groups, а few older, more 
established communes. But most of the 
new communes range in size from six 
to forty people and reject the rigid struc- 
turing of group life true of past com- 
munes. *Do your own thing" is a perva- 
sive ethic, Yet, despite this ethic, and 
despite variations in style or ideological 
orientation, all communes of any size or 
length of existence share one important 
issue: creating a group out of a diverse 
collection of individuals. 

The kind of group today’s communes 
wish to build is one that provides the 
warmth and intimacy of a family. A hip- 
pie commune of 50 people in California, 
for example, called itself “the Lynch 
family,” and all members adopted the 
last name of the founder, A new Mexico 
commune at one time called itself The 
Chosen Family; a New York City group, 
simply “the family.” The Fort Hill com- 
munity in Roxbury, Massachusetts, те- 
ports that it has evolved a family struc- 
ture, with all members brothers 
sisters, and the leader, Mel Lyman, the 
father at the head of the family. 

For some communes, becoming а 
family means collective child-rearing: 
shared responsibility for raising chil- 
dren. Children as well as adults, for 
example, in a Vermont commune, have 
their own separate rooms, and they con- 
sider all the adults in the community 
their "parents." Other communes are 
interested in sexual experimentation, in 
changing the man-woman relationship 
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from monogamy, an exclusive two-per- 
son bond, to group marriage, in which 
many attachments throughout the com- 
munity are possible and encouraged. The 
sharing of sexual life and children as well 
as living space are all attempts to bring 
people closer together, to liberate women 
from exclusive domestic responsibility, to 
free couples from all the weight that a 
two-person bond must bear, and to free 
parents and children from excessive de- 
pendence on one another. 

Behind these practices lies the de- 
sire to create intense involvement with 
the communal group as à whole—feel- 
ings of connectedness and belonging 
and the warmth of many attachments. 


CREATING A GROUP 

While communes seek to become 
families, they are, at the same time, 
something different from families; they 
are groups with their own unique form, 
something between communities, organi- 
zations, families, and friendship groups, 
and they may contain families in their 
midst, Certain social and interpersonal 
issues faced by all human groups af- 
fect communes, in particular, because 
they do not yet have the legal status, 
wider legitimacy, oF institutionalized 
form that the family has in American 
society. For example, not only were 
most of today’s commune members $0- 
cialized from birth to be members of 
conventional families, and thus not 
given the skills and experiences to deal 
with the issues they face as adult com- 
mune members, they also may have to 
unlearn some of the lessons gleaned 
from growing up in conventional con- 
jugal families. 

Each commune must create its own 
social form from scratch; it must cope 
afresh with those group issues that are 
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at least partially pre-solved for families 
or other accepted institutions in our so- 
ciety. Part of the definition of a com- 
mune, in fact, is that it is a group that 
comes together to create for itself its 
own form. No matter how much a com- 
mune participates in the emerging 
commune culture that is beginning to 
institutionalize particular patterns of 
organization and behavior, to some ex- 
tent each group seeks to create and con- 
trol its own existence and to do those 
things that meet its own particular needs 
in its own way. For example, Zablocki 21 
has pointed out that rural hippie com- 
munes may resist even taking advice 
from others about farming; making their 
own mistakes is positively valued. 

Communes, like other groups, start 
with certain goals or ideas, sometimes 
well-defined, sometimes vague. Their so- 
cial structure comes about through the 
Process of coping with several important 
group issues, in the context of their 
ideals. These issues revolve around how 
the commune becomes a group and 
comes to define itself with respect to its 
environment, 

Even the most organized nineteenth- 
and twentieth-century communes did 
Not spring into being full-blown from a 
blueprint. Instead, they went through 
periods of anarchy, chaos, non-direc- 
tion, high turnover, and open bound- 
aries as they struggled to translate 
global ideals about community into 
specific behavior, The development of 
social organization is a Step-wise proc- 
ess, and the history of many communes 
demonstrates this. The Bruderhof are 
now over fifty years old and well-organ- 
ized. But in its early years in Germany, 
the community struggled with issues of 
developing a group identity and defining 
the group’s boundaries, In fact, during 
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its first summer, the now-traditional, 
straight-laced, and organized religious 
group resembled many of today's new 
communes. It began with no financial 
resources, an open-door policy (that 
brought floods of strange characters and 
curiosity seekers), and no clear notion 
of how to translate ideology into prac- 
tice. The numbers of people grew and 
declined (more in summer, fewer in win- 
ter), living conditions were primitive, 
and the vast majority of members came 
from urban backgrounds and knew 
nothing of farming. They rented rather 
than owned their quarters, But group 
cohesion was promoted through song 
and celebration of all events, from pick- 
ing up stones to hoeing beans. And out 
of the interaction of the diverse people 
who came together, group coherence 
gradually developed. The first crisis 
dealt with how the group would sup- 
port itself, finding a task in which co- 
Operation and shared fate would be 
embodied. Ideological and practical dis- 
agreements led to the definition of 
boundaries: who could become a mem- 
ber and who could not; which character- 
istics of members would be supported, 
Which changed; what the focus of the 
group was to be.1 ] 
Similarly, some of the kibbutzim in 
their early years also strongly resembled 
the budding period of today’s youth 
communes. The kibbutz studied by 
Spiro 19 grew out of the German youth | 
movement. A number of urban young 
People migrated to Palestine together, 
partly out of shared rebellion against 
their parents and urban life and partly 
out of a sense of adventure. When they 
actually found themselves in Palestine, 
they had little idea of what to do next. 
An intense, profound emotional experi- 
ence provided the bond that translated 
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itself gradually into the development of 
communal institutions. Other kibbutz 
researchers have indicated that early 
kibbutzim, like many American hippie 
communes, went through periods of an- 
archism and unwillingness to organize 
or set limits, before growing into the 
strong communities of today. 

The same step-wise development of 
organization can be scen in the history 
of American communes of the past. 
Oneida started as an informal Bible dis- 
cussion group in Putney, Vermont. Per- 
sonnel changed, ideas and institutions 
developed, ideologies grew to explain 
and justify the practices that members 
found they preferred. As a group, they 
finally moved to Oneida, New York, 
several years later, and created a full- 
scale, well-organized, long-lasting com- 
munal village. For other groups, prac- 
tices also grew out of daily interactions 
and circumstances encountered after the 
initial decision to form a community was 
made, The extent of a well-defined blue- 
print varied, but many practices were а 
result of communal values plus the prac- 
tical requirements of building a group. 
Ideology both informed and justified 
choices. The contemporary Twin Oaks 
commune is an illuminating example, for 
it did have a clear blueprint in Skinner's 
Walden Two, the inspiration for its 
founding. Yet here, too, the first months 
were without structure or organi ion. 
Out of the demands and limits of that 
situation, systems for group order gradu- 
ally emerged, and five years later, in 
1972, they are still emerging. Many of 
the formal practices have been borrowed 
from Walden Two or guided by it, but 
many of the informal ones have grown 
out of members’ interactions while 
working out their relationships with one 
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another and developing group coher- 
ence. 

Тһе ideologies and social practices of 
communes, then, can been seen as more 
than an outgrowth of utopian values. 
They are the solutions arrived at in face- 
to-face interactions and daily life to the 
crucial issue all new and non-institu- 
tionalized social groups face: how to 
become a group. 


GROUP ISSUES 

The first important issue is admission 
to the group: how does a person become 
a member? There are societally-delim- 
ited ways of entering а family—through 
marriage, birth, or legal adoption—but 
no similar guidelines for joining а com- 
mune. In American society, strangers do 
not knock at the doors of residences, 
asking to become а member of the fam- 
ily, but they do approach communes 
with this request. Many modern com- 
munes began with the wish to be open 
to all comers, and some still operate on 
the “open land” concept; anyone can 
come and stake out a bit of territory on 
the property. In strong contrast to the 
successful communities of the past, 
which required an ideological commit- 
ment for membership or had some 
screening procedure, some modern com- 
munes do not even make à member/non- 
member distinction; whoever is there at 
the time "belongs." But as the group 
begins to define itself, it also begins to 
define criteria and procedures for mem- 
bership, an issue that many communes 
are reluctant to face. Some limit mem- 
bership by the size of their property, 
others ask that people come in for pro- 
bationary periods first; gradually, even 
some of the more anarchic communes 
are beginning to control entry. The con- 


638 


Sequences of failing to control it are 
sometimes demoralizing for the group, 
as a resident of Morningstar Ranch said 
in 1967 about its leader’s open admis- 
sion policy: 

It's not like it used to be. Too many outsiders 
have been coming up here during the summer 
—Hell’s Angels, tourists, people who come 
up for the wrong reasons. I don’t know if 
[he's] right, letting everybody іп,14 


By contrast, the viable communes of the 
past all had selective entry procedures, 

“Getting it all together” is a central 
group issue—to find sources of cohe- 
sion, to create and solidify the bonds 
holding the group together. Гуе heard 
members of urban groups, in particular, 
ask themselves what it is that makes 
them a commune. In this there is a 
Searching for the basis of solidarity and 
a reaching for the specialness of the 
group as an entity beyond the collection 
of individuals present. Even brand-new 
groups of limited duration tend to reach 
for the blanket that wraps the separate 
individuals together; this is true even of 
temporary groups such as encounters,17 
In communes, several things may hap- 
Pen to provide sources of cohesion, One 
is the development of belief іп the 
Broup's superiority, Nineteenth-century 
communities had elaborate beliefs of 
this kind, certain. that they were herald- 
ing a new age, bringing about the mil- 
lenium, and that, by contrast, the sur- 
rounding society was sinful. The Oneida 
community felt that contact with the 
outside was sufficiently contaminating 
that after visitors left, the whole com- 
munity joined to clean the buildings in 
a ritualistic purification. What а sense 
of membership in their Own special 
group the Oneidans must have had—to 
Scrub away traces of contact with non- 
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Oneidans, The Shakers developed to a 
high art their condemnation of non- 
Shakers and of the previous non-Shaker 
life of Shaker converts, One example is 
a hymn in which Shakers indicated their 
great love for other Shakers after first 
expressing their deep hatred for their 
biological families: 

Of all the relations that ever I see 

My old fleshly kindred are furthest from me 


O how ugly they look, how hateful they feel 
To see them and hate them increases my zeal,12 


It is a sociological canon, expressed 
by theorists from Freud 7 to Simmel and 
Coser, that the existence of external 
enemies heightens in-group cohesion, 
But the feeling of rejection of the past, 
Past relationships, and attachments out- 
side the group is not only a way to chan- 
nel hostility and aggression outward and 
thereby define the group by its love. It 
grows also out of the tendency of radical 
Broups to seek all the loyalty and affec- 
tion of members, and to deny that any 
of them could have ever existed or been 
happy outside the group. Bittner * has 
described this as one of the norms that 
develops in radical movements: all ех- 
tra-group ties must be suspended. 

We can see parallels to the Shakers 
today in the bitterness with which some 
communards codemn their parents or, 
more often, the life that their parents 
have led. The firm rejection of other 
ways of life, particularly those repre- 
Senting options once open to commune 
members, helps reinforce the belief that 
the commune is, indeed, a special, valu- 
able, worthwhile place. What parents 
also represent is а set of ties that not all 
members of the commune share—yet 
the cohensiveness of the group is de- 
pendent in part on elevating that which 
is shared to a higher moral and emo- 


ROSABETH MOSS KANTER 


tional place than that which cannot be 


' included in the group or shared by all 


members. “What we have together is 
more beautiful than what we have 
apart” is echoed by many communes. 
Also recurrent is: “What we have and 
are now is more important and worth- 
while than what we may have been sep- 
arately.” In some communes this results 
in a noticeable lack of interest in mem- 
bers’ pasts, and even resentment at talk- 
ing much about life before the group— 
in T-group language, the “there and 
then” rather than the “here and now.” 

A researcher ® at a communal farm in 
Oregon reports that the ten adults there 
knew relatively little about each other’s 
backgrounds. (“We accept a person for 
what he is, not what he was.”). Such rea- 
soning is part of the elevation of the 
group’s present existence to а higher 
moral plane than past or outside lives. 
Even when these sentiments are not 
voiced explicitly, even when the group 
is content with a loose federation of in- 
dividuals rather than a close-knit entity, 
this is still an underlying theme in com- 
munes, A woman living with her hus- 
band in an urban commune that they 
intend to leave at the end of the school 
year, still reported to me the awkward- 
ness and uneasiness she experienced 
when her parents came to visit her in 
the commune. They were a reminder of 
her non-communal past, as well as be- 
ing people with whom she shared some- 
thing that other commune members 
could not share, Of course, the issue of 
outside relations and friends visiting can 
be dealt with in many ways that en- 
hance rather than detract from the com- 
mune's cohesiveness. Some groups take 
over visitors as the property of the 
group, no matter whom they have come 
to visit, and visitors may find themselves 
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overwhelmed by greetings, by curious 
children, by the desire to find them a 
place in the life of the whole commune 
rather than just with those they came to 
visit. With a friend of mine who is a 
frequent visitor, I recently visited a 
West Coast commune where members 
had small separate dwellings—log cab- 
ins, tepees, one-room plastic houses— 
and did not spend all their time in the 
communal house that held the kitchen 
and dining room. It was interesting to 
notice that my friend tried to get around 
to all the houses and say hello to every- 
one. In other communes the process of 
visiting and the role of visitor may be- 
come a matter of group policy and de- 
cision. Drop City in New Mexico built 
a special visitors’ dome, particularly for 
parents who wished to visit—in a sense, 
putting them in their place.® 


p in the group's specialness is one 
step away from belief in its superi- 
ority, and a big theme in the commune 
culture is superiority of their way of life 
over others. One rural commune prides 
itself on the purity and naturalness of 
its existence, as opposed to the corrup- 
tion of the city. A member said, *In the 
city you don't even know your own mo- 
tives.” 

Many of these sources of solidarity 
are dependent on the existence of a 
wider society—the group becomes spe- 
cial by delimiting who and what it is 
not, who and what it rejects. But, at the 
same time, communes struggle with de- 
fining what they are. At this point the 
issue of common purpose becomes 68- 
sential: what are we trying to make 
happen together? What goal or idea ог 
symbol “gets it all together”? This is a 
major problem for many modern com- 
munes, particularly anarchistically-ori- 
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ented ones. They tend to come together 
in the shared rejection of the established 
society, particularly of its structure, and 
wish to make no demands on members 
that would detract from “doing their 
own thing.” This lack of a common pur- 
pose has been cited by the members of 
one now-defunct commune as a reason 
for its failure: 

We weren't ready to define who we were; 
we certainly weren’t prepared to define who 
we weren’t—it was still just a matter of intui- 
tion. We had come together for various 
Teasons—not overtly for a common idea or 
ideal, but primarily political revolutionaries 
‚ +. Or just plain hermits who wanted to live 
in the woods. All of these different people 
managed to work together side by side for 
a while, but the fact was that there really was 
no shared vision. 


Defining “who we are" is particularly 
difficult for urban communes in which 
members hold outside jobs. It is much 
easier when members work together in 
community jobs, as was true of all the 
nineteenth-century utopian communi- 
Чез. Some urban groups deal with this 
by trying to find employment as a group. 

In the absence of elaborate integrating 
Philosophies, of a sense of destiny or 
mission such as the religious groups 
have, or of an essential over-riding goal, 
many groups develop a sense of purpose 
by finding shared tasks that represent 
а common endeavor. Construction seems 
to be the most important of these, for it 
leaves the group with a permanent monu- 
ment to the shared enterprise. The em- 
phasis on building and shaping one’s 
own environment that is so central to 
the commune movement may have roots 
here. The end—the actual building— 
may not be as important for the group's 
identity as the means by which the 
buildings came about. I have experi- 
enced on many communes an infectious 
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sense of group pride in the self-made 
buildings, like the gala celebration in 
Connecticut Bruderhof community. 
the construction of new beams in 
dining hall. і 

Rituals and shared symbols also tell 
a group what it is, particularly those 
that are unique to it, Ritual was an 
important part of the life of many com- 
munes of the past, especially so for 
the Shakers. Every evening, each Shaker 
group gathered to dance, pray, and ex- 
press the togetherness of the group, 
Many aspects of the Shaker ceremony 
resemble encounter group exercises in 
their use of energetic body movement 
and emotional outburst; after the ritual, 
one Shaker reported that the group felt 
“love enough to eat each other up.” 
The Shakers also had a number of spe- 
cial ceremonies in which spiritual or 
imaginery events occurred. Some of 
these centered around spiritual foun- 
tains on magic hills near the villages 
reputedly populated by angels and spirits 
—but spirits only Shakers could see of 
course. Among them were such lu- 
minaries as Napoleon, George Wash- 
ington, and Queen Elizabeth. Present 
day communes often create their own 
Tituals, some with the same special of 
hidden elements that only group mem- 
bers share. Particularly those groups 
oriented around religion or mysticism 
find ritual an abundant source of group 
feeling. But even creed-less communes 
develop ritual. One group begins its 
“family meetings” by sitting in a circle 
and chanting “om.” A number of com- 
munes use sensory-awakening or en- 
counter exercises as a kind of ritual. 
In the community where I lived one 
summer, we arose around 6:30 and met 
on a grassy lawn at 7 for T'ai Chi Chuan 
exercises, a beautiful flowing Chinese 
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moving meditation. For an hour before 
breakfast we stood in rows and moved 
together, all following the same pattern. 


e desire for the group to become a 
group sometimes means that members 
feel a pressure to take pride only in 
things held in common, rather than 
those that belong to them separately. 
This, of course, was an explicit norm 
of the communistic groups of the last 
century that held all property in common 
(including clothes in Oneida), and found 
that joint ownership was an important 
source of community feeling. But even 
in “do your own thing" communes today 
that maintain a great deal of individual 
ownership and resist making demands 
on each other, some people still feel 
it important to take pride only in that 
which is shared. In a rural hip com- 
mune, I spoke to a woman, à particularly 
respected member of the commune, who 
had just finished building a striking look- 
ing one-room, two-level redwood house, 
with the help of some others in the 
group. It was very cleverly and artisti- 
cally created, with windows that were 
really sculptures, framed with pieces 
of twisted wood found in the forest. 
She expressed both great pride and 
guilt—guilt that she should have such 
а пісе house for her own. 

The same push to take pride in what 
is shared rather than separate often 
pervades relationships. As several the- 
orists have pointed out, groups are often 
threatened by exclusive relationships in 
their midst and desire instead diffusion 
of affection throughout the 8700р." "^ 
Many  nineteenth-century communes 
tended to discourage or eliminate mar- 
riage, through free love or group mar- 
riage or celibacy. Similarly, some 
communes today formally adopt systems 


Ы 


of group marriage that eliminate sepa- 
rate, exclusive attachments, Others de- 
velop informal norms that discourage 
pairing-off or that exhort couples to 
continue their relationships with the 
whole group rather than isolating them- 
selves. Members of a loosely structured, 
family-type “do your own thing” com- 
mune of students report that two mem- 
bers who formed a couple faced hostility 
from the others. One person said: 


There were subtle hostilities from almost 
everyone being directed at their partial with- 
drawal from the rest of us into their own 
world. It came out in criticisms of their re- 
lationship by various people . . . It’s true that 
if you start to get into a heavier-than-usual 
relationship with anyone, you should have 
every freedom to let it develop. Living іп 8 
commune, however, carries with it a respon- 
sibility to maintain a certain amount of aware- 
ness of where everyone else is at and how 
what you are doing is affecting the total group. 
If we are trying to do anything at all revolu- 
tionary and collective, we can’t afford to re- 
vert to old patterns of looking out only for 
our own immediate needs. 


A group can become à special entity 
if members value it above other things. 
It is difficult to maintain outside alle- 
giances in a commune, for there is often 
pressure from the group to be fully 
present and involved. Most of what a 
commune is, after all, is the devotion 
and energy of those who belong—it is 
the group composed of specific people, 
and it needs those people to be what it 
is. Some of the nineteenth century сот" 
munities solved this problem by elimin- 
ating the possibility of conflicting loyal- 
ties; they tended to break ties with the 
surrounding society and move to isolated 
locations that the average member rarely 
left. But today, even for rural com- 
munities this is rarely feasible, and for 
urban groups it is impossible. So an 
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important source of interpersonal fric- 
tion in communes is how involved and 
present a member is. Meetings in which 
tensions and hostilities are confronted 
often revolve around this kind of theme. 
There is a dilemma here for many 
present-day groups, for while there may 
be a group pressure for involvement, 
there is sometimes an accompanying re- 
luctance to make demands or to create 
norms that will regulate the individual’s 
involvement—even in such simple mat- 
ters as doing his share of domestic work, 
Yet the failure to make such norms 
explicit undermines the group-ness of 
many communes and helps lead to their 
dissolution. The members still feel the 
weight of group pressure, but there are 
no clear norms that pull the commune 
together as a group, 

The reluctance to make formal rules 
is pervasive in the commune movement; 
communities such as Synanon that do 
have a highly-developed normative struc- 
ture are viewed by many other com- 
munes as autocratic. There is a split 
among communes around the degree 
of organization they are willing to create. 
However, those that fail to organize 
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mutual trust and commitment to the 
Broup—often through the sense of shared 
purpose mentioned earlier—find that 
they can build organization, and that | 
this enhances rather than detracts from 
their functioning as a group. In fact, I 
have found among residents in the very 
anarchic hip communes a longing for 
more order and group-ness than they 
have. A resident of Morningstar made 
this remark about Tolstoy Farm: 

It's a groovy place, They don't let everybody 
in—just people who really believe in it, 
They've got some organization there, Every- 
body knows what he's supposed to be doing,14 


Tolstoy Farm, of course, is now almost 
ten years old, and has a developed struc- 
ture; there are other more mature com- | 
munes that have evolved toward building 
cohesiveness through becoming a well. 
defined group. Zablocki 2! documents the 
shift that many hippie communes have 
gone through over time, developing or- 
ganization out of anarchism. 

The group issues discussed here are 
not the only critical ones for communes; 
authority and decision-making are also 
important, But much of the identity and 
cohesion of communes does derive from 
confronting group issues. 


CONCLUSION 

What can be said about the viability 
of today's commune movement? First, 
many of today's groups are not looking 
for the same kind of permanent, stable 
community that utopians of the past 
Sought, so while it is true that many of 
today’s groups are temporary and sub- 
ject to much change and turnover of 
members, it is this kind of temporary 
System that some communes themselves 
seek. Their ideologies say that nothing 
Should be forever, that change is part 
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с. On the other hand, a number of 
ps do wish to create long-range 
P alternative communities, and to 
the lessons of the past apply. 
communes that develop common 
an integrating philosophy, a 
for leadership and decision- 
, criteria for membership and 
ince procedures, organize work and 
communally, affirm their bonds 
ritual, and work out interper- 


ding than those that do not. They 
П be building commitment and also 
ing their members by creating а 
family-like group. The failure 
of communes is high, but so is the 
failure rate of small businesses. And no 
"One is suggesting that small business 
— ds not a viable organizational form. As 
“commune movement grows, so do 

i number of groups that build for 
DL 4 h Ives what it takes to succeed as a 
E une, Part of the difference between 
Stable and unstable, anarchistic or or- 
| іпігей communes lies in their stage 


ot group development. A strong com- 
_ mune takes time and work to develop. 
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SELF-ESTEEM AND RACIAL PREFERENCE 
IN BLACK CHILDREN 


Susan Harris Ward, M.S., and John Braun, Ph.D. 


University of Bridgeport 


In the 1950s and early 1960s, studies of racial preference of children con- 
sistently showed black children choosing white models and rejecting dark 
models. The present study of black children growing up since 1963 indicates 
a reversal of this position. The authors interpret their findings as a reflection 
of a more accepting incorporation of racial identity and pride within the 


child’s self-concept. 


Т to seven-year-old black chil- 
dren have a well developed knowledge 
of the concept of racial differences be- 
tween white and colored, as this is indi- 
cated by the characteristic of skin color.® 
Blacks living in the South as well as the 
North,5 14 19 and integrated as well as 
Segregated children % 11, 19 consistently 
preferred the white color and rejected 
the dark color. However, it should be 
noted that the environment of today's 
black children is strikingly different from 
that of the children previously tested. 


Various social changes, as well as social 
and political movements, have evolved. 
Possibly such changes or movements 
might contribute to increased feelings of 
competence, and encourage blacks to 
identify or adopt their own group as à 
social comparison model. It has been 
stated that at the same time that the 
child is learning to understand his social 
environment, he is developing a concept 
of himself. The group to which he be- 
longs becomes a factor in his self-con- 
cept. “Self and group evaluation furnish 
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forceful motivation for a variety of spe- 
cific behavior.” *° 

Butts ? found that black children with 
impaired self-concepts, as measured by 
the California Test of Personality, per- 
ceived themselves less accurately in terms 
of skin color. Asher and Allen 1 reported 
that middle-class blacks show greater 
white preference than do lower-class 
blacks, and that black males are more 
outgroup oriented than are black fe- 
males. 

The present study investigated the in- 
terrelation of self-esteem and racial pref- 
erences in black children. Reasoning 
from the previous studies the following 
hypotheses were generated: 

1. Subjects with impaired self-con- 
cepts will be more outgroup oriented 
than those with unimpaired self-con- 
cepts. 

2. White preference will be greater 
among middle-class than among lower- 
class black children. 

3. There will be a significant differ- 
ence between boys and girls in their 
choice of the black or white puppet on 
each of the racial preference statements. 
Black males will show greater white pref- 
erence than will black females. 


METHOD 

Ss were 60 black girls and boys be- 
tween the ages of seven and eight. Thirty 
were from a middle-class interracial, sub- 
urban school (Media, Pa.) and the re- 
maining thirty were from а lower-class 
interracial inner-city school (Chester, 
Pa.). All Ss were judged to be of at least 
normal intelligence. 

Ss from the suburban school were se- 
lected from a second- and third-grade 
class list. Since the number of blacks 
enrolled in the school was very small, 
all of the black students in each of the 


645 


six second- and third-grade classes were 
included in the sample. However, in the 
inner-city school, every fifth child who 
was black was selected from the class 
list of second and third graders. 

The test instrument for self-esteem 
was the Piers-Harris 17 Children’s Self- 
Concept Test. This 80-item “yes-no” 
questionnaire was read aloud to the chil- 
dren by the black female E. The test 
device for assessing racial preference was 
an adaptation from the Clark and Clark 5 
dolls test. There were two pairs of pup- 
pets chosen to match as closely as possi- 
ble the sex and ages of the subjects. 
Within each pair, the puppets were iden- 
tical except for skin and hair color. The 
black puppet was of medium brown fa- 
cial color with black hair, and the white 
puppet had light skin and light hair. The 
puppets were placed in prone position 
before each child, who was asked to 
make fixed alternative responses to each 
of the following directions: 

1. Give me the puppet that you would 
like to play with. 

2. Give me the puppet that is a nice 
puppet. Н i 
3. Give me the puppet that is a nice 
color. 

4. Give me the puppet that looks bad. 

Since research has consistently found 
no effects of race of the E upon per- 
formance in this situation, 11, 18 this fac- 
tor was not varied in the present study. 
A black preference choice was defined 
as choosing the black puppet for the ra- 
cial preference statements “play with,” 
“nice puppet,” and “nice color,” but 
choosing the white puppet as the one that 
“looks bad.” 


RESULTS 
The Mann-Whitney U Test indicated 
a significant relationship between self- 
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esteem. and racial preference, The me- 
dian self-concept score for those subjects 
who made “at least three of the four 
black preference: choices was higher than 
that of those subjects who made less than 
three of the four black preference choices 
(63.06 vs. 55.5; p. < .01). Chi-square 
tests yielded no significant sex nor social 
class differences in racial preferences 
among black children, The majority of 
the black children preferred the black 
puppet. For example, 70% of the sub- 
jects chose the black puppet as the “nice 
puppet,” and 82% chose the black pup- 
pet as the one that is a “пісе color.” A 
majority of these subjects (79% ) chose 
the white-puppet as the one that “looks 
bad.” This finding of a preference by 
black children for black dolls confirms 
the recent results of Hraba and Grant 14 
and Fox and Barnes.’ It is interesting 
to note that the median self-concept 
scores for the surburban (middle class) 
and the inner-city (lower class) children 
were at the 77th and 66th percentiles. 


DISCUSSION 


This study demonstrated a relation- 
ship between self-esteem and racial pref- 
erence. The Mann-Whitney U Test in- 
dicated that those subjects who made 
more black color preferences had higher 
` Self-concept scores than those who made 
fewer black color preferences. It is pos- 
sible that this relationship between self- 
esteem and racial preference may signify 
a new spirit of dignity in the lives of 
Afro-American children, This Suggested 
that “Black is beautiful” and that black 
children have come Чо appreciate their 
uniqueness, beauty, and special value. 
Blacks who evidenced this feeling for 
their own group are experiencing, at 
some level of awareness, self-love.: Per- 
Sonal pride is essentially the expression 
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of group pride.* 12,15 Also, Chein 4 has 
Stated that adequate self-perception and 
feelings of personal continuity are the 
major psychological functions of group 
identity for the person. 

The results did not support the hy- 
pothesis that white preference will be 
greater among middle-class black chil- * 
dren and black preference will be greater 
among lower-class black children, Per- 
haps the lack of a significant difference 
between middle- and lower-class black 
children suggests that middle-class black 
children are currently as ethnocentric as 
are lower-class black children. A second 
possibility may be that, regardless of so- 
cio-economic status, black children who 
attend schools with a heterogeneous so- 
cial class and racial population, compete 
more and develop more self-esteem.” 
Hraba and Grant ™ found that black 
children in an interracial setting are not 
necessarily white oriented. 

Contrary to the views of Asher and 
Allen,’ and of Ausubel,? this study did 
not find a signficant sex difference. This 
lack of a significant difference between 
black males and females implied that 
black males are currently as racially 
aware as are black females. A second 
possibility may be that a black male 
maintains his self-respect as a unique 
and worthwhile human being apart from 
the position of inferior being that the 
racists insist he assume. 

The results of the present study sug- 
gest questions for future research. First, 
there is a need to determine what effect 
an interracial vs, a uniracial situation has 
in shaping the black personality develop- 
ment. Does an interracial or a uniracial 
situation enhance or impede а black 
child's self-esteem? Second, there is à 
need to examine the effect on self of 
black peoples’ participation in social and 
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political movements. Exactly what effect 
has the black awareness movement or 
the new “Freedom” schools had on the 
self-esteem of young black children. 
Pouissant and Comer 18 have stated that 
drilling “Black is beautiful” in a rote 
memory fashion may have a reverse ef- 
fect. It may give rise to the same doubts, 
self-hatred, and guilt a child experiences 
when his mother constantly insists that 


Fhe be proud of being black. Are children 
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who come from Freedom schools or 
other schools that use these slogans 
(“Tm an Afro-American” and “Black is 
beautiful”) more likely to choose a black 
puppet? Finally, what is the relationship 
between racial preference and behavior. 
Are black children who express black 
preference more militant, more likely to 
succeed in school? Hraba and Grant ** 
found that racial preference does not 
correspond with interpersonal behavior. 
Although black children may prefer a 
doll or puppet of their own race when 
race is the only cue, other criteria may 
be more important in establishing inter- 
personal relationships or in executing 
certain kinds of behavior. Nevertheless, 
the factor of racial preference, which can 
be conceptualized as an attitude and be- 
havior, is worthy of scrutiny. 
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ADOLESCENTS’ VIEWS OF WOMEN’S WORK ROLE 


Doris R. Entwisle and Ellen Greenberger 


Department of Social Relations and Center for Social Organization of Schools 
The Johns Hopkins University, Baltimore 


Views of women’s work role held by ninth-grade boys and girls in Maryland 
are reported. Boys are consistently more conservative than girls. Although, 
in general, those of higher IQ hold liberal views, middle-class boys of high 
10 are the least liberal. Blacks are less opposed than whites to women working 
outside the home, but are just as conservative as other groups about women 
holding men's jobs. Greatest differences between girls’ and boys’ views are 


found among middle-class whites. 


R! theorists haye shown much con- 
cern with role models and with the 
processes by which roles are internal- 
ized, whether by imitation, by identifica- 
tion, or both. There has been much less 
concern with the substance of roles— 
what specific behaviors, attitudes or 
value systems are acquired, or with the 
effect of the “audience” upon role ac- 
quisition. In the learning of a feminine 
role, for example, role theorists would 
emphasize the proximity of suitable fe- 
male figures (the mother, other female 
relatives, the teacher) in the child’s life 
space and the psychological dynamics 


involved in the child’s imitation of, of 
identification with, such figures. Another 
crucial factor, however, in shaping girls’ 
attitudes about woman’s role is prob- 
ably the “audience,” their school class- 
mates including the set of young boys 
they view as potential mates. There has 
been some emphasis lately on the learn- 
ing of “what not to do” in the latter 
stages of sex role development. Girls, 
according to this view, tend to learn пої 
to engage in sexually aggressive behavior 
rather than learning what specific female 
behaviors they should display. For this 
kind of negatively-based learning the 
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presence and actions of a suitable male 
audience are equivalent to a set of nega- 
tive role models who can invoke power- 
ful sanctions in a way that is probably 
quite different from that of positive role 
models (mothers, teacher, etc.). 

The main focus of this paper is upon 
the acquisition of a few specific attitudes 
or beliefs; whether women should work, 
what kinds of jobs women should hold, 


649 


and whether women are intellectually 
curious. In particular, we are interested 
in what opinions young adolescest girls 
and boys hold in these specific areas on 
woman’s role, how their opinions vary 
as a function of social class or residen- 
tial locus, and in what ways there is con- 
gruence or incongruence between the 
opinions of girls and boys of the same 
age on these topics. 


METHOD 


PROCEDURE 

As part of a large survey of Maryland 
ninth-grade students in the spring of 
1968, three questions on woman’s role 
were included. These questions, part of 
a large battery of tests, appeared to- 
gether in the form below: 


Check one and only one answer to the state- 
ments below. Also tell how strongly you feel 
about the answer you check. 


1. What do you think women should be like? 


Women should do many things in- 
cluding being leaders in politics, the 
professions and business (the same 
work as men). 

Women should center their lives in the 
home and family and their jobs should 
be in such fields as teaching, nursing 
and secretarial service (different work 
from men). 

Check how strongly you feel about your 
answer. i 
(very 

weak) 


—— (strong) 


1 2 3 4 


2. How do you think women see the world? 


Women are interested in things but 
not usually to the point of following 
them up seriously. Working on prob- 
lems isn't what they get satisfaction 
from. 


about many 


Women are curious 


things, try to learn more about these 
things, and get a lot of satisfaction 
from working on these problems. 


Check how strongly you feel about your 
answer. 


(very 
weak) 


3, What do you think women should do? 

]t is not a good idea for women to 
work. They should devote themselves 
to their home and family. 

. — —]t is a good idea for women to work. 


They don't have to devote themselves 
only to their homes and family. 


(strong) 


Check how strongly you feel about your 
answer. 
(very 


weak) —— —— 
1 2 


NETUS (strong) 
3 4 
Each question can be scored from 

one (least favorable or least liberal) to 
nine (most favorable or most liberal). 
For example, if a respondent chooses 
the first alternative in Question 1, the 
liberal alternative, he automatically re- 
ceives five points plus the number he 
checks on the intensity scale. If he 
chooses the second alternative in Ques- 
tion 1, he automatically receives five less 
the number of checks on the intensity 
scale. 
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Table | ' 


CHARACTERISTICS OF THE SAMPLES OF RESPONDENTS к 
AVERAGE YEARS 
OF SCHOOLING 2 
NUMBER OF COMPLETED АУЕ 
GROUP МАМЕ ВОҮ5 GIRLS BY ADULTS а INC 
Inner City Black 58 69 8.2 
Inner City White 16 16 7.0 D 
Blue Collar Black 48 52 10.3 
Blue Collar White 49 60 8.7 
Rural White 49 58 9.2 
Middle Class White 50 50 12.6 9, 


% Data are approximate, obtained by averaging census tract figures (1960) for neighborhoods ch 


serve. 


nemen a ee m- 


SUBJECTS 

Altogether, 270 boys and 305 girls 
answered the women's role questions. 
Respondents were selected by locating 
Schools whose students typify certain so- 
cial class or racial strata of the U.S. 
Population. For example, the blue collar 
white school was located in a typically 
blue collar white neighborhood in the 
suburbs of Baltimore near the Cheasa- 
peake Bay where much heavy shipbuild- 
ing and steel manufacturing industry is 
located, Homes in this area are “row 
houses,” sometimes owned by the occu- 
pants, which in 1960 sold in the range 
from $8000 to $12,000 new. Educa- 
tional and economic data characterizing 
families of Tespondents (TABLE 1) is 
taken from 1960 Census tract statistics 


RESULTS 


TABLE 2 gives the average score for 
each question for each subgroup. Sey- 
eral variance analyses were carried out 
to clarify trends seen there, and the main 
findings of these analyses will be dis- 
cussed in turn. They are too lengthy to 
Present in their entirety, but involve re- 
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for the neighborhoods served by the ; 
schools. To facilitate discussion, Û 
Broups of students have been given t 
labels shown at the left in TABLE 1. 

Within schools, subjects were seleci 
to fulfill certain aptitude or achieven 
criteria according to test scores pro cur 
earlier Бу the school system. These “It 
Strata are labelled and defined іп Tı 
2. The strata present for a school int 
cate the IQ composition of the scho 
In schools where no “low IQ" st atul 
is listed, there were not enough studen 
fulfilling the “low IQ” requirement 1 
form a stratum, Similarly, in scho 0 
where no “high IQ” stratum is 4 
Шеге were not enough students of th 
type to form a stratum. 


peated measures analyses (three qu 
tions) of the fixed-effect factors of se 
School (residential locus, social cl 

race), and IQ level. Four main de: 

are possible: 1) six schools for avera 
IO groups; 2) three white schools wi 
average IQ and high IQ strata; 3) oY 
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Table 2 
MEAN SCORES BY SUBGROUPS FOR WOMEN'S ROLE QUESTIONS а 
کے‎ 
BOYS GIRLS TOTAL 
TYPE 19 QUES QUES QUES QUES QUES QUES ; 
SCHOOL RACE LEVEL п | 2 3 n | 2 з BOYS GIRLS 
LolQ 30 147 653 443 30 233 683 600 1243 1516 
hee Black MedIQ 28 243 6.00 425 39 374 7.03 5.97 1248 1574 
White MedIQ 16 1.69 5.94 3.94 16 294 5% 637 1157 1625 
sua 1090 2 186 эю 382 22 241 714 673 1040 1628 
Blue MediQ 26 254 562 458 30 250 7.03 540 1274 1493 
Collar 
мын MedlQ 30 210 537 250 30 230 740 280 997 1250 
ниф” 19 305 532 284 30 483 740 617 1121 180 
. MedIQ 29 145 524 217 28 214 636 429 886 1279 
Rural White Hijo 20 240 520 490 30 397 777 6.10 1250 1744 
Middl |), MediQ 20 245 585 370 20 405 645 415 11200 1445 
Class He ниф” 30 223 490 373 30 4.17 663 690 1036 1770 
DIPL 


a "Average IQ" 


students have IQs (mostly CTMM) in the range 95 to 114 or SCAT scores between 


39th and 60th percentile on national norms. "Low IQ" students have IQs in the range 70-85. "High 19" 


students have IQs in the range 128-up or 


SCAT scores above the 92nd percentile on national norms. 


schools with race (black, white) and so- 
cial class (inner city, blue collar) in a 
2x2 design for average IQ students; and 
4) two black schools where social class 
(inner city, blue collar) and IQ level 
(medium and low) form a 2x2 design. 
Findings of least-squares analyses (un- 
equal cell sizes) were in all cases con- 
firmed when randomly selected subsets 
of subjects were formed to yield cells 
with proportional numbers. 


SEX 

There are consistent large sex differ- 
ences, Of 33 comparisons possible be- 
tween sexes for matched subgroups of 
boys and girls in TABLE 2, in only one 
Instance are boys more “liberal” than 
girls. In all four variance analyses ex- 
amining factorial designs that can be 


formed from subsets of the data, sex is 
uniformly significant beyond the .01 
level. 

With two exceptions, the variance 
analyses yield no significant interaction 
effects involving sex. The first exception 
appears in an analysis of data for white 
students of average or high IO, from 
schools of blue collar, rural, and middle 
class neighborhoods. The interaction is 
complex and can be seen in detail in 
FIGURE 1. Generally, higher ТО students 
of both sexes are more liberal than me- 
dium ТО students (an exception is mid- 
dle-class white boys), but the IO dif- 
ferential is more pronounced for girls. 
Perhaps the most important component 
of this interaction is the difference be- 
tween high IQ middle-class boys and 
girls on Question 3 (whether women 
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Figure | y 


INTERACTIONS BETWEEN QUESTION, RESIDENTIAL LOCUS, IQ, AND SEX FOR 
WHITE NINTH-GRADERS OF MEDIUM OR HIGH IQ (DATA FROM TABLE 2) 


AVERAGE BLUE-COLLAR RURAL MIDDLE-CLASS 
SCORE GIRLS GIRLS GIRLS 


8.50 


ї 


7.50 


6.50 


1.50 


AVERAGE BLUE-COLLAR RURAL 
SCORE BOYS BOYS 


MIDDLE-CLASS _ 
BOYS 


7.50 


6.50 


Broken lines indicate Medium IQ; solid lines indicate High IQ. Diagram reflects responses to all 
questions relating to women's work roles; see page 649. 


should work). This particular difference The second exception, involving 805 
is large (almost five scale points) and сілі class, will be discussed in the n 
highly significant (p.001). section. я 
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SOCIAL CLASS 
OR RESIDENTIAL LOCUS 


For average IO students over six 
schools, school and the question-x-school 
interaction are significant. "School" in- 
cludes race (black-white), social class 
(middle class, blue collar, inner city), 
and rural-urban differences. The totals 
for inner city and blue collar youngsters 
of average IQ in TABLE 2, display the 
question-x-school interaction—inner city 
totals range from 11.57 to 16.74, while 
blue collar totals are considerably lower, 
ranging from 9.97 to 14,93. Blue collar 
respondents are more conservative. 
Again it is Question 3 (whether women 
should work) that produces differences 
—blue collar girls are more conserva- 
tive (p<.05) on this issue than inner 
city girls, about two scale points. On the 
first question (what kinds of jobs women 
should hold), inner city boys are more 
conservative than blue collar boys, 
whereas for girls this effect reverses, the 
blue collar girls being more conserva- 
tive, 

Rather surprisingly, as the school ef- 
fect is analyzed further in a comparison 
of white rural, blue collar, and middle 
class groups, school differences are min- 
imal, except for the four-way interaction 
involving school, ТО, sex, and question 
discussed under “sex” above. The dif- 
ferences between rural and other groups 
are well within chance expectation. It 
is also worth noting that blue collar 
black males and middle-class white 
males, matched on IQ, look very similar. 


RACE 

Only one comparison allows race to 
be included as a factor along with social 
class while IQ is held constant. This 
comparison of inner city and blue collar 


blacks and whites shows social class to 
be significant beyond the 5% level, as 
already mentioned, but the race factor 
does not attain significance. None of the 
interactions with race is significant. No 
effect of race per se seems to be present 
in the answers to the questions of this 
survey. 


1Q 


As mentioned earlier, certain IQ lev- 
els could not be obtained in some 
schools. For black students sampled only 
at medium and low levels of 10, IQ is 
not a significant source of variance. 
Stratifying on medium and high levels 
of IQ reveals large differences associated 
with ТО for white students. IQ interacts 
with question, sex, and school, as dis- 
cussed earlier, It also interacts with 
question, with sex, and is highly signifi- 
cant (p<.01) as a main effect. Although 
generally a liberalizing factor, 1Q is as- 
sociated with greater differences for 
girls than for boys. High-IO white girls 
generally are positively disposed toward 
women working, whereas medium-IQ 
white girls are not, and all white boys, 
whether of medium or high 1Q, feel 
women should not work, All white girls 
are below five on the topic of women 
holding men’s jobs, but boys are even 
more negatively disposed on this issue. 

Although there are no significant cor- 
relations between white boys’ answers 
to the three questions on women’s work 
role and boys’ grades, there are а num- 
ber of significant correlations between 
white girls’ grade and their answers to 
these questions, In particular, when 
girls’ grades in four major subjects 
(mathematics, English, social studies, 
and science) are correlated with answers 
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to each of the three questions, eight of 
twelve possible correlations (four cor- 
relations in three schools) are positive 
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and significant beyond the .01 level. No 
correlations with grades appear for black 
girls. 


DISCUSSION 


There is a marked difference in opin- 
ion between boys and girls about wom- 
en’s role, with boys consistently holding 
more conservative opinions. Some gen- 
eral trends emerge if subgroup differ- 
ences are temporarily ignored. Both 
sexes are decidedly on the negative side 
for Question 1 (women holding men’s 
jobs), with boys about one scale point 
lower than girls. Both sexes are on the 
positive side for Question 2 (how women 
see the world) with boys slightly posi- 
tive and girls about 1.5 points higher. 
On the third question (whether women 
should work) most of the girls are 
mildly positive, boys are consistently 
negative, and almost two points separate 
them, 

As a group, black boys appear more 
liberal in their atitudes toward women 
than whites, but this stems from a social- 
class-related willingness for women to 
work that is shared by inner city whites. 
Social class, not race, was associated 
with willingness for women to work and 
probably reflects the need in high pov- 
erty areas for women to work in order 
to achieve subsistence. 

Surprisingly, the relatively most liberal 
views on women holding men's jobs are 
expressed by high-IQ blue collar white 
student of both sexes, but the boys' 
score (3.05) indicates opposition none- 
theless. Middle-class white boys are even 
more conservative on this issue, and 
about two points lower than middle- 
class girls. For those girls most able to 
be upwardly mobile occupationally 
(high-IQ white), then, there is potential 


negative peer-group pressure by males, 
because boys are much more traditional 
in views they express about women’s 
working and what jobs women should 
hold, As this question was expressed, 
the jobs are leaders in politics, the pro- 
fessions, and business,” the presumed 
vocational targets of the high-IQ white 
middle-class males. That blue collar 
boys of high IO express a slightly more 
liberal view than middle-class boys to- 
ward women holding “men’s” jobs (3.05 
vs. 2.23) has already been noted, but 
perhaps this is because the jobs listed 
are somewhat unrealistic in terms of the 
vocational aspirations of blue collar stu- 
dents. Thus to imagine a woman holding 
such a job may not be personally threat- 
ening, nor even be conceived by blue 
collar boys in terms of their own girl 
classmates holding such jobs. 

The differences in sex-role orientation 
by social class so frequently cited, blue 
collar being more conservative than 
middle class, are seen in the present 
data more for girls than for boys. Girls 
from the various residential groups are 
very different—blue collar girls have 
views close to the views of their male 
classmates. The middle-class girls, ОП 
the other hand, hold the most favor- 
able views toward women working 
any group of girls, and this view is mark- 
edly discrepant (3.67 points) from that 
of their male classmates. 

The favorable attitudes of blacks t0- 
wards women holding jobs may be ? 
direct consequence of their being social- 
ized in families with female heads, or 1 
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` families where two wage earners аге re- 


4 


quired to achieve subsistence. Work ех- 
pectations for blacks are not coupled 
with a desire to see women in positions 
of leadership, even though blacks gen- 
erally are a little more favorable toward 
this idea than whites. 

‘Adolescent girls’ sex role behaviors 
probably conflict with goals of high 
school achievement in two major re- 
spects: a) role behaviors for girls do not 
emphasize, and in some cases devalue 
school achievement (the “blue stocking” 
image); b) to compete for grades a girl 
must express aggressive tendencies—a 
masculine image—and express these 
tendencies against her male classmates. 
Since a very effective way for boys to 
reduce competition and thereby to in- 
crease their own likelihood of obtaining 
good grades is to invoke sanctions 
against girls who achieve, and since these 
sanctions at adolescence can be phrased 
in terms of other, more central, female 
achievement values (physical attractive- 
ness, dating, and so on), the academi- 
cally achieving girl is working against 
Strong odds, There is evidence in the 
data reported here of potential pressure 
against middle-class girls’ academic 
achievement in the strong conservative 
Views of their male classmates. 

The development of young people in 
terms of occupational roles is one of the 
least studied aspects of the entire 50- 
Cialization process. Borow? suggests 
that this is because occupational phe- 
nomena have been examined mostly 
When they are explicit and within the 
formal setting of work itself—the overt 
Choice of an occupation or overt per- 
formance on a job by adults. Social 
Patterns now formally exclude youth 
from early labor force participation. 
Younger persons are not studied, then, 


because it is impossible to study them 
in the institutional context of work. The 
lack of research, however, does mot 
mean that occupational developments 
are not occurring or that they are unim- 
portant. 

The present data suggest that the oc- 
cupational aspirations of females may 
be subject to considerable shaping by 
peer-group pressure, One wonders what 
the longitudinal course of these pressures 
may be. At what age are they first ap- 
parent? At later ages are the differences 
of opinion between the sexes smaller or 
larger? Some evidence? suggests that 
differences continue to increase as age 
increases. 

Some of the issues raised here are im- 
portant for education. In many respects, 
the educational system through college 
pretends to prepare males and females 
for the same occupational roles, but 
these roles are not scripted in the society 
at large, Davis,? after а review of what 
little is written on this topic, suggests 
that women's role in America is “prop- 
erly” that of domesticity and child rear- 
ing, with the implication that careers for 
women are both difficult and ill-advised. 
Many persons have noted that women 
seldom achieve eminence, even in tradi- 
tionally feminine fields. This failure has 
its most appealing explanation in terms 
of role congruence, for modern Ameri- 
can society seems to be intolerant of the 
intellectually aspiring or intellectually 
achieving woman, and devalues the role 
of women generally. Role incompatibil- 
ity as an explanation for women's lack 
of eminence is suggested by such find- 
ings as Milton's.* He notes that а sex 
difference іп problem-solving, often 
viewed as the sphere of men exclusively, 
is abolished when problems are €x- 
pressed in terms that are role-compati- 
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ble. Specifically, girls’ performance is 
better on problems that involve objects 
or activities traditionally considered to 
fall in the female domain than on prob- 
lems that require exactly the same rea- 
soning processes but mention more 
“male” objects. 

Many have noted that the educational 
system is not functionally attuned to the 
needs of society in terms of preparing 
women for work roles (see, e.g., Komar- 
ovsky 3). The issues are far too numer- 
ous and complex even to raise in a 
small paper of this kind, but the data 
suggest that present socialization prac- 
tices are leading to large differences in 
males’ and females’ conceptions of fe- 
male work roles. Furthermore the sex 
discrepancies in work expectations are 
greatest in the very groups that may 
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produce females with high occupational 
aspirations and the ability to implement 
these aspirations. 
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MOVEMENT RESPONSES 
IN SIMPLE CONCEPT LEARNING 


Marcia Guttentag and Sylvia Ross 


In two experiments, 


a teaching methodology that maximized subjects re- 


sponses in the learning of simple verbal concepts was contrasted with a tradi- 
tional method of concept teaching and control condition. In the first experi- 


ment, lower-class black pre-school children showed superior concept learning 


in the movement treatment, and greater attentiveness and verbal memory for 
new material. In the second experiment, the generality of the previous finding 


was tested with a heterogeneous group 


of children in the primary grades. De- 


spite ceiling effects, the movement treatment was superior at each grade level. 


Inv studies of the use of movement 
responses in the learning of simple 
verbal concepts by young children are 
presented in this paper. These studies 
experimentally link children's motor re- 
sponses to simple verbal concepts. 

The rise in pre-school intervention 
programs has revealed the need for new 
techniques to teach simple verbal con- 
cepts to young children. With some 
exceptions,? techniques derived from 
modern learning theories have been un- 
der-utilized in instructional techniques 
used with young children.” ** There is, 
for example, no research in which the 


„——— 


verbal learning paradigm has been used 
to investigate mediational processes in 
pre-kindergarten children.” 

А basic assumption in the techniques 
of teaching that are derived from learn- 
ing theories is that new stimuli (or re- 
sponses) can become associated with 
any stable and well differentiated re- 
sponse class. As long as a child is са- 
pable of producing it, any new response 
can be taught through its association 
with an existing response class. 

Some ious research has indicated 
that distinctive differences іп the behav- 
joral and cognitive characteristics of 
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sponses, The treatments differed in their 
emphasis, Nevertheless, the effect of the 
lack of purity of each treatment, would 
be to minimize the difference between 
treatments. It would stack the cards 
against the possibility of a significant 
difference between treatments. 

The same experimenter conducted 
both treatments and the control condi- 
tions. She was an adult, white female 
who was an experienced nursery school 
teacher and teacher of Dalcroze for pre- 
school children. 


MEASURES 

Following the treatment, all subjects 
were rated by their teachers on their use 
and understanding of verbal concepts. 
Each child was tested individually for 
use, recall, and recognition of each con- 
cept (in descending order). For exam- 
ple, the child was asked, “What does 
heavy mean?" and, “What does light 
mean?" If the child did not give an ade- 
quate definition, he was asked, "Is a 
feather heavy or light?" and, “Is a truck 
heavy or light?" In the last question the 
child was required only to recognize the 
word when it was used correctly. Each 
subject also received the Boehm Test of 
Comparative Concepts. This test re- 
quires the child to understand verbal 
concepts, without using the words him- 
self. The child chose between pictures, 
in response to the experimenter's ques- 
tions. Subjects also received the Three 
Commissions Test from the Stanford- 
Binet, to test for attentiveness to verbal 
directions, and for verbal memory. 


RESULTS AND DISCUSSION 

Effects of schools, session, and sex 
were not significant. The results for the 
treatments on each test measure are 
given in TABLE 1. For the Concept Test, 
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treatments were significant (F=4.37, 
p«.05). Both Movement and Tradi- 
tional Groups scored higher than did the 
Control group (see TABLE 1). The 
Movement treatment group received the 
highest scores on the Concept Test. The 
same differences also characterized per- 
formance on the Boehm Test where 
treatments were significant (F—4.07, 
p<.05). On this test, too, both treat- 
ment groups outperformed the Control 
group, and the Movement group re- 
ceived the highest scores (see TABLE 1): 

On the two Stanford-Binet tests, the 
Three Commissions and the Memory for 
Stories, there were no significant differ- 
ences between treatments. The superior- 
ity of teaching techniques that utilized 
movement to teach simple verbal con- , 
cepts to a population of deprived black 
pre-school children was indicated by 
these results. 

There are several bases on which such 
results might be explained, In order to 
move correctly, a child must attend 
carefully to verbal instructions. Further, 
bodily movement requires a much 
greater amount of total activity than do 
the types of responses usually elicited in 
simple verbal learning. There are also 
strong kinesthetic components that pro- 
vide both greater amounts of self- 
reinforcement, as well as immediate 
feedback. These multiple sources of ad- | 
vantage that characterize the movement 
тевропвев all lend support to the behav- 
ioristic learning emphasis on the inher- 
ent advantage in the association of any 
new class of stimuli with a previously 
well established and differentiated class 
of responses. 


EXPERIMENT П 
The effectiveness of the use of 2077 
ment responses in ће teaching of simp’? 
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Table ! 


MEANS, STANDARD DEVIATIONS, AND F RATIOS AND +'$ FOR TREATMENTS ON TEST MEASURES: 
CONCEPT TEST, BOEHM TEST, THREE COMMISSIONS AND MEMORY FOR STORIES 
(STANFORD-BINET) 


MEAN 
TEST NUMBER OF 
MEASURE CORRECT 
N=38 RESPONSES 
CONCEPT TEST 
Movement 35.7 
Traditional 25.1 
Control 212 
ВОЕНМ ТЕ5Т 
Movement 38.6 
Traditional 30.0 
Control 24.1 
3 COMMISSIONS 

STANFORD-BINET 
Movement 15+ 
Traditional 13+ 
Control 134- 
MEMORY FOR STORIES 
STANFORD-BINET 

Movement 3 


verbal concepts to pre-school children 
raised a number of further questions 
about this technique. To what extent 
was the superiority of movement тё- 
sponses in simple verbal concept learn- 
ing related to a critical developmental 
period in the subjects of Experiment p 
Would the usefulness of movement- 
related techniques be limited 10 this 
four-year-old group, whose members 
spend so large a proportion of time in 
movement? Could movement responses 


5.0. F + df 
54 a 5.24 ы 
(M&T) 
10.7 4.37 6.21 BB 
(M&C) 
12.9 1.43 74 
(T&C) 
98 . 3.72 74 
(M&T) 
10.3 4.07 6.20 74 
(M&C) 
10.5 247 74 
(T&C) 
xi 
a 8.20 74 
(M&T) 
8.51 74 
(M&C) 
1.2 
9 w= 
8 75 
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be used in verbal concept learning at 
older ages? 

The population used in Experiment I 
was also restricted in race and social 
class—to black, largely lower-class chil- 
dren. Would the movement technique be 
effective with children of other racial 
and social class backgrounds? Or would 
the more traditionally used methods for 
concept teaching be superior with other 


populations? 
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In Experiment II, the generalizability 
of the movement technique was exam- 
ined. A population heterogeneous in race 
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: 
and social class background, consisting 
of children in all the primary grades, 
was used as subjects in the experiment, 


METHOD 


SUBJECTS 

The subjects were 148 children from 
kindergarten through fourth grade in a 
New York City elementary school. 
There were 82 girls and 66 boys in the 
sample. The school is in a lower- to 
lower-middle-class, ethnically mixed 
area, Subjects included lower-class black 
children, Puerto Rican children, and 
white children of Italian and Slavic 
background, There were some Oriental 
children, and a few children of South 
American background. All classes were 
grouped to be heterogeneous in ability. 
Classes were randomly chosen for the 
experiment, and subjects randomly as- 
signed to the treatment and control 
groups. 

Since strict random procedures were 
followed in the assignment of subjects 
to treatments, initial differences between 
the children in different treatments could 
not be greater than chance, Thus, differ- 
ences between treatment groups at the 
end of the experiment should be attrib- 
uted to differences between the treat- 
ments, since initial differences between 
the children had been thoroughly ran- 
domized. 


PROCEDURE 


The same treatment groups were used 
in this experiment as in Experiment I, 
although, in this case, children from 
kindergarten through fourth grade were 
the subjects, The movement treatment 
group and the traditional treatment 
group received treatments similar to 
those in Experiment I, upgraded to some 
extent for older children. The Control 


group spent a similar amount of time 
with the experimenters, but no concepts | 
were taught during this time. 

The design and procedure were simi- 
lar to those in Experiment I, except that 
there were several experimenters in this 
study. These experimenters were all fe- 
male. Half were white, half were black, 
All were undergraduates in their senior 
year of elementary education training, 
During the movement treatment, chil- 
dren were instructed to use a maximum 
number of different large and small body 
movements. In the traditional treatment 
groups, visual, auditory and tactual ma- 
terials were used. The labeling of рег- 
ceptual cues was stressed. Subjects 
received training in three 30-minute in- 
tervals per week, for three weeks. Fol- 
lowing the treatment, the Boehm Test 
of Comparative Concepts was adminis- 
tered individually to each subject. 


RESULTS 


The means and standard deviations 
by Grade Level are shown in TABLE 2. 


Table 2 


MEANS AND STANDARD DEVIATIONS OF 
BOEHM SCORES BY GRADE LEVEL 


MEAN 

(MAXIMUM SD. 
GRADE N  SCORE-7) (№!) 
K 22 48.81 11.06 

І 37 54.24 11.04 

2 30 60.93 12,84 

3 38 66.05 8.92 

4 21 70.28 451 


Note: t-test comparisons between all grade levels 
are significant at the .001 level. 
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Table 3 
MEANS AND STANDARD DEVIATIONS OF BOEHM SCORES BY TREATMENTS WITHIN GRADES K-4 
TREATMENT 
E W MOVEMENT TRADITIONAL CONTROL 
7 7 8 
Mean 60.57 4714 40.00 
S.D. 6.85 542 8.50 
! N 13 13 n 
Mean 61.23 56.15 472 
S.D. 5.90 11.90 6.10 
2 N 10 12 8 
Mean 65.40 61.83 54.00 
5.0. 16.86 734 12.46 
3 N 12 13 13 
Mean 71.00 66.30 6123 
5.0. 5.08 7.13 11.00 
4 N 6 7 8 
Mean 72.83 70.14 66.50 
5.0. 231 3.84 5.70 
ACROSS N 48 ^ 
GRADES Mean 65.89 60.67 53.68 
S.D. 9.95 10.63 13.59 


Sex was not significant at any grade 
level. In this TABLE, experimental and 
control groups are combined at each 
grade level, There is a ceiling effect at 
fourth grade, and to some extent at 
third, Experimental intervention effects 
would therefore be apparent largely 
from kindergarten through second grade. 
The t tests for Boehm scores between 
grades are given in TABLE 3. 

The subjects had not been purposely 
elected for the importance of movement 
responses in their naturally emitted be- 
haviors, Yet, in the second experiment, 
the movement treatment was superior 10 
the traditional treatment at every lower 
primary grade, Apparently, Wl 
movement was a high frequency Te- 
sponse for the subjects before the ех- 
periment was unimportant, for move- 
ment responses enhanced simple concept 
learning in children, regardless of аре. 


It was not necessary to identify and iso- 
late a special group of children with 
large movement repertoires, as had been 
done in the first study, 

The second study showed that move- 
ment, per se, enhanced simple verbal 
concept learning. 

How can the particular efficacy of 
movement techniques in the learning of 
verbal concepts be explained? A simple 
reinforcement explanation seems reason- 
able. In the first experiment, where sub- 
jects had been chosen on the basis of 
their movement repertoires,’ self-rein- 
forcement could have played a role. 
Following Premack's principle, these 
high frequency responses served as re- 
wards for the new, low frequency re- 
sponse of a symbolic verbal concept. 
The self reinforcing properties of high 
frequency movement responses would 
also account for the generalization to 
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verbal materials not originally taught in 
the experiment. 

To apply this explanation to the grade 
school children of Experiment II, who 
were not selected on the basis of their 
movement repertoire, requires the as- 
sumption that, even when movement is 
a lower frequency response, it never- 
theless has greater self-reinforcing prop- 
erties than other forms of response. 
When a child must respond with a 
movement, a greater amount of self- 
initiated activity is required than is 
needed for the more passive responses 
of looking at pictures, or repeating 
sounds. This difference on the active- 
passive dimension. must partially ac- 
count for the superiority of the move- 
ment treatment. Further, the child must 
also attend closely to instructions in or- 
der to produce accurate movement re- 
sponses. This attentional aspect of the 
movement treatment should also en- 
hance generalization to other verbal ma- 
terial. Self-reinforcement and attentive- 
hess are intrinsic to movement responses. 

Nearly all theories of cognitive devel- 
opment and of learning stress the impor- 
tant role of active responses in the 
learner. Piaget," for example, empha- 
Sizes that active processes are an impor- 
tant aspect of operative intelligence at 
each stage in cognitive development. 

In view of what appears to be a num- 
ber of inherent advantages in movement 
responses as techniques for verbal con- 
cept learning in young children, surpris- 
ingly few studies of its use have been 
conducted. Beilin, Kagan, and Rabino- 
Witz! studying water level representa- 
tion, used a forced motor response as 
part of one of the perceptual training 
conditions. This was contrasted (among 
other training procedures) with a per- 
ceptual training procedure that did not 
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use a forced motor response and choice 
of a pictorial representation of the task, 
In this study, it was found that the two 
perceptual treatments were significantly 
superior to a series of verbal training 
programs. The perceptual treatment, 
which included the additional movement 
response, showed the highest mean post- 
test score and the largest mean transfer. 
Differences between the perceptual 
treatments were small but favored the 
treatment that had the additional motor 
response. Smilansky,?? in Israel, has de- 
veloped a form of socio-dramatic play 
the purpose of which is to facilitate the 
cognitive development of disadvantaged 
children. This play utilizes considerable 
amount of both large and small body 
movement, Smilansky reports significant 
gains in concept learning with the tech- 
nique. The results of these two studies 
lend further support to the efficacy of 
movement techniques in the teaching of 
Simple verbal concepts. 

What accounts for the relative neglect 
of movement techniques in programs de- 
signed for simple verbal concept learn- 
ing? In practice, there appear to be some 
implicit biases that movement responses 
may be too primitive 14 and too low in 
the developmental hierarchy to be useful 
in concept learning. Hierarchical devel- 
opmental models of cognition need not 
be interpreted as implying that a partic- 
ular class of responses must necessarily 
precede the next higher stage of cogni- 
tive development, e.g., enactive to iconic 
to symbolic. However, such theories of 
developmental stages in cognitive growth 
need to be better refined so that they 
can serve as a clear guide in the develop- 
ment of appropriate teaching method- 
ology. The more egalitarian learning 
process paradigm (in which апу Te- 
sponse, if frequent and active enough, is 
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as good as any other) for new learning 4. BRUNER, J. 1964. The course of cognitive 
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fiers а fresh ME looking at the de S.cAzDEN, С. 1968. Some implications of 


velopment of teaching methodologies. research on language development for 
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There are some clear limitations in children—with special attention to the 
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PREPARATION FOR TREATMENT 
OF THE DISADVANTAGED PATIENT: 
Effects on Disposition and Outcome 


Daniel Jacobs, M.D., Edward Charles, M.A., Theodore Jacobs, M.D., 
Henry Weinstein, M.D., and David Mann, Ph.D. 


Department of Psychiatry, Albert Einstein College of Medicine, Bronx, N.Y. 


Effects of a brief orientation of lower-class patients to the initial psychiatric 
interview, and a similar preparation of psychiatric residents, were compared 
to control patients and residents not differentially prepared. Findings relat- 
ing to disposition and outcome support the authors’ contention that reduction 
of social distance has salutary effects in making psychotherapy more acces- 
sible to disadvantaged patients. Significance of these findings for operation 
of a walk-in clinic serving a lower-class population are discussed. 


As Hollingshead and Redlich" 


A wu in recent years by many 
pointed out some years ago, one of the 


psychiatric clinics to extend the 


range of their services have resulted in 
increasing numbers of patients from 
lower socioeconomic groups seeking 
help through such facilities. As a result, 
those hospital and community clinics 
utilizing traditional methods of psycho- 
therapy have been faced with the diffi- 
cult problem of how best to treat such 
individuals. 


Submitted to the JOURNAL in April 1971. 


most challenging aspects of the psycho- 
therapeutic management of the disad- 
vantaged patient derives from the 
marked incongruity between the con- 
ceptions of treatment held by lower- 
socioeconomic-class patients (Class IV 
and V) and those held by their thera- 
pists. These patients, who ordinarily 
have had little previous experience with 
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psychiatrists, may be quite apprehensive 
when asked to speak freely about them- 
- selves. Often it is not clear to them why 
- questions concerning various phases of 
their lives are asked, when the problem 
_ from which they suffer is in the present. 
They frequently seek immediate relief 
through magical advice or medication 
“and may be disappointed when all the 
physician prescribes for the time being 
1з another appointment. 
In a psychiatric training center, the in- 
‘experienced resident, often uninformed 
about the culturally determined expecta- 
- tions of the lower-class patient, may 
` view such a person as having no psy- 
chological insight and lacking motiva- 
_ tion, The resident may develop feelings 
_ of helplessness or anger because of the 
- patient's demands for immediate relief 
of symptoms. As a result of these dif- 
— fering expectations, it is not uncommon 
for residents to conclude that psycho- 
therapy is not the treatment of choice 
for Class IV or V patients. "Not mo- 
tivated” is the term residents frequently 
after an initial interview. Thus 
those individuals who are often most in 
need of attention receive either cursory 
treatment or none at all.* Furthermore, 
numerous studies have documented that 
therapy, when undertaken in such cir- 
cumstances, ends in а high drop-out 
fate, irregular visits, and little therapeu- 
tic progress.*: 4,9 
This is particularly unfortunate, since 
а number of studies have demonstrated 
that lower-socioeconomic-class patients 
have a positive potential for i 
treatment.’ Jerome Frank * has $ 
that improvement in patient on- 
ing is significantly related to those 25. 
‘pects of the therapeutic setting that 
inspire hope for help. Yet, faced with a 
doctor who himself has little confidence 
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in the treatment situation, it is unlikely 
that the lower-class patient will come 
away from his initial clinic contact im- 
bued with a sense of hope. The combi- 
nation of unrealistic expectation and 
ensuing disappointment of both doctor 
and patient may then undermine the 
treatment process even before any real- 
istic evaluation of its possibilities can be 
made, Thus, the problem may be viewed 
as a function of social distance between 
middle-class doctors and lower-class pa- 
tients, Consequently, the initial thera- 
peutic interview is of crucial importance, 
for it is in the initial interview that ele- 
ments of distance based upon prior social 
identifications play primary roles. Only 
after patient and doctor succeed in re- 
ducing distance and establishing some 
rapport can communication and the ac- 
tual psychotherapeutic process begin. A 
preliminary study done in our clinic 
testifies to the significance of the initial 
interview. It was found that more than 
one-third of all the patients who termi- 
nated did so after their first interview. 
Similarly, the notion that social distance 
is implicated derives from our finding 
that referrals for insight psychotherapy 
were virtually never made for patients 
coming from the Jowest social classes. 
This was true despite the fact that such 
patients compose 80% of the clinic 
lation, These findings are not atypi- 
cal in such а clinic setting and correlate 
well with a previous study 16 done іп our 
Out-patient Department. 
The of the present study was 
to assess the effect of preparing lower- 
socioeconomic-class patients for the 
initial psychiatric interview and of bricf- 
ing residents about the special problems 
these patients present. We hoped to im- 
prove clinic contact and thereby estab- 
lish a basis for the psychotherapeutic 
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treatment of Class IV and V patients. 
The basic question we posed was whether 
a fifteen-minute talk aimed at preparing 
the patient for psychological treatment 
and the resident for carrying out such 
treatment would significantly affect the 
dropout rate, the number of times seen, 
and the form of therapy prescribed for 
Class IV and V patients. In short, we 
sought to discover whether such a рге- 
paratory experience, designed to bridge 
the gap in communication created by 
pre-existent social distance might have 
the salutary effect of making psycho- 
therapeutic approaches more accessible 
to such patients. 


METHOD 

The patient sample was taken from the 
Walk-In Clinic of the Psychiatric Out- 
patient Department of the Bronx Mu- 
nicipal Hospital. The clinic is open to 
new patients, Monday through Friday 
from 7 to 8:30 алп. All patients аге 
given a face sheet to fill out upon arrival; 
no appointments are necessary. Patients 
are initially screened by the Chief Resi- 
dent and then assigned to one of the 
second-year residents on duty. Patients 
who come in after 8:30 without appoint- 
ments are seen briefly by a social worker 
and an early morning appointment is ar- 
ranged with the Chief Resident for the 
following day. 

One hundred twenty patients were 
randomly assigned to one of the follow- 
ing four conditions, depending on 
whether or not they or their doctor had 
been selected to receive the orientation 


CONDITION 1: “Prepared” patient to be seen 
by “prepared” resident. 

CONDITION 2: “Non-prepared” patient to be 
seen by “prepared” resident. 

CONDITION 3: “Non-prepared” patient to be 
seen by “non-prepared” resident. 


PREPARATION FOR TREATMENT 


CONDITION 4; “Prepared” patient to be seen 
by “non-prepared” resident. 
A pre-arranged schedule was drawn up 
so that one patient a day would be as- 
signed to one of the four conditions. 
(Tables of random numbers were used 
in all randomization procedures.) The 
24 clinic residents were divided ran- 
domly into two groups. The group of 
“prepared” residents served in CONDI- 
TIONS 1 and 2, and the group of “non- 
prepared" residents in CONDITIONS 3 
and 4. Regular clinic procedures were 
followed as closely as possible, and the 
orientation talk, when given, was built 
into the ordinary screening procedure. 
The clerk at the desk calculated the 
social class position of the patient based 
on the Hollingshead weighted scale of 
occupation and educational level? The 
information on the face sheet was suf- 
ficient for this purpose. The social class 
of each patient coming to the Walk-In 
Clinic on a particular day was recorded. 
One Class IV or V patient was selected 
by the clerk, following the format of the 
study. Each morning she received a 
printed note: 


The patient for today (the date) is CONDITION 
—. Select Class IV or V patient number — 
as he or she arrives at the Clinic. 


An alternate lower number was given 
to the clerk should there be fewer Class 
IV or V patients present that morning 
than the number called for. Once the 
selection was made, the Chief Resident 
was informed and the patient's face 
sheet, accompanied by the printed in- 
struction for selection, was given to him. 
In that way, he could check the accuracy 
of the clerk’s selection. Only one patient 
a day was scheduled so as to least inter- 
fere with regular clinic functioning. y 
If the patient was to be prepare 
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(CONDITIONS 1 and 4), he was given a 
fifteen-minute orientation for treatment 
by the Chief Resident after a regular 
screening interview. When CONDITIONS 
1 or 2 were selected, the assigned resi- 
dent (one of the twelve “educated” resi- 
dents) was given a fifteen-minute orien- 
tation describing lower-class expecta- 
tions of treatment and specific problems 
that they present, incorporated into the 
regular procedure utilized by the Chief 
Resident in discussing new patients he 
has screened. This preparation for treat- 
ment was based on the hypothetical an- 
ticipatory socialization interview by Orne 
and Wender, with modification for resi- 
dent presentation. 

The orientation for treatment given to 
the patient would begin with a statement 
Such as the following: 


Id like to take a few minutes to tell you а 
little about what to expect from psychiatric 
treatment. In some ways, talking with a psy- 
chiatrist is different from talking with and be- 
ing treated by a family doctor or a surgeon. 
When you consult your family doctor, the 
usual procedure is for you to tell him what's 
wrong and for him to prescribe the appro- 
priate medicine or treatment. Ordinarily, you 
do not discuss your emotional feelings in 
great detail. You. concentrate on the partic- 
ular thing that hurts or bothers you. With a 
psychiatrist it's a little different. Rather than 
simply prescribing some medication, he tries 
to get to the root of the trouble by talking 
over a patient's problems with him... .” 


The resident orientation centered 
about the difficulties lower-class patients 
may experience in exploring their feel- 
ings, in accepting the concept of psycho- 
logical motivation, and in tolerating de- 
lay in receiving immediate help. 

The Chief Resident, at the start of 
the study, found himself preparing the 
same resident twice in a row. The resi- 
dent became restive and inquired why 
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the Chief Resident found it necessary to 
bring these facts to his attention again. 
The problem was solved by a simple 
manipulation. Since only one patient a 
day (five a week) was chosen and there 
were 24 residents, the same resident 
was not chosen again for approximately 
four weeks. At completion, none of the 
residents was consciously aware of the 
purpose of the study. One of the “pre- 
pared” residents, when informed of the 
study, said: “Come to think of it, I 
sometimes wondered why he gave me a 
spiel on social class factors.” Consider- 
ing the size and activity of the clinic, it 
is not surprising that none was fully 
aware of the purpose of the study. 

When CONDITION 3, the control group, 
was selected, the patient was prepared in 
a manner usual for the clinic. This en- 
tailed getting a brief history of the pre- 
senting complaints, informing the patient 
that his situation would be evaluated by 
one of the doctors, and then assigning 
him to one of the twelve “non-prepared” 
residents. Whenever possible, the Chief 
Resident took several more minutes than 
usual to go over his screening interview 
with the resident. In that way, he tried 
to minimize the effect of spending more 
time with the “prepared” than the “non- 
prepared” residents and to reduce any 
feeling among the residents that he was 
more interested in one patient than 
another. 

The data was taken from the patients’ 
charts after completion of the study and 
after the residents had left the service. 
The four conditions were coded and re- 
corded on McBee Keysort cards so that 
the person doing the recording was not 
aware of the condition number of the 
individual patient at the time of tabulat- 
ing the rest of the required information. 
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Table | 


DEMOGRAPHIC DATA OF 120 RANDOMLY 
SELECTED PSYCHIATRIC PATIENTS 


CHARACTERISTICS CONDITION 

І 2 3 4 
SEX 
Male 9 7 10 12 
Female 21 23 20 18 
AGE RANGE 
18-29 10 8 10 9 
30-39 5 10 9 8 
40-49 5 4 6 6 
50-59 2 2 3 2 
60 & over 4 5 2 5 
MARITAL STATUS 
Married 10 13 16 16 
Single 10 7 7 9 
Separated 4 6 5 3 
Divorced 2 2 ! 2 
Widow 4 2 | 0 
RELIGION 
Catholic 20 12 15 п 
Protestant 7 12 6 9 
Jewish 4 6 9 8 
Other 0 0 0 1 
RACE 
White 22 21 23 20 
Negro 5 7 3 7 
Puerto Rican 3 2 4 3 
m ынс. "3З 
RESULTS 


Demography: The demographic char- 
acteristics of the 120 study cases are 
Presented in TABLE 1, The distribution 
of sex and religion reflect the distribu- 
tion in the population of the hospital 
district. Fifty-eight Percent of the pa- 
tients were between the ages of 18 and 
39 years. The breakdown of тасе (72% 
white, 28% Negro and Puerto Rican) 
reflects the greater Percentage of non- 
whites in the Class IV and V categories 
than in the clinic population as a whole. 

Those areas in which Statistically sig- 
nificant differences were obtained by the 
chi-square test between the experimental 
and control conditions are summarized 
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in TABLE 2. All measures are functions 
of the experimental treatments, 

Duration of Psychiatric Contact; Fol- 
lowing the initial screening by the Chief 
Resident, the assigned therapist, work- 
ing with a supervisor, is entirely free to 
decide the nature and duration of the 
treatment that he will offer. Suitable 
cases in the Walk-In Clinic are dealt 
with as brief therapy problems requiring 
from several to a dozen or more visits, 
Selected cases are referred to the long- 
term clinic for intensive psychotherapy 
or to the Supportive Clinic for group or 
individual supportive care. Some patients 
are regarded as disposition problems for 
whom appropriate social service agen- 
cies or other treatment facilities must 
be found. Over the years the number of 
Visits per case in the Walk-In Clinic 
has averaged between four and five. 

In CONDITION 3, the control group, in 
Which neither patient nor resident was 
"prepared," the percentage of patients 
seen more than five times (17%) was 
significantly less than in any other con- 
dition. In both CONDITIONS 1 and 2, in 
which the therapists were prepared, 47% 
of patients were seen more than five 
times, In CONDITION 4, in which the pa- 
tient was prepared but the resident was 
not, 33% of the patients returned for 
more than five sessions. 

These findings would seem to suggest 
that when the patient and resident are 
even minimally prepared or when the 
resident alone is “prepared,” there is à 
tendency for the patient to be seen for 
a longer period of time than occurs 
without any preparation for treatment. 
A review of the residents’ case records 
lends weight to the idea that the prepara- 
tory briefings helped the residents suse 
tain contact with their patients by high- 
lighting for both patient and doctor 
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Table 2 
DISPOSITION AND OUTCOME OF 120 RANDOMLY SELECTED PSYCHIATRIC PATIENTS ® 

CONDITION b 
LENGTH OF TREATMENT А : ы 

1—4 Sessions 16 (53%) 16 (53% 25 (83% 20 % 

5 or more Sessions 14 (47%) 14 PA 5 ma 10 ИУ) 
DEFINITE TREATMENT PLAN PROPOSED 23 (78%) 24 (80%) 15 (50%) 2! (70%) 
EVALUATED ONLY 7 (22%) 8 (20%) 15 (50%) 9 (30%) 
PATIENT IMPROVED IN TREATMENT 20 (67%) 15 (50%) ! (37%) 16 (53%) 


® Chi square tests significant at .05 level. 
b Cond. 1: "Prepared" patient— "Prepared" resident. 


Cond. 2: "Non-prepared" patient— Prepared" resident 
Cond. 3: " Non-prepared" patient—"Non-prepared” resident. 
Cond. 4: "Prepared" patient—'"Non-prepared" resident, 


those areas for which misunderstandings 
and unrealistic expectations might arise. 
In this way, they seemed to aid in the 
establishment of a therapeutic alliance. 
Referral for Long-Term Treatment: 
No referrals for long-term treatment 
were made from CONDITION 3 (control), 
which is the usual situation with regard 
to Class IV and V patients. In the other 
CONDITIONS, the following referrals were 
made: two patients each from CONDI- 
TIONS 1 and 4, and four patients from 
CONDITION 2. Although the number of 
patients referred for intensive therapy 
from all categories was small (8 of 90 
patients, or 9%), this statistic must be 
Viewed against the situation that pre- 
vailed in the Clinic for years, namely that 
virtually no Class IV or V patients re- 
ceived such treatment. The fact that even 
à small number of such patients were 
viewed by the residents as being able to 
benefit from insight therapy seemed to 
represent a significant shift in attitudes 
Оп the part of the resident group. 
Definite Treatment Plan Proposed: A 
review of the clinic records revealed that, 


after the first and second session, fewer 
residents in CONDITION 3 had recorded 
a definite treatment plan (50% ) than іп 
CONDITION 1 or 2 (78% and 80% re- 
spectively). In CONDITION 4, 10% of 
the residents formulated a plan, A treat- 
ment plan as defined by clinic procedure 
is a written statement outlining the thera- 
pist's formulation of the case and the 
approach he intends to use in treating 
the patient. Experience has shown that 
when a patient is viewed as a purely 
dispositional problem and of little inter- 
est to the resident, often no treatment 
plan is formulated. When, on the other 
hand, the resident is sufficiently engaged 
in the case to want to help the patient, 
either through a therapeutic effort or 
by means of an appropriate referral, a 
treatment plan is usually recorded. 
Seen Only For Evaluation: More pa- 
tients were recorded as being scen for 
evaluation only without the offer of treat- 
ment through the clinic facilities in CON- 
DITION 3 (50%). This is compared to 
22% for CONDITION 1, 20% for CONDI- 
TION 2, and 30% for CONDITION 4. 


Table 3 
DISPOSITION AND OUTCOME OF 120 RANDOMLY SELECTEO PSYCHIATRIC PATIENTS ® 
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(40%) " 
(67%) “ 


(20%) * еді 
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DISCUSSION 

One of the crucial problems that (кет 
American psychiatry today is that @ 
reaching the disadvantaged and alem 
ated segments of the population whe 
have, until now, been deprived of ade 
quate psychiatric care. Since the need far 
treatment has been great, understandable 
emphasis has been placed on group aad 
family approaches to treatment as well 
м on preventive measures that (ME 
reach greater numbers of patients that 
is possible with individual paychother 
apy. Yet, as every experienced oO 
munity psychiatrist knows, сегізіп 
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CHANGE WITHIN YOUTH CRISIS CENTERS 


Ted Clark and Dennis T. Jaffe 


The State Street Center, Number Nine, New Haven, Conn. 


Шо oo a ee 


The authors, disillusioned by their experiences in a traditional psychiatric 
setting, began a crisis intervention center in October 1969. As this program 
increased in size, their desire to create a structure responsive to a different 
pet of values came into conflict with internalized assumptions concerning 
help,” and the role of the organization. This paper attempts to create a 
conceptual framework useful in discussing the issues involved in this con- 
flict. Distinctions between the innovative professional crisis center and the 
counter-cultural center are discussed. 

a ae 


alienated, an experience rooted in value 
conflicts between the youth, society, and 
his internalization of society. Those who 
experience this alienation most acutely 
will be confused, conflicted, insecure, 


аы people appear to be evolving 
new priorities, in effect a new value 


system, which Roszak, Reich, and par- 
ticularly Slater® have attempted to 
describe. The emergence of this counter- 


culture is fueled by young people’s dis- 
content with, and distrust of, the 
established social order—its values, 
structures, and systems. Young people 
do not identify their interests with those 
of the social system they live within. 
They often experience themselves as 


defensive, and distrustful of attempts to 
“help” them. While most young people 
have internalized the belief that social 
(particularly psychiatric) services are 
helpful, they are reluctant to go to them 
with their problems without being co- 
erced. A recent study * in New Haven 
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ы is a revised version of a paper presen 
rthopsychiatric Association, Washington, 
1, ру: Alternate Services for Personal am 
laffee (Gordon & Breach, New York, in press). 


ted at the 1971 annual meeting of the American 
D.C. It will be included in Toward a Radical 
d Social Change by Ted Clark and Dennis T. 
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indicated that fully two-thirds of the 
young people within social service pro- 
grams were there under pressure from 
their family, school, or the police. Many 
youths perceive social service programs 
as allied with the values of parents, 
school administrators, and the police. 
They notice that others acting the way 
they do (or want to) are diagnosed as 
emotionally disturbed; other motives 
for running away, using drugs, or drop- 
ping out of school are thus invalidated. 
As a result, though many young people 
will say a program is helpful, they will 
not go; when they do go, professionals 
often find them uncooperative and un- 
communicative, 

Youth crisis centers have been 
created in recognition of this failure of 
traditional approaches to make inroads 
among adolescents, Despite similarities 
among these programs (24-hour crisis 
phones, free counseling with a minimum 
of red tape, walk-in easily accessible 
contacts, crash pads, and young people 
as volunteer staff), there seem to be at 
least two basically different models of 
such a service. Each model begins with 
a fundamentally different understanding 
of why traditional programs failed. 

In the most common type, the basic 
internal conflict (present also in tradi- 
tional professional programs) —between 
providing help and attempting to modify 
behavior to correspond with the norma- 
tive values of society—is ignored. Such 
a program is in fact a threat to young 
People's integrity and values, It makes 
the assumption that traditional methods 
fail to appeal to young people because 
they are not "fashionable" or relevant, 
and consequently creates crisis centers 
that innovate in style and appearance, 

A. second type of program questions 
the nature of “help” offered to young 
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people by any institution that reflects 
only the core values of the social order, 
In trying to depart radically from ex- 
isting institutional practices, this kind 
of crisis center attempts to manifest the 
different priorities of the counter-culture 
through its structure and basic concep- 
tions of service, as well as in style and 
appearance. 

The first approach can be character- 
ized as the innovative professional 
model, and the second as the counter- 
cultural model. This paper develops both 
models to clarify the direction of change 
in crisis centers that may appear similar, 
but that in reality are only groping to- 
ward a model of service that does justice 
to young people. The values of the “es- 
tablishment" are to some extent inter- 
nalized by everyone growing up in this 
Society. But many young people are 
ceasing to identify emotionally with 
these values, although they may appear 
to conform to them in their behavior. 
Because society’s structures legitimate 
these values they are not easily dis- 
missed or outgrown. The new priorities 
of the counter-cultural trend are experi- 
enced as emotionally true and personal, 
but in conflict with the internalized rules. 
The difference is between “should” and 
“want,” rule and desire, what exists and 
what could exist. Young people who act 
out of their “own” values will appear to 
the society as unrealistic or even severely 
disturbed. Young people are paternalis- 
tically tolerated, and the counter-culture 
is devalued by considering it a phase, à 
fashion conformed to as part of adoles- 
cence. This may be partly true. When 
young people attempt to create a pro- 
gram that reflects their values, they 1- 
advertently begin with many of the be- 
liefs, rules, and habits they have 
internalized in growing up, and at this 
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point the program can be characterized 
ав innovative professional. As young 
people gain control over their programs, 
they begin to try to actualize their values 
within the program, to unlearn behavior 
patterns that do not support these val- 
ues, and a change process begins toward 
the ideal of the counter-institutional 
model. 

The innovative professional center 
lays stress on providing a service. As а 
center attempts to become more counter- 
institutional, staff seeks radical personal 
change as another goal of the program, à 
goal valued as highly as service. For 
example, a professional might move out 
of a traditional program because he dis- 
likes the limits placed on him and finds 
the innovative professional center sup- 
portive of his need to be freer, more 
casual. He does not need to undergo a 
radical (to the roots) examination of 
himself, his society, his skills, the nature 
of a helping relationship, his economics 
or life style, or develop a commitment 
to political change. To become part of a 
counter-institutional program all of 
these processes must occur. These mod- 
els were developed out of our experience 
as founders of the youth crisis center 
Number Nine, and observation of other 
programs. 


STRUCTURE 

An innovative professional service 
usually begins with either a community- 
based committee or an agency COn- 
cerned with the problems of youth 
(drugs, etc.). Their aim seems to be 
to help young people act in terms of 
the norms of society, and to control 80- 
cially unacceptable behavior. The found- 
ers of an innovative professional pro- 
gram conceptualize the problem as а 
failure to reach young people. There- 
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fore they create a more attractive pro- 
gram, with changes in appearance, lan- 
guage, and procedures. The center is 
meant to be a supplementary program, 
a connecting link between young people 
with problems and professionals. Young 
people who work there are told that 
being helpful consists іп developing 
trust with other young people who have 
“real problems,” and then transferring 
this trust to professionals. Young volun- 
teers provide a front for unattractive 
professional programs, which do not 
look deeper for the cause of their un- 
attractiveness. 

This model defends itself against 
questions concerning the implicit as- 
sumptions in the program. These are 
that professionals are necessarily help- 
ful to young people and have no vested 
interest in supporting values of the so- 
ciety that the young person might chal- 
lenge. These assumptions can be chal- 
lenged empirically. Although young staff 
in innovative professional programs re- 
fer those with difficult problems to pro- 
fessionals, when asked whether they 
would go themselves to à professional 
for their own problems they smile in 
embarrassment at the obvious contra- 
diction. They refer young people to pro- 
fessionals not out of belief in their 
usefulness, but out of a sense of help- 
lessness about what to do with some- 
one's pain. Their reliance on profes- 
sionals is then a defense against their 
feeling of helplessness, and by not ques- 
tioning this behavior the program at- 
tempts to legitimize social norms that 
the staff violates. The program thereby 
defends rather than experiments. 

The board of directors holds the 
power in an innovative professional cen- 
ter, usually as а requirement of the 
funding source. The board justifies its 
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existence to young people as a fund-rais- 
ing source, but then uses this power to 
extract changes in the program. As far 
as the community providing money is 


disinterested in the day-to-day function- 
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cerned with satisfying the board, They 
usually hire a person who has demos 
strated his (reflecting male chauvinist 
values) ability to conform to socially аб 
ceptable standards through obtaining 
some kind of degree (or being in the 
process of doing so), or an ex-addict (a 
convert to a religion is always a strong 
moral example—the board woulda’t 
hire a person who used drugs), Contro- 
versy is considered contradictory to mae 
ture leadership. To establish a connect 
ing link program, a director must be 
willing to accept professionals as au- 
thorities and experts. 
Hiring not only selects a person who 
has demonstrated an ability to be 60 
opted as a militant or radical, but alsa 
establishes a deferential relationship be 
tween the board and the director, This # 
reinforced by the judicious application 
of money. The director is primarily ae 
countable upward, not to clients amd 
staff. The board does not have 10 ¥ 
ercise overt influence because just tbe. 
thought of what they would do "if" W 
sufficient, The director із the boardit 
agent, and any conflict of interest be 
tween the board and the staff/ young 
people must strain the director's Im 
tegrity. The desire to survive, гей 
with prestige, financial reward, powef, 
etc., eventually leads the director “2 
“realistic” attitude, and a feeling 
direct confrontation is not an acceptable 
Strategy. Obfuscation and my 
of the central issues becomes a nece 
sary defense of the director, the boat 
and eventually a majority Ne Ке 
Helplessness and despair | 
dependet. 


and direction (limits and | 
Staff members do not learn how to pre 
vide for themselves. Withdrawal from 
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rogram (disillusionment) оғ соор- 
Bare the only choices, because fun- 
ental change in structure із impos 
Ме. Staff energy is dissipated in power 
mes, manipulation, generating ideolo- 
fal confusion, the exercise of “com 
tence, expertise, and experience" as 
Ча for the prescribing of power. 
creation of a hierarchy is another 
et influence on the innovative pro- 
опа! model, which implicitly deter- 
the limits of the program and 
Ervices of the center. The director's au- 
(ity prescribes the hierarchy. He has 
earned it within the program, but by 
ps outside it, which are not visible 


in roles, power, and status be- 
associated with overt activities 
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These roles of the professional are all 
defensive. He never really does anything 
that can be subjected to empirically 
based evaluations. He is an observer 
and commentator, but not а partici- 
pant. His expertise is not questioned. 
If staff members handle themselves well, 
his value in their eyes will be enhanced. 
If not, their disillusionment will be in- 
terpreted to them as dependency. Valu- 
ing the professional, while prescribed, 
is also interpreted as dependency (de- 
ification), so any direction the staff 
moves frustrates moves toward au- 
tonomy. The implication is that only a 
neutral attitude toward a professional is 
realistic, which seems valid in the sense 
that his three non-participant legitima- 
tor roles are indeed neutral as regards 
Service: he creates roles that substitute 
verbal facility for action, objectivity for 
responsibility, and academic capabilities 
for demonstrated competence in relation- 
ships. 

Since the professional never really 
acts or commits himself to a position 
overtly, preferring covert implications 
and inferences, the staff tends to mimic 
this approach. It begins to use interpre- 
tations as a defense against criticism, as 
a means of devaluing a person's beliefs 
and values, The professional may judge, 
but may not be judged; the organization 
has one-way accountability. His role is 
based on his myths; he is a defense 
against helplessness and despair for the 
Staff, and against community fears of 
harmfulness and incompetence. As a su- 
pervisor he minimizes the community 
and staff's fears that their incompetence 
will hurt someone, Yet, as professional 
and expert, he establishes the nature of 
the incompetence and undermines ef- 
forts to overcome it through reliance on 
direct experience rather than established 
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procedures. As a trainer, he limits the 
risks the staff will take, and subtly con- 
forms staff beliefs and behavior to the 
norms of society the professional has in- 
ternalized through his social group mem- 
bership and education. As a consultant, 
he insures the community that the new 
program will function as a social ser- 
vice agency, along realistic lines deter- 
mined by social norms. 
The basic purpose of the innovative 
professional model is to institutionalize 
the core values of society in a seemingly 
experimental form of social service, and 
subtly to support the internalizations of 
the young people they contact, as staff 
or clients. The power, authority, and re- 
sponsibility of the program remains in 
the hands of the adult community and 
its representatives. Professionals unin- 
tentionally collude with -this process, 
since their roles imply that professional- 
ism is synonymous with expertise, de- 
spite the fact that the existence of the 
program is evidence of their failure. The 
counter-institutional form begins 10 
evolve when the power of the center 
rests in the hands of young people, who 
are then no longer disenfranchised and 
powerless. This happens only when they 
learn to raise funds, determine priori- 
ties, and establish guidelines. These 
young people move into leadership po- 
sitions even though they are distressed 
by the authoritarianism implicit in social 
structures such as the innovative profes- 
sional center, and resent the class biases 
supported by hierarchies based on un- 
earned power prescribed by the com 
munity. They create the counter-inst 
tution not as a supplement to establi 
0 “Noth” 
programs, but as an alternative." id 
ing is known, all must be learned" is 
guiding assumption, not “profession 
are the source of expertise on how to 
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helpful.” Although this position is basi- 
cally anti-intellectual, much of the re- 
learning process is in fact based on a 
reading of the literature, but with a more 
open mind to extreme (non-normative) 
ideas, such as Wilhelm Reich’s ideas 
about the body, and К. D. Laing's for- 
mulation of madness as a form of reyolt. 


COUNTER-INSTITUTION 

A leveling process in forming the 
counter-institution leads to structural 
changes, All must unlearn their basic 
social reflexes while they simultaneously 
build alternatives. АП staff members are 
fundamentally equal until they demon- 
strate (and continue to demonstrate) 
different capacities. The entire staff con- 
stitutes a support group, without pre- 
scribed leadership or delegated au- 
thority. The people are in the group to 
grow as individuals, to support each 
other in surviving in an environment 
they perceive as hostile, and to build 
relationships (play). Тһе structure 
evolves from the needs of the organiza- 
tion, and therefore changes periodically 
through subtle shifts in the perceptions 
of the staff, Change is a continuous 
process, while in the innovative profes- 
sional center most change occurs in the 
period before the center opens, with 
only adjustments and accommodations 
later, “Do it!” rather than plan and im- 
plement, because only with experiment 
and experience can the consequences be 
known. Planning before an organization 
Opens is a defensive maneuver, antici- 
pating dangers that may or may not 
have substance and creating structures 
and roles to defend against them. Such 
à process is closed to new experience. 
Planning is slow and careful because it 
is primarily cautious. In a counter-insti- 
tution planning takes place after a need 
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is felt. The structure allows risk and ех- 
perimentation, and tries to deal with 
reality needs rather than indeterminable 
internal fears and anxieties, The model 
of authority also shifts from father to 
children—to brothers and sisters. 

Because the counter-institution is a 
consciously political activity,’ a non-vio- 
lent radical change process within so- 
ciety, it cannot remain isolated and re- 
mote from other services, even though 
its existence often provokes an initial re- 
sponse of defensive anger and fear from 
the community. While the program uti- 
lizes adjunct agencies such as birth-con- 
trol clinics, it would rather relate to ser- 
vices more ideologically similar, such as 
a free medical clinic. If such services do 
not exist, the counter-institution must 
deal with other services in a way that 
forces them to face up to the humanity 
and rights of a client, and to look at the 
consequences of their structures on ser- 
vice. Initially, there may be an anti-pro- 
fessional, anti-social stance adopted by 
the staff of the counter-institution, but as 
staff members gain confidence and sup- 
port for their work, they learn to be- 
come a constructive, confronting force 
on other services, rather than an ob- 
structive, argumentative force. The com- 
munity often takes pleasure in pointing 
out the center's seeming similarities to 
professional programs, saying for ех- 
ample that the center is becoming more 
“establishment,” but this reaction tends 
to be a defense against noticing the sub- 
stantive changes in structure that the 
center has already attempted, as it 
moves out of the innovative professional 
model. 

The political (in the sense of model- 
ing a new authority structure) nature of 
the counter-institution can be observed 
in the staff selection process. People are 
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given a period of time to work within 
the organization in order to demonstrate 
what they can do. There are no a priori 
evaluations. Staff members work and 
live a life style they support through 
their counseling. Counseling is a politi- 
cal activity, a support activity for the 
emergence of autonomous individuals 
who live the values of the counter-cul- 
ture.? Everyone participates in counsel- 
ing, which has a priority second to com- 
munity organizing, when the program 
is sophisticated enough to work in this 
area. The staff, usually receiving subsis- 
tence salaries, perceives needs and ас- 
cepts responsibilities so that the organi- 
zation can survive as an economic and 
structural base for social change activi- 
ties. Staff members do not delegate re- 
sponsibilities to each other and then re- 
sent imposed responsibilities, but rather 
try to find someone who wants to do 
that required task. 

Entrance into the counter-institution 
is based on what one does within it, not 
on who one is or what one has done 
outside. This means that many dysfunc- 
tional individuals become part of the 
structure, Staff members spend many 
hours supporting each other towards a 
more integrated and helpful personality. 
This blurs distinctions between clients 
and staff. Staff members reinforce this 
by denying they “do counseling” and in- 
sisting they are in fact just developing 
helpful relationships, The flexibility an 
individual may demonstrate in switching 
from a helpful role to one in which they 
themselves need help supports this defini- 
tion of the process. By not establishing 
roles in which individuals must be mo- 
bile within a class system, the reliability 
and quality of the program remains flex- 
ible. Volunteer part-time staff provides 
the base necessary to maintain the pro- 


gram, since any community has 
numbers of people who desire to 
and be a part of such a communi 

Standing groups or committees ra 
exist. Groups come together a 
crises, an accurate reflection of the 
tudes and values of young people 7 
do not trust planning or stabilization 
institutionalization as strategies to 
tect their interests. The energy ava 
at any given moment for a crisis is th 
fore increased, and the steady dep 
sion caused by ongoing responsibili 
is eliminated. Staff members hav 
sense of freedom and autonomy Si 
they have few role-related responsil 
ties to determine their direction, Mati 
ity and consistency in the staff is a 51 
stitute for clearly defined roles | 
external structures, and direction 
charted by an intimate face-to- 
group. Their potential for growth W 
the group is thus limited entirely 
themselves. Personal changes, as We 
reality needs (funding, publicity) 
mand a structure that is always evoh 
and dying out. While the danger to 
innovative professional center is stag 
tion and solidification, the danger 
counter-institution is not completi 
necessary tasks for survival, or 4 
plete resistance to structure if 
staff externalize their own resis 
internalized values and author 
parents and teachers. 
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Since the counter-institution 15 

structure intended to support 

change processes, it is not S 


reasonable direction for a young 
with difficulties. This does nof n 
jection of the personal change SHA 
of the innovative professional Ce! 
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justment and accommodation (subver- 
sion and concealment in some cases). 
But they are not highly valued, and 
young people are supported in establish- 
ing alternate life styles as well. The staff 
models the ability to say “no” (rebel- 
lion) to social norms, and the ability 
to develop and choose alternatives. Dis- 
turbed behavior is observed, but for pur- 
poses of change; the causes are found 
not in the individual but in his social 
setting, e.g. family and school. Dis- 
turbed behavior is viewed as a frus- 
trated, and only partly conscious (ver- 
balized), act of resistance and rebellion. 
Since this is also true of the staff, the 
person coming for help is a peer of the 
staff member there to give (and per- 
haps receive) help. Help consists of ar- 
ticulating the sources of limitations and 
frustrations for the individual, and de- 
veloping strategies to deal with them. 
This is not substantially different from 
the rhetoric of the innovative profes- 
sional model, but when the actual strat- 
egies are pinned down, the professional 
model supports the family and school as 
legitimate institutions that could use 
some “changes.” The counter-institution 
works at alternatives, such as under- 
ground runaway systems, young people 
living and learning in alternate high 
Schools, group homes, etc. 

The "client" in the counter-institution 
defines his or her own problems, and 
the parameters of this definition are ac- 
cepted by the staff. His judgment is not 
coopted by benevolent intentions on the 
staff's part (“he really should go home 
for his own good") or by superior in- 
sight (“his problem is really . . ."). The 
underlying assumption is that the client 
is fully responsible for his behavior, and, 
other than for their own protection, the 
staff does not seek to control or channel 
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his behavior. The unconscious as a con- 
struct is not useful in the counter-insti- 
tution because the goal is full awareness 
of the self. Less than full awareness or 
responsibility is accepted, but not ex- 
plained as the result of mechanisms out 
of the individual’s control. Within the 
revolutionary model, the prime evils are 
exploitation and oppression, and the 
psychodynamics of the organization and 
the staff are directed toward basing ex- 
ploitation and oppression in experien- 
tial terms. 

The innovative professional model’s 
bias toward middle-class values and the 
interests of the community over the in- 
terests of young people can be examined 
in its response to the “drug problem.” 
The attempt to categorize drug use as 
a problem is itself more of a reflection of 
how the adult middle-class community 
views illegal drug use than of how young 
people view it. When an individual de- 
nies he has a problem with drugs, the 
center has an interest in contradicting 
him. The young person gets the impli- 
cation that drugs are an escape, and not 
a valid experience, without further defi- 
nition of what is real and valid. Drug use 
becomes a symptom in the perspective 
of the program, if the client continues to 
remain in the program. Often the inno- 
vative professional program demands a 
cessation of drug use as a condition for 
the client receiving help. Staff members 
who use drugs are continually con- 
fronted with the contradiction between 
their wanting to help, but having a prob- 
lem with drugs themselves, if they are 
not dismissed immediately. Most often, 
staff and client drug use becomes an 
undercover activity. 

Not only does the bias against drugs 
in the innovative professional service 
determine the nature and conditions of 
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service, but the role of the organization 
in tlie community becomes a moral ex- 
ample to young people who condemn 
and deny the validity of drug use, de- 
spite the fact that many of the staff might 
continue to use drugs. The ultimate re- 
sult of the superficial liberal tolerance 
of marijuana smoking in order to cover 
up moralistic positions concerning other 
drugs, is the gradual alienation from the 
program of young people who prefer to 
consider the drug use question in terms 
of useful and not useful, instead of 
right/wrong, healthy/sick. Despite its 
initial appeal, if the program persists in 
this position it will eventually create the 
same alienation that necessitated the 
program in the first place. 

The counter-institution’s ambiguity, 
lack of structure, and concept of counsel- 
ing as a relationship, does not initially 
appeal to young people since it supports 
their internal conflicts rather than im- 
mediately defining some system of rules 
as legitimate. It does not immediately 
help them build defenses against anxiety. 
However, after the initial discomfort, 
the ambiguity allows individuals to de- 
fine themselves clearly, and to make 
their own determinations concerning the 
values they will integrate into their be- 
havior, The counter-institution’s initial 
effect is anxiety, even resentment, but 
over a period of time it is more useful 
to young people and develops stronger 
bonds between those it serves and itself 
as a program. It will also risk more for 
a client, based on less evidence. In the 
case of raising bail, fighting legal battles 
against parents, helping a runaway find 
a job and apartment, or becoming the 
legal guardian of a youth, the counter- 
institution just needs to be asked, while 
the innovative professional model resists 
this involvement, and demands corrob- 
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orating evidence, This unconditional 
support by the counter-institution of a 
young person’s face value desires and 
beliefs is unusual, and often offsets the 
initial anxiety generated by the pro- 
gram. 

The conservative nature of the pro- 
fessional model imposes limitations on 
the role of staff, while the counter-insti- 
tution leaves the degree and type of in- 
volvement up to the individual. The 
staff member is also under pressure gen- 
erated by the openness of the environ- 
ment and discussion of issues to be un- 
exploitive and non-oppressive, and the 
group draws up shared understandings 
of what this means. The nature of the 
relationship is considered a risk, and the 
job is to take risks that will be meaning- 
ful and helpful to both parties, rather 
than to structure the relationship to 
minimize confusion, ambiguity, and per- 
sonal involvement. Angry parents (in- 
cluding the staff’s), law suits, difficulties 
with (and harassment by) police, in- 
sanity, and hospitalization are all real 
risks encountered in helping young ре0- 
ple on their own terms, i.e. rebelling. The 
responsibility for a client's actions |8 
never accepted by a counter-institution, 
although it is responsible for develop- 
ing a contract regarding how they can 
be helpful. Therefore, protection of the 
staff and program need never be dis- 
guised as protection of the client (05 
through taping suicidal phone calls, hos- 
pitalizing a disturbed person, prescrib- 
ing “down” drugs to counteract strong 
emotions) and in fact cannot be, sinc? 
staff members do not accept а power 1 
lation to their clients. odel 

In the innovative professional mod 
the stress is on program development, 
which amounts to a focus on staff/client 
relationships as role interactions. Leat™ 
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ing one’s role, and working to perfect 
this role, become central issues, Counsel- 
ing becomes work. In the counter-insti- 
tution relationships are mutual, and 
both people grow through experiments 
they share. Problems are principally 
problems in relating. The development 
of a counseling relationship is part work, 
part play. In some cases it is exclusively 
and necessarily play. Training is useful, 
but not necessary. Some things are 
known, and can be transferred. There 
are guides, not experts, and each person 
must select his or her own guide through 
mutual interaction and a shared con- 
tract, Relationships cannot become case 
loads. Staff members of a counter-insti- 
tution are not evaluated according to the 
quantity of their counseling relationship; 
they can choose to become involved, 
and they determine the nature and ex- 
tent of this involvement through negotia- 
tions with the person who has come to 
the program. The counter-institution 
staff moves toward’ becoming role-free 
while the staff in the innovative profes- 
sional center develops skill at role be- 
havior. 

The holistic structure of the counter- 
institution (a community with per- 
meable borders) reflects itself in the 
kinds of relationships formed within it. 
The “discovery” is made that many 
young people do indeed come with 
problems they want help solving, but 
many, perhaps a majority, are looking 
for deep, intimate relationships, and 
need a supportive, understanding, and 
tolerant (patient) person for a guide. 
Nothing has to be “done.” They just 
want a place where they can be them- 
selves, and the counter-institution legiti- 
mates this desire and tries to be that kind 
of place, where relating is the goal and 
end. Seeing staff as peers, through re- 
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lationships defined mutually, returns to 
the young clients a value they lose when 
they are identified as victims, as need- 
ing help, or as less competent at being 
a person. 

Counter-institutions see the survival 
of young people as the principal issue, 
and their purpose is to support this sur- 
vival in terms of young people's values. 
It is an advocate of youth's right to rebel. 
Therefore it tolerates strong positions 
held by staff members, which a majority 
might identify as contrary to the inter- 
ests of the organization. "Firing" and 
"hiring," are practically nonexistent. 
The center moves naturally toward or- 
ganizing young people, which is a basic 
need, and toward providing activities 
that allow young people to come to- 
gether—concerts, festivals, communes, 
food or job co-ops, etc. Controversy is 
neither sought for itself, nor avoided. 
While the innovative professional center 
is defensive and avoids real issues and 
radical self-analysis, the counter-institu- 
tion is confrontive. It struggles to iden- 
tify substantial conflicts and contradic- 
tions, and to act on them. Obviously 
neither position is completely true of 
any crisis center, but they reflect basic 
trends and values. 

Since the counter-institutional pro- 
gram is shaped to meet the staff's need 
as well as the organization's, relation- 
ships are determined largely by staff in- 
tuition and judgment. Since all the re- 
lationships are to some extent created 
according to personal needs, they enjoy 
a fairly high level of satisfaction. The 
repression of life styles in the іппоуа- 
tive professional model leads to restric- 
tive norms and ethical limitations within 
the program. The taboo against sexual 
relationships with clients is an example 
of the sexual frustration found in most 
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middle-class situations. Counter-institu- 
tions do not prohibit sexuality with cli- 
ents. When such relationships do form, 
they are often no more or less free of 
exploitation and oppression than any 
other modality of relating, and sexuality 
is therefore not punished and restricted 
per se, but is understood as a natural 
aspect of relationships. The individual 
is free to explore and learn about his 
or her sexuality. Since this freedom is 
endemic to the counter-culture, the staff 
member does not find himself, or her- 
self, particularly interested in “exploit- 
ing” young clients; there are enough sex- 
ual relationships available with those 
not in need of help, so that sexuality is 
no longer treated as a scarce resource, 
to be guarded and defended. Sexual ex- 
ploitation seems to be a function of life 
Style restrictions carried over into a pro- 
gram limiting the natural development 
of an individual to the extent that in- 
secure and confused individuals become 
attractive. In the counter-culture, living 
with another person, having sexual re- 
lations with many, the ease with which 
sex is introduced into companionship, 
and the diminution of other cultural ta- 
boos on expression of feeling and bodily 
contact of all kinds, diminish the need 
and desire for strong prohibitions against 
involvement and experimentation in re- 
lations. 


CONCLUSION 

If young people are truly emerging as 
the locus of a counter-culture, social ser- 
vice models that only pay lip service to 
this change will be ineffective and even- 
tually unattractive to young people. A 
natural change process is occurring, and, 
given time, young people will choose 
programs that offer them differences in 
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structure and content rather than merely 
new styles and appearances. Minimizing 
teal change, and substituting rhetorical 
and superficial adjustments, is a deval- 
uation of young people’s idealism, needs, 
and capacity to define and implement 
what they want. 

This process, as epitomized by the 
innovative professional approach to cri- 
sis centers, is a further confirmation of 
the inability of the system to really 
change, and will be experienced as just 
another attempt at paternalistic control 
over young people who are developing 
real alternatives, and eventually new 
systems. The dehumanization and de- 
personalization that many have com- 
mented upon is endemic because it is 
rooted in the structure and values of in- 
stitutions. Any solution that does not 
address itself to the need for radical 
change is self-defeating. Already found- 
ers of innovative professional centers 
are noting with cynicism the failure of 
their attempt to be “relevant” to young 
people, and are falling back on more 
conservative means of control. Young 
people are also becoming more cynical 
and suspicious of any organizational 
structure. 

It is not possible to compare the 
quality of service in each approach since 
so many different values are involved 
within the concept of service and help. 
But the innovative professional model, 
despite contrary intentions, defends 
against change on every level, and 
against information that might suggest 
change (since it imposes perspectives 
and relationships through roles). The 
counter-institution may also fail to КУ 
velop into a viable form of service, bu! 
it has fewer internal limitations 00 
change. Its future depends largely 00 
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SERVICE IN THE SEASON OF DISCONTENT: 
An Invited Commentary 


Quentin Rae-Grant, M.D., 


Toronto, 


outh have always been in the van- 

guard of change, be it in fashion, 
ethics, service, or law. In the 60s they 
pushed the country into concern about 
poverty, pollution, and the tragic involve- 
ment in Vietnam. Well-educated and 
vociferously vocal, they pointed the fin- 
ger of accusation at the deficiencies of 
established institutions. They were less 
effective in proposing or even consist- 
ently acting on alternative principles, In- 
censed anger without wisdom is the way 
to chaos and revolution, and revolution 
always first consumes its own. The day 
of confrontation when both sides bark 
endlessly at each other is over (hope- 
fully). Today’s task is to ally the driving 
energy for change with the necessary 
skepticism of experience into a function- 
ally different life and living style. 

Of all the many professional and es- 
tablishment areas, mental health would 
seem to lend a more than usually sym- 
pathetic ear to the proponents of change, 
for it along with youth is in its own sea- 
son of discontent. Criticisms have been 
shown to be justified, inequities in ser- 
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vices and availability repeatedly con- 
firmed, and change implemented—often 
utilizing both the ideas and the man- 
power of young people. While then both 
searching for and soliciting ideas for 
change, we need less of the repetitious 
questioning and more of the possible 
answer. The question becomes “change 
to what?” Reading “Change Within 
Youth Crisis Centers” by Clark and 
Jaffe leaves one at times bored by its 
arrogant assertiveness and with a sense 
of dismay at the prospects of this kind of 
alternative. At the risk of being labelled 
reactionary, one must analytically criti- 
cize this representative product of the 
counter-culture as it relates to our field. 

Following what Rakoff! calls "The 
Cult of the Spontaneous" there has 
grown the assumption that all answers 
lie within thé heart of man and that 
conscious consideration of ideas vitiates 
their paramount emotional validity (eX- 
cept of course when the conscious con- 
sideration is given by the like-minded). 
Thus the authors assert "nothing is 
known; all must be learned,” but pay 
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emotional and intellectual obeisance to 
their own group of seers and prophets— 
Reich, Laing, Roszak, Slater, etc. In a 
similar vein they assert not only that 
they have found the magic answer from 
within but know that all other alterna- 
tives are useless, They state that contem- 
porary society has so contaminated 
human beings and created them as crea- 
tures in its own myopic mold that “the 
causes of disturbed behavior are not 
found in the individual but in his social 
setting”—always, absolutely, and in all 
conditions. Therefore it follows that any 
amelioration of a person’s psychological 
State is totally related to the extent of 
his politicization and communality. If 
these factors are increased in a person's 
life he is guaranteed disappearance of 
his problem and a renewed sense of well 
being, The assertiveness is clear, unsub- 
stantiated by any facts. Claims do just 
as well when the purpose is to attack 
the establishment and contemporary $0- 
ciety through any possible means, prem- 
ise or promise. 

Even more tragic, though quite as 
expectable, is the target of the most 
vituperative attack, It is mot the estab- 
lishment and its services, but those spin- 
off activities that are closest to sharing 
the concerns and interests, though not 
the methods, of the counter-culture, First 
you clear out the middle-man and po- 
larize the struggle. Those who would 
build bridges rather than toss bombs 
must be eliminated, as they obscure the 
alternatives. The technique is the as- 
sertion of the half truth and the setting 
up of the strawman. Quickly then move 
to the condemnation, a blanket condem- 
nation of service of a dizzying variety, as 
being the same old wolf in sheep's cloth- 
ing, a co-opted new style, but old alle- 
giance arm of the establishment. Assert 


that it maintains the position of the pro- 
fessional and continues to be authori- 
tarian, hierarchical and keeps the pa- 
tient in a low priority position. Quickly 
reassert that anything other than the 
“total immersion" of the counter-culture 
model will therefore automatically fail. 

Yet when one looks for facts one must 
be sadly disappointed. About all one is 
given in this vein is that the Youth Crisis 
Center deals with young people in situa- 
tional or psychological crises often 
otherwise referred to mental health pro- 
fessionals. It is, by implication rather 
than explicit statement, not a medical 
clinic. When one cuts through the dia- 
tribe, one is not left with much more. 
We know nothing of the types of in- 
dividuals attracted to the counter cul- 
ture model: their ages, occupations, 
problems, social and economic back- 
grounds, ethnic origins, or reasons why 
they came and what they sought. We 
have to accept that experiencing the 
“therapeutic milieu” facilitates the in- 
dividual's adjustment, but with no facts 
or figures, or even knowledge of how, in 
this system, one would make such a 
judgment. Those of us who have worked 
in free clinics and drop-in centers of 
various types must call these assump- 
tions into question. 

These same questions must be asked 
of all types of service—traditional, in- 
novative, or counter culture—for mes- 
sianic assertion that one Royal Road 
to cure has been discovered is both аг- 
rogant and ignorant. Innovation does not 
necessarily mean progress. Revolution 
does not guarantee liberation. Like all 
new panaceas, it too will fall from favor 
to be replaced by another model that 
tries to further outdo its predecessor in 
being “with it,” or relevant, or more 
counter to the establishment, the lessons 
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of the past not only unlearned, but 
tragically and even criminally discarded 
and ignored. The lamentable loss of 
time through trial to preventable error is 
being fostered by this cult of the irrele- 
vance of other than personally derived 
experience. 

Finally, this philosophy in action 
masquerades (and presumably is finan- 
cially supported) under the rubric of 
service but without accepting any of 
the obligations this term implies—the 
obligation the server accepts to place his 
own needs secondary to those who seek 
his help, the obligation to eschew the 
predetermined solution, and the over- 
riding obligation at no point, even on 
invitation, to use the opportunity for the 
exploitation of individuals who come at 
a time when they are least able to make 
the most appropriate personal decisions. 
The program described in Clark and 
Jaffe’s paper, by commission, vitiates all 
of these safeguards. The services seem 
designed more to help the server than 
the served, to demand acceptance of this 
theoretical approach and the abandon- 
ing of any other than this politicizing 
alternative masquerading in the name of 
service. 

To serve is a privilege because of the 
trust that is accorded to those who pro- 
vide it. To maintain the protection for 
those who are served is a mandate to 
those who devote their time to the field, 
recognizing new potentials but main- 
taining, where they stand the test of time 
and of experience, basic tenets of con- 
ditions for service. To surrender the role 
of service for the role of political action 
is to sacrifice what we know as value for 
what is, at best, precarious and unpre- 
dictable. It moves us out of the area 
where we have competence and knowl- 
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edge into one where we are inexperienced 
and relatively ineffective novices. A sep- 
aration of the two areas would be better 
to help both and a clarity of distinction 
between a political statement and a ser- 
vice effort would bid well to help those in 
achieving ends to which both subscribe, 
although with different means of even- 
tual achievement. In the process we pro- 
tect those to whom our primary obliga- 
tion lies; namely individuals, families, or 
groups who turn to us for help in situa- 
tions and trust that we will not abuse 
this hard-earned confidence. 

There is a naivete to this work that 
might have been refreshing a few years 
ago, in the days of flower children and 
even Woodstock, when many of us be- 
lieved in a beautiful era. But it is not 
refreshing in 1972, especially when pre- 
sented in the context of anger, self- 
righteousness, and, above all, self-in- 
dulgence. Their hypothesis: no hierarchy 
equals group think, no professionals 
equals egalitarianism, no rules equals 
justice for all, no treatment equals cure 
—this is pretentious, unrealistic, twisted 
logic. Worse than that, this may be а 
gigantic exploitation, a condoned rip-off, 
a new religion as dogmatic, self-serv- 
ing, and selective as the old and perhaps 
more so, 

We have not attempted a rebuttal, 
nor a defense of traditional services in 
which, God knows, there are glaring 
problems, deficiencies, and gaps. Rhet- 
oric begets rhetoric, bombast begs for 
the bombastic reply. This we have tri 
to avoid, looking for the message but 
receiving it with hopefully healthy skep- 
ticism, feeling that, as professionals, Wê 
need these ideas but also facts so that 
we can change and learn from these 
experiments, For what we would like to 
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communicate, even at the risk of rejec- 
tion, is a message to such groups as are 
represented by Clark and Jaffe. By all 
means criticize the establishment, point 
out loopholes in service, champion the 
downtrodden or deprived. But do it 
with some evidence that your alterna- 
tives are better or at least as good. 
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Stop setting up strawmen. We need your 
help, not your rhetoric; your ideas, not 
your insults. 
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CHARACTERISTICS OF THE EMOTIONAL 
PATHOLOGY OF THE KIBBUTZ CHILD 


Mordecai Kaffman, M.D. 
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Over the past twenty years, the author has had the opportunity to study the de- 
velopmental patterns as well as the incidence and nature of emotional disorders 
exhibited by the kibbutz child population. Kibbutz children and youth do not 
reveal any specific personality type, developmental deviations, or distinctive 
psychiatric syndromes. The author has not found a single case of non-organic 
early childhood psychosis among 3,000 kibbutz emotionally disturbed children 


referred to the kibbutz clinics. 


T° the casual observer, the kibbutz 
might seem the ideal milieu for estab- 
lishing stereotyped patterns of normal 
and abnormal behavior and definite 
similarities in the personality structure of 
children. The basic conditions appear to 
be so homogeneous and stable that one 
may be led to believe there is a reason- 
able chance of discovering a distinctive, 
collective prototype of child and adoles- 
cent kibbutz personality, as well as a 
uniform type of child psychopathology. 


KIBBUTZ PERSONALITY TYPES 


In our modern Western society, it is 
difficult to find an example of egalitarian 


and homogeneous cultural and environ- 
mental conditions parallel to those of 
the kibbutz. Kibbutz children grow Up 
and develop in a cultural and economic 
framework rooted in the principles of 
cooperation and equality. Each child 
enjoys a common standard of accommo- 
dation, food, clothing, education, and 
cultural facilities. The kibbutz knows nO 
slums, economic insecurity, or disadvan- 
taged families of low socio-economic 
status. The children are brought up ina 
group in which there are no significant 
variations in child-rearing aims, methods 
and practices; in the standards of its 
schools, in the content and form of its 
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educational program; in its pedagogic 
systems; and in the quality of its teach- 
ers. Kibbutz children are exposed to 
similar kinds of cultural, entertainment, 
and mass media influences. The amount 
of time that children spend with their 
parents is also allocated on a standard 
basis. By general agreement, rules are 
laid down to determine the division of 
responsibility among the various parties 
with whom the child has contact in the 
process of its social development—par- 
ents, teachers, the children’s group and, 
the kibbutz as a whole. Thus, this type 
of society apparently embodies ideal 
conditions for transforming the literary 
fiction of Brave New World into an 
everyday reality. 

In fact, this is not the case, Some 
authors * 15,18 have indeed attempted to 
define the specific characteristics of the 
kibbutz sabra, and to isolate the modal 
personality prototype of this kibbutz 
child and adolescent, but their conclu- 
Sions are confusing and contradictory. 
There are almost as many definitions of 
the personality of the sabra as there are 
researchers who have dealt with the 
subject, mostly through unsystematic ob- 
servation, interviews, questionnaires, and 
psychological tests performed on small 
samples of kibbutz adolescents. 

According to some of these defini- 
tions, the "typical" kibbutz adolescent 
appears to be decidedly introvert, emo- 
tionally insecure, inhibited, and shy with 
Strangers or with members of the kibbutz 
Outside of his own age group; at the 
other extreme, such adolescents have 
been described as emotionally stable 
and extroverted youngsters, capable of 
adapting themselves to any social en- 
Vironment, On the one hand, they have 
been described as emotionally and in- 
tellectually depleted, with uniform in- 
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terests, narrow horizons, and little origi- 
nality;* on the other hand, as more 
intellectually gifted than other youth 
groups in Israeli society, able to perform 
non-routine tasks, and rich in emotional 
expression and creative ability in nu- 
merous fields of activity. The same kib- 
butz adolescent is sometimes described 
as a dependent personality incapable of 
individual initiative outside the frame- 
work of the kibbutz; at other times as 
the opposite—an independent person- 
ality with first-rate qualities of leader- 
ship, and capable of outstanding achieve- 
ment in social activities, at work, 
in the management of diverse branches 
of the kibbutz, as an army officer, or 
as a university student. 

It is no wonder that these reports, 
portraying a hypothetical, homogenized 
type of kibbutz sabra, have emanated 
mainly from authors whose representa- 
tions of the adolescent personality struc- 
ture were drawn up following a brief 
visit to a kibbutz, frequently without 
knowledge of the language, and mainly 
on the basis of casual observations, an- 
ecdotal data, and psychometric re- 
sponses of an unrepresentative sample 
of adolescents in the absence of ade- 
quate control studies, We should not, 
therefore, be too surprised that, in many 
cases, the “typical” personality structure 
of kibbutz youth, portrayed as charac- 
teristic of an entire generation of adoles- 
cents, is almost identical with the pre- 
conceived theoretical viewpoint of a par- 
ticular author, as regards the emotional 
significance and potential effect of the 
form of upbringing practiced in the kib- 
butz on the development of the child’s 
personality. 

It follows that the child-parent rela- 
tionship in the kibbutz can be described 
and analyzed from opposing stand- 
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cal syndromes described by other clinics 
dealing with children from private fami- 
lies. 

The severity of emotional problems, 
the distribution of diagnostic groups, and 
the symptomatic manifestations may dif- 
fer when one compares samples of kib- 
butz and non-kibbutz emotionally dis- 
turbed children.!? Yet, to the best of 
my knowledge, there are no psychiatric 
diagnostic categories detected among 
Western private families that cannot also 
be found among kibbutz children. To 
illustrate the point, we may mention that 
cases exist among kibbutz adolescents 
of anti-social personality, juvenile de- 
linquency, drug adiction, and sexual de- 
viation, even though their incidence is 
quite minimal and exceptional. 

In regard to the frequency of emo- 
tional problems among kibbutz children, 
our figures do not reveal any funda- 
mental differences between this group 
and other social groups of Western cul- 
tural origin, However, we cannot draw 
any definite conclusion in view of the 
paucity and inaccuracy of comparative 
epidemiological data regarding the fre- 
quency of emotional disorders in repre- 
sentative samples of children of different 
age-levels, Actually, it is hardly possible 
to compare respective statistical findings 
because of the variations in definitions, 
diagnostic criteria, and methods used by 
different professional people to identify 
patterns of emotional pathology. 

It has been estimated by the U.S. 
Commission on the Mental Health of 
Children 17 that about ten percent of the 
children in the United States are in need 
of psychiatric help. This appears to be 
a rather conservative estimate reflecting 
the prevalent views expressed by various 
professional workers dealing with the 
subject.!^ Other studies suggest a higher 
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incidence of emotional disturbance in 
childhood. Chess et al, 8 in their longi- 
tudinal study of the behavioral develop- 
ment of 136 children who were observed 
from early infancy, reported an inci- 
dence of 2146 of behavioral disturb- 
ances in children up to the age of seven 
years. These children were submitted 
for psychiatric observation as a result 
of persistent concern over their deviant 
behavior on the part of their parents, 
their teachers, or both. A screening sur- 
vey of school children in a regular rural 
school in Minnesota? revealed that 
22% of the children in the 10-12 year 
age group displayed evidence of mod- 
erate to serious emotional impairment. 
Actually, different epidemiological stud- 
ies produce quite conflicting figures as 
to the “average” proportion of children 
in need of professional advice and care 
due to emotional problems, the figures 
ranging from 1% to 40%.° 

For the time being, we have no way 
of overcoming this embarrassing statis- 
tical situation, which results from lack 
of uniformity in research methods of 
detecting psychiatric disorders in chil- 
dren. On the other hand, the kibbutz 
would appear to be able to provide 
suitable conditions for obtaining more 
accurate and reliable figures on the fre- 
quency of psychopathological disorders 
in kibbutz children. One must, of course, 
be circumspect when making compari- 
sons with other groups because of the 
different criteria adopted by the kibbutz 
in determining a child’s need for treat- 
ment, Most kibbutzim possess not only 
the basic conditions and the practi 
tools for early diagnosis and treatment 
of children with psychological problems, 
but also a generally positive attitude 
towards mental problems, which em 
courages parents and teachers 10 


MORDECAI KAFFMAN 


professional advice in any case of be- 
havior problems or maladjustment in 
the child.1? This is also made easier 
by the existence of centralized. diag- 
nostic and therapeutic services provided 
by educational specialists in the kib- 
butzim and by the professional workers 
of the Kibbutz Children's Clinic, to 
which each individual kibbutz is at- 
tached, 

Over the past twenty years, the au- 
thor has had a unique opportunity to 
observe the incidence and nature of 
emotional disorders exhibited by the 
child population of one particular kib- 
butz settlement. The kibbutz in question 
may be regarded as typical from every 
point of view. It was founded 23 years 
ago and has a population of 500, in- 
cluding 200 children and adolescents 
under the age of eighteen, Each of these 
children has been under regular psychi- 
atric observation, with the close co- 
operation of his parents and teachers, 
by means of systematic follow-up of the 
child within his group, within his family, 
and, if necessary, through individual 
psychiatric interviews. The psychiatrist 
meets regularly with each of the teach- 
ers of the various age groups in order 
to obtain an up-to-date report on the 
development, achievements, and prob- 
lems of each child. For the past twenty 
years, the author has devoted an aver- 
age of ten hours a week to this longi- 
tudinal study, being assisted by two 
special educators who work full-time in 
the kibbutz helping children who have 
emotional difficulties. Clearly this kib- 
butz is exceptional in having advanced 
facilities for the detection, diagnosis, 
therapy, and follow-up of the various 
types of psychological, developmental, 
and organic disturbances of the child. 
Indeed, it would be hard to find any 
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other place in the world in which it 
would have been possible to carry out 
such intensive psychiatric observations 
over such an extended period of time on 
the emotional development of its entire 
child population. 

It is not the purpose of this paper to 
give a detailed description of the findings 
of this longitudinal study. It will suffice 
to point out that in this kibbutz, which 
undoubtedly has ideal conditions for an 
accurate determination of the incidence 
of emotional disorders in children, we 
have found a strikingly constant annual 
proportion of children in need of help 
due to psychological difficulties, the rate 
being 12%-15% of the total sample. 
Out of a sample of 124 children ranging 
in age from 5-18, sixteen of them 
(13%) have been under psychiatric 
treatment for a year or more, the vast 
majority because of reactive behavior 
disorders, and only a small minority 
due to more internalized neurotic prob- 
lems, The above mentioned proportion 
of children needing systematic psycho- 
logical treatment, at least once а week, 
relates to all the children in this kibbutz 
with moderate to serious psychiatric dis- 
turbances who have received psycho- 
therapy in the course of the past five 
years, Boys were referred for psycho- 
logical help in a consistently higher 
ratio than girls, especially during the 
primary school years. Altogether, three 
times more boys than girls were in need 
of prolonged forms of psychotherapy. 
Since, in this sample, both boys and girls 
lived in the same social environment, 
had the same educators as referral 
sources, and were screened by a single 
psychiatrist using uniform diagnostic cri- 
teria, the unequal sex distribution of 
emotional deviation during school years 
indicates that boys display more overt 
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impressive types of clinical symptoma- 
tology, which increases the chances of 
earlier detection and/or of an open con- 
flict with their surroundings. 

In addition to the group of 13% of 
children receiving psychotherapy, there 
are other children with psychological 
problems who display only mild devel- 
opmental or reactive disturbances, which 
did not necessitate regular therapy. 
When all types of non-organic behav- 
ioral disturbances, including children 
with relatively mild symptomatic clinical 
pictures, are i together, we 
reach an impressive figure of 42% for 
kibbutz children aged 5-18 who have 
been referred to a psychiatrist at least 
once on account of psychological symp- 
toms of varying severity. 

Although we have no documentary 
evidence, it is our firm belief that, taken 
as a whole, this group of 200 kibbutz 
children whom we have followed for 
twenty years does not exhibit excep- 
tional features in the incidence of pa- 
thology. On the contrary, it is our im- 
pression that, on the whole, they have 
fewer serious problems than children 
from comparable non-kibbutz settings. 
If our assumption is correct, we would 
then have proof that there is, after all, 
no serious danger inherent in a close, 
long-term relationship with a psychia- 


With a view to demonstrating the 
basic features that characterize the psy- 
chopathology of the kibbutz child, we 
will now present an analysis of our 
findings with respect to a group of 196 
children and adolescents aged between 
three and eighteen who were referred to 
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PSYCHIATRIC DIAGNOSTIC DISTRIBUTION С 
196 EMOTIONALLY DISTURBED KIBBUTZ: 
CHILDREN (EXCLUDING ORGANIC 
CASES AND MENTAL DEFICIENCY) 
AGED 3-18 YEARS 


PSYCHIATRIC DIAGNOSIS 


REACTIVE BEHAVIOR 
DISORDERS (ALL TYPES) 
Overanxious (Neurotic Traits) 
Unsocial-Aggressive 
Infantile-Immature 
Withdrawing 

Hyperkinetic 8 


PSYCHONEUROTIC 
DISORDERS (ALL TYPES) 
Mixed or Undifferentiated 
Neurosis 12 
Anxiety Neurosis 7 
Obsessive-Compulsive Nourosis 4 
2 
[] 


Phobic Neurosis 

Conversional Neurosis 

PERSONALITY DISORDERS 

(ALL TYPES) 10 

Inadequate-Immature 5 

Passivo-Aggressivo 2 

Antisocial (Psychopathic) 2 

Explosive-Epileptoid 1 
2 
2 


BORDERLINE PSYCHOSIS 
SCHIZOPHRENIC PSYCHOSIS 


OTHER DIAGNOSTIC 
CATEGORIES 


during the years 1966—1969, bei 
all types of emotional disorders (TA 
1). | 
This group includes only chi 
born in the kibbutz for whom а Coi 
hensive diagnostic evaluation. has 
completed, including psychiatric ane 
chological assessment. A second 
of 57 children showing clinical sig! 
neurological impairment (mainly í 
of “minimal brain damage" and/9 
tal deficiency) are not inclu 
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survey, which covers purely psycho- 
genically determined disturbances, 

Of the 196 children in the psycho- 
genic group, three-quarters were under 
the age of twelve, most of them being 
in the 6-12 age group, A lower propor- 
tion of children іп the 12-18 age group 
were referred to the Clinic, but this 
fact should not be used as a basis for 
conclusions as to the real frequency of 
emotional disturbances in the pre- 
adolescent and adolescent years, since 
these age groups show an increasing re- 
luctance to agree to attend consultations 
or treatment. It must be borne in mind 
that at adolescence there is less close 
contact between the youth and his edu- 
cators and also less possibility for close 
observation of his problems in contrast 
to the lower age groups, when the kib- 
butz child is in a small group and sub- 
ject to much more concentrated educa- 
tional supervision. 

There exists a distinct and under- 
standable difference in the nature and 
severity of psychiatric problems exhib- 
ited by kibbutz children before and after 
puberty. Up to the age of twelve, the 
most prevalent diagnosis is that of "Be- 
havior Disorders of Childhood." Out of 
the total number of children in the 
3-12 age range who were referred to 
the Clinic, 9696 fell into this category. 
The frequency of "Reactive Behavior 
Disorders" in the complete sample of 
196 children through age eighteen 
amounted to 769%. Needless to say, this 
common diagnostic label relates to a 
heterogencous group of out-turning pat- 
terns of deviant behavior, which have 
developed as a symptomatic reaction to 
ап unfavorable environment or to trau- 
matic occurrences in the absence of a 
Crystallized neurotic conflict or chronic 
Personality disorder. In the 12-15 age 


group, the relative frequency of reactive 
disorders among kibbutz children de- 
creases, while there is a steady incroase 
as the age curve rises in the frequency of 
neurotic and personality disorders, 
which are the most usual diagnostic 
categories in the 12-18 age group. The 
severity of emotional pathology becomes 
increasingly intensified after the age of 
12--а phenomenon readily understood 
in consequence of the rise in the propor- 
tion of diagnostic categories related to 
internalized psychoneurotic conflicts and 
well structured personality disorders 
after the age of puberty. 

In the 12—18 age range, a sample of 
50 youngsters referred to our Clinic re- 
vealed the following psychiatric ding- 
nostic distribution: psychoneurosis, all 
types, 46%; personality disorders, all 
types, 20%; behavior disorders, 20%; 
borderline patients, 4%; schizophrenic 


disorders, rated 26% of the cases in the 
12-18 age group as severe pathology, 
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ple), but in another third of the girls 
we find the symptomatic cluster of in- 
fantile omnipotence and underdeveloped 
emotional maturity instead of the reac- 
tive behavior pattern of uninhibited ag- 
gressiveness typical of the male sex. We 
believe it important to draw attention 
to the fact that the breakdown of the 
various symptomatic clusters of beha- 
vioral disorders differs from one age 
group to another. The incidence of ag- 
gressive types of behavioral disorders 
declines noticeably as the children get 
older. After the age of nine, kibbutz 
children show a distinct tendency to dis- 
continue or modify aggressive patterns 
of reaction in response to emotional 
frustration or deprivation. 

It would appear that the specific struc- 
ture of the kibbutz (a closed cohesive 
society sharply critical of any dissident 
conduct, particularly with regard to vio- 
lence, which might threaten the stability 
or the very existence of the group) does 
not foster the occurrence or maintenance 
of aggressive behavior. The group dy- 
namics of children brought up together 
in an atmosphere that stresses the values 
of co-operation and mutual assistance, 
acts as an important restraining factor 
and as a positive model of identification, 
which neutralizes or channels away in- 
dividual antisocial responses. Perhaps 
the early and progressive inclusion of 
work assignments and other responsi- 
bilities in the daily schedule of the kib- 
butz child (from the first grade in pri- 
mary school) also contributes towards 
mitigating symptoms of aggressive con- 
duct and diverting them into more so- 
cially acceptable patterns of behavior, 

It is not the intention of this paper 
to analyse the significance of our find- 
ings in respect of the relative prevalence 
of the referral symptoms in the psy- 
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chogénic group included in our study. 
For the present, we will simply draw at- 
tention to the fact that the most frequent 
symptom from age six onwards was 
learning difficulties, accompanied by 
scholastic underachievement. In the kib- 
butz school we meet with a wide span 
of learning problems that do not differ 
symptomatically from those learning dis- 
orders observed elsewhere. 

Enuresis is a frequent symptom under 
the age of twelve (appearing in one third 
of our cases), but becomes very rare 
among kibbutz preadolescents and ado- 
lescents (only 496 of our cases in the 
12-plus group). Antisocial behavior 
such as truancy, lying, stealing, and 
other delinquent actions are very un- 
usual referral symptoms, 


PSYCHONEUROSIS AMONG 
KIBBUTZ ADOLESCENTS 

The diagnosis of psychoneurosis was 
made in 26 children (13%) of the 
group of 196 included in our study. We 
are unable to point to any particularly 
characteristic symptoms or signs of neu- 
Tosis in kibbutz children. The vast ma- 
jority of cases diagnosed as childhood 
neurosis were adolescents. Below the age 
of nine we found no clear-cut fixated 
neurotic patterns, but only transient or 
reactive types of phobic and anxiety 
symptoms, including animal phobias, 
Sleep disturbances, and. diverse fears. 
These younger children with transitory 
unstructured types of anxiety reactions 
were included in the “overanxious” cate- 
gory of behavior disorders, which ap- 
pears to be a semantic innovation re- 
placing the former diagnostic categories 
of “neurotic traits" ! and "neurotic be- 
havior disorders." 7 

Psychoneurosis is the most frequently 
met emotional disturbance among kib- 
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butz children over the age of 12 (46% 
of the children belonging to the psycho- 
genic group in the 12-18 age range). 
In conformity with our findings in a 
previous study,? the present group of 26 
neurotic kibbutz adolescents also shows 
a clear-cut tendency of higher frequency 
of neurotic conditions in girls parallel 
to increase in age. The current survey 


shows a male-female sex ratio of 1.6 to- 


1 in the occurrence of psychoneurosis 
under the age of fifteen, while in the 15- 
18 age group, we find an equal number 
of boys and girls with neurotic problems, 
although even at this age a larger num- 
ber of boys than girls were referred to 
the Clinic. 

This progressive trend in the fre- 
quency of neurotic disorders in girls 
continues even more strikingly after the 
age of eighteen. Of the kibbutz-born 
young men and women in the 20-30 
age group who have been referred to 
our Clinic because of neurotic disturb- 
ances, there are twice as many women 
as men, 

We will not attempt here to analyse 
the possible reasons for the gradual 
change in the relative incidence of each 
of the various diagnostic categories in 
relation to age and sex. But it is clearly 
evident that, up to the age of adoles- 
cence, far more boys are referred for 
treatment as a consequence of external- 
ized conflicts taking the form of be- 
havior disorders. Later on, in the teens, 
the proportion of girls with internalized 
neurotic conflicts increases considera- 
bly, until it equals and gradually exceeds 
the proportion of males with neurotic 
disturbances. It is by no means certain 
that this particular feature is characteris- 
tic only of kibbutz children and adoles- 
cents; indeed, it is our impression that 
a parallel picture prevails outside the 
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kibbutz, apparently for similar reasons. 
As to the characteristics of the symp- 
toms and clinical features observed in 
the group of 26 neurotic kibbutz. chil- 
dren and adolescents, we found that ina 
high proportion of cases we were deal- 
ing with a mixed type of neurosis. 
Anxiety constitutes the most outstanding 
primary feature and is associated with 
several other neurotic manifestations, 
such as general inhibition, fear of some 
bodily, intellectual, or psychic abnor- 
mality, feelings of inferiority, preoc- 
cupation with health problems, diverse 
phobic fears, etc. Approximately two 
thirds of our cases of neurosis were 
diagnosed as anxiety neurosis or mixed- 
undifferentiated types of neurosis. The 
remaining third is divided according to 
the central cluster of symptoms between 
obsessive-compulsive neurosis, phobic 
neurosis, and conversional neurosis. 


PERSONALITY DISORDERS 

The diagnosis of personality disorders 
involving a deep-seated characterologic 
constellation of maladaptive patterns of 
behavior was established as a principal 
or sole diagnostic category in ten chil- 
dren aged 12-18 (5% of the whole psy- 
chogenic group). This diagnosis did not 
appear at all in children below the age 
of twelve. 

The following subcategories of per- 
sonality disorders were found among 10 
out of 50 kibbutz adolescents aged 12— 
18 who were referred to our Clinic be- 
cause of emotional difficulties: Five 
cases of Inadequate-Immature Person- 
ality (10% of the group); two cases of 
Passive-Aggressive Personality (4%); 
two cases of Antisocial Personality 
(4%); and one Explosive-Epileptoid 
Personality (2%). ' 

We think it important to stress that 
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the incidence of antisocial types of per- 
sonality disorder (psychopathic or so- 
ciopathic personality) was extremely 
low, constituting only one percent of 
our total sample of 196 kibbutz chil- 
dren. In the light of twenty years of 
clinical experience in diagnosing and 
treating kibbutz children with emotional 
problems, we believe that this very low 
percentage of sociopathic children is a 
characteristic of the psychopathology of 
the kibbutz child. In this matter, there 
is a clear and substantial difference in 
the diagnostic distribution of the chil- 
dren referred to the Kibbutz Clinic, as 
compared with a parallel group of non- 
kibbutz children referred to an urban 
Child Guidance Clinic. In working with 
urban children referred to the Kupat 
Holim (Sick Fund) Mental Health 
Clinic in Haifa, we found that seven per- 
cent were diagnosed as sociopathic ado- 
lescents —in other words, that there 
were seven times the number of cases of 
structured antisocial personality than in 
kibbutz children of the same age. We 
have already drawn attention to the fact 
that, among the unsocial type of reactive 
behavior disorders, a gradual decline oc- 
curs in the frequency and intensity of 
aggressive symptoms as age increases. 
The very rare appearance of fixed anti- 
social or sociopathic personality disor- 
ders would appear to be further evidence 
of the same process, indicating that the 
kibbutz system of education provides 
adequate means for socializing and posi- 
tive models of identification, so as to 
modify and attenuate both reactive and 
Structured patterns of antisocial behav- 
ior. 

A combination of several factors may 
explain the apparently low incidence of 
hostile social responses. It should be 
borne in mind that, from many points 
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of view, kibbutz methods of upbringing 
and education embody some of the es- 
sential conditions for moderating ex- 
cessive aggressive responses on the part 
of the child. Generally speaking, kib- 
butz child-rearing practices are charac- 
terized, both in the parents' home and in 
the children's quarters by a considerable 
tolerance for "normal" expressions of 
aggressive behavior in young children, 
through limited use of punitive, frustrat- 
ing, or restrictive forms of control, and 
through ample availability of motor out- 
lets, social activity, and group interac- 
tion from an early age. Incidentally, the 
kibbutz peer group can exercise consid- 
erable pressure against dissident aggres- 
sive behavior. The peers tend to replace 
parents and educators as interpreters 
and enforcers of their moral code. 

The kibbutz peer group constitutes 
a very influential socializing agent, and 
acceptance or rejection by one's peers 
becomes an important source of positive 
or negative self-evaluation, especially 
over the age of eight. There would ap- 
pear to be a direct connection between 
the degree of cohesiveness within the 
group from this age onwards and its 
influence as a restraining factor in cases 
of antisocial behavior. Naturally, the 
hundreds of children's groups in the 
many kibbutzim differ one from another 
in their degree of unity according to 
variables such as the number of chil- 
dren in the group, whether they are of 
the same or mixed ages, the personal- 
ities and stability of their educators, the 
general social structure of the kibbutz, 
etc. We also believe that the inclusion 
of work assignments in the child's daily 
routine represents an additional factor 
in socializing aggressiveness, As has been 
pointed out, work, in the sense of regu- 
lar assignments and responsibilities for 
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service chores in the children’s quarters, 
starts as early as the first school grade. 
These work assignments are increased 
gradually as the child grows older and 
play an increasingly important part in 
his activities. From the age of 15-16, 
successful work performance in the var- 
ious branches of the kibbutz can be an 
important factor in social adaptation, in 
identifying the adolescent with the values 
of adult society, and in raising his self- 
esteem in cases of emotional conflict. 
Devotion to duty, a volunteer spirit, 
and significant achievements in the 
sphere of work are basic requisites for 
winning the appreciation of kibbutz 
members and the peer group. Our ex- 
perience shows that the early introduc- 
tion of productive work that encourages 
young people.to take over responsible 
adult jobs in the kibbutz economy is an 
important factor in the rehabilitation of 
emotionally maladjusted kibbutz adoles- 
cents and in reducing the incidence of 
anti-social manifestations at this age. 
Of course, in the kibbutz, there is less 
likelihood of finding antisocial acting-out 
models to identify with, than in other 
non-kibbutz social environments. In re- 
cent years, however, there have been 
substantive changes in the composition 
and size of the kibbutz population, ac- 
companied by a pronounced modification 
in the original image of the kibbutz as 
an intimate, closed, well-knit, and united 
group in its values and way of life. 
Among other things, the kibbutzim have 
opened their gates to temporary groups 
of young volunteers, mainly students 
from various overseas countries, who 
come to stay for a few months as a sup- 
plement to the labor force and to gain 
first hand knowledge of the kibbutz way 
of life. These temporary residents un- 
doubtedly include all types of socially 


705 


maladjusted people with neurotic and 
personality disorders, They are liable 
to introduce into the kibbutz their own 
ecological model of rebellion against 
the norms in their own society, including 
delinquent behavior, drug addiction, and 
asocial or antisocial “new” moral codes 
and values. A steadily increasing percen- 
tage of marihuana, LSD, and other drug 
users, who have infiltrated into the kib- 
butzim from overseas “developed” coun- 
tries, now constitute an integral part of 
the surroundings of the kibbutz-born 
youth. Until now, we have found only 
rare instances of kibbutz youth using 
drugs, and even in these isolated cases 
most of the subjects were not kibbutz- 
born youth but adolescents who had 
joined the kibbutz from outside. How- 
ever the real test as to whether kibbutz 
youth is or is not immune to drug ad- 
diction or other manifestations of digres- 
sive social behavior has still to be met. 
The change in the ecological climate of 
the kibbutz in terms of enhanced con- 
tact with people whose values conflict 
sharply with accepted kibbutz norms, is 
a feature mainly of the last four years, 
following the Six Day War. It is still too 
early to make a reliable assessment as 
to the manner and degree in which the 
kibbutz has been influenced by contact 
with people coming from different cul- 
tures and introducing unconventional 
customs and ways of life. In the mean- 
time, we have not discerned any dis- 
turbing indications among kibbutz youth 
of an increased appearance of unusual 
antisocial behavior. The kibbutz child 
and adolescent continues to be bound 
both socially and in his standards of 
values to his peer group, which in turn 
still faithfully reflects the essential norms 
of social behavior and moral values of 
the kibbutz adult model. 
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PSYCHOTIC DISORDERS: 
THE ABSENCE OF PSYCHOGENIC 
EARLY CHILDHOOD AUTISM 


Over the past ten years, we have had 
the opportunity of studying eight kib- 
butz children (five boys and three girls) 
with a typical clinical picture of early 
childhood psychosis. Their psychotic 
condition was diagnosed during the pre- 
school years, mostly before the age of 
three. The group includes four children 
referred to the Tel Aviv Kibbutz Clinic 
and four children examined by us at the 
Oranim Kibbutz Clinic. They have been 
followed up for three to ten years. 

All of these eight children completely 
met the diagnostic criteria put forward 
by the British working group, under the 
Chairmanship of Creak.? These children 
presented typical severe patterns of au- 
tistic, atypical and withdrawn behavior, 
failure to develop adequate person-to- 
person relationships, uneven develop- 
ment, abnormalities in verbal communi- 
cation, dereistic thinking and activity, 
disturbed expression of feelings, ritualis- 
tic and stereotyped mannerisms, sus- 
tained resistance to change, poor body 
image, etc. All of them showed evidence 
of total or scattered areas of mental sub- 
normality of varying degrees of severity. 

Due to the small number of children 
involved in our study, no definite conclu- 
sions can be drawn; however, it seems 
to us worth emphasizing that, without 
exception, in all of our eight cases of 
early childhood autism the psychotic 
condition was invariably associated with 
some kind of organic CNS disturbance. 
All eight children displayed “soft” signs 
of neurologic impairment similar to the 
features regularly found in cases labelled 
as “minimal brain damage” or “cerebral 
dysfunction.” 5 Our findings included 
motor disturbances (e.g., hyperkinesis, 


PATHOLOGY OF THE KIBBUTZ CHILD 


abnormal gait, poor motor coordination, 
difficulties in executing fine motor move- 
ments, choreiform movements); di- 
verse perceptual and cognitive defects; 
expressive types of dysphasia and 
aphasia; as well as other objective signs 
of structural pathology of the CNS. In 
two cases, epileptic seizures developed 
in the course of the follow-up. A history 
of complications in pregnancy, which 
may have caused injury to the fetus or 
other perinatal or postnatal pathological 
conditions, was recorded in almost every 
case, Four of our psychotic cases were 
premature babies. 

The fact that until now we have not 
revealed a single case of non-organic au- 
tistic or symbiotic type of early child- 
hood psychosis does not seem to us to be 
related—in contrast to Bettelheim's * 
hypothesis—to existing differences in the 
child-rearing practices of kibbutz and 
private families. Bettelheim assumes 
that the kibbutz infant's lessened de- 
pendence on its mother, as a result of the 
transfer of several important infant care 
functions to the kibbutz metapelet, 
would eliminate the danger that “аџ- 
tism might develop as a response to 
extreme negative feelings shown by the 
mother to the specific child." 

We do not share this view because, in 
the kibbutz, too, the child's contact with 
his parents, and especially with his 
mother, is sufficiently close and intense 
during infancy and early childhood. Ac- 
tually, a baby in a Kibbutz Infant's 
Home reacts exactly as any non-kibbutz 
baby would in displaying symptoms of 
restlessness, excessive crying, vomiting, 
eating and sleep disturbances, in re- 
sponse to inappropriate maternal han- 
dling and attitudes. 

All the types of child psychological 
disorders described in psychiatric text- 
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books, as deriving from a disturbed par- 
ent-child relationship, can and do de- 
velop within the specific framework of 
‚ the kibbutz from infancy onwards. It is 
therefore strange that, of all the possible 
diagnostic categories, psychogenically 
determined early childhood psychosis is 
absent while the organic type of psycho- 
sis appears in its place. We believe that 
there is another and simpler explanation 
than that advanced by Bettelheim, who 
assumes emotional separation between 
mother and child. 

The medical, psychological, and edu- 

cational services provided for kibbutz 
children enable us to assemble and re- 
liably trace pathogenic organic factors 
that may have brought about the neuro- 
logical damage to the child, as well as 
to arrive at early exposure of deviant 
development and detection of objective 
findings of innate or postnatal CNS pa- 
thology. The child is observed daily 
throughout the years in a small group, 
in everyday life situations, by experi- 
enced nurses. This allows them and the 
parents to make a continuous evaluation 
of the child as compared with others in 
his peer-group. Any deviation from 
“normal standards" can usually be de- 
‘tected sooner and more easily in the 
kibbutz setting than in the rather closed 
` setting of a private family. Furthermore, 
the accurate evaluation of the pathology 
of psychotic kibbutz children is made 
easier by the centralization of diagnostic, 
management, and follow-up procedures 
in the Kibbutz Clinics from early child- 
hood through adolescence. 

Once again, we would emphasize that 
out of 3,000 emotionally disturbed chil- 
dren referred to two Kibbutz Child 
Clinics in the course of approximately 
fifteen years, we have so far failed to 
reveal a single case of “pure” psycho- 
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genic psychosis prior to the age of 
twelve. Our cases of non-organic psycho- 
sis relate exclusively to adolescents over 
twelve, and especially over the age of 
fifteen. In this age range, overtly psy- 
chotic kibbutz adolescents seem to pre- 
sent a clinical picture similar to non-kib- 
butz adolescents in the context of an 
acute schizophrenic episode or a chronic 
schizophrenic pattern, both types of psy- 
chosis fitting into the symptomatic model 
of adult schizophrenia. 

In the light of our experience, we 
cannot but agree with the view” that 
neurological damage related to so called 
“minimal brain damage" or “celebral 
dysfunction" may result in multiplicity 
of disorders and in clinical pictures rang- 
ing from diverse kinds of deviant devel- 
opmental patterns to childhood psycho- 
sis, including the typical syndrome of 
early autistic psychosis. 

It is true that the vast majority of 
kibbutz and non-kibbutz children diag- 
nosed as brain damaged are not psy- 
chotic or autistic; and we should seek an 
explanation as to why a minority does 
become psychotic. But the fact remains 
that the kibbutz children examined by 
us and diagnosed as cases of early child- 
hood psychosis, all present what seem to 
be unmistakable signs of organic neuro- 
logic pathology. Of course, even the 
symptomatic picture of children with or- 
ganic psychosis includes and reflects the 
participation of psychogenic influences 
related to the interplay between the 
child and his family and social environ- 
ment. However, in these eight cases, 
which we diagnosed as organic types of 
childhood psychosis, we found that the 
superimposed psychological elements 
played only a subsidiary role in produc- 
ing the symptoms. 4 

The clinical evidence of an irreversi- 
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ble CNS abnormality in all our cases 
may explain the unfavorable course and 
Poor prognosis of the disease in each of 
these psychotic children. Despite the sys- 
tematic use of diverse eclectic types of 
therapy and intensive and continuous 
teaching and training programs carried 
out by individual educators in the kib- 
butz setting, or at residential therapy 
centers, we did not encounter a single 
instance of psychological independence 
and adequate adjustment to regular 
school and group life. In this respect, 
kibbutz children with an unequivocal 
diagnosis of early childhood psychosis 
share the same unfortunate fate as the 
group of 150 New York Schizophrenic 
children who, when followed up twenty 
years or more after the onset of the dis- 
ease, revealed a continuation of their 
childhood illness into adulthood in 
nearly every case, It would appear to be 
true that "schizophrenia evidenced any 
time in childhood, leads to a life course 
of schizophrenia," ? 


CONCLUSIONS 


Undoubtedly there are several factors 
that contribute to reducing the severity 
of clinical types of emotional pathology 
among kibbutz children. They include 
the special child-rearing practices of the 
kibbutz, the fact that it is a selective 
Society from the point of view of its 
ideals, aspirations, and culture, as well 
as its extensive facilities and Services for 
diagnosis and early treatment of Cases 
of pathological abnormality, Naturally, 
the unique system of child rearing in the 
kibbutz framework also produced defi- 
nite dissimilarities in the symptomatic 
characteristics and distribution of the 
various psychiatric categories. 

Our main conclusion as a result of 
more than twenty years’ work with “nor- 
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mal” and disturbed kibbutz children may 
be summed up in two central facts: 

1) We have failed to uncover any 
clinical entity recognizable as a specific 
or prevalent emotional disturbance of 
kibbutz children. In fact, the usual psy- 
chiatric syndromes observed in children 
and adolescents raised in the traditional 
Western family may also be observed 
among kibbutz youngsters. It should be 
noted, however, that out of 3,000 emo- 
tionally disturbed children referred to 
the Kibbutz Clinics, we have so far 
failed to reveal a single case of psycho- 
genically determined early childhood 
psychosis. 

2) On the other hand, the kibbutz 
system of upbringing permits the rearing 
of normal children showing an ample 
diversity of personality patterns, all of 
which are certainly covered by the wide 
concept of “normalcy.” 
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THE SIGNIFICANCE OF PARENT-ROLE SUBSTITUTION 
BY SOCIETY IN VARIOUS SOCIAL STRUCTURES 


David Krasilowsky, Ygal Ginath, Rita Landau and Myriam Bodenheimer 


Different social organizations were faced with a common stress situation. The 
impact of this stress on mothers of young children, and their response thereto, 
is described. The ways in which different social groups are able to adapt 
themselves in order to strengthen or substitute parental role, and thus relieve 
the mothers’ stress, are analyzed and evaluated. A highly organized society, 
by being able to take more responsibility upon itself for its members than the 


independent family, has proved its advantage in hostile circumstances. 


То work will describe the ways in 
which different social groups may 
Strengthen or relieve the parent role, 
and will derive possible implications for 
the general prevention or treatment of 
psycho-pathological manifestations іп 
parents, particularly mothers, It presents 
a summary of clinical observations made 
in Israeli settlements in the Beth-Shean 
and Jordan valleys over a period of two- 
and-a-half years (1968-1970). 

The area under discussion is west of 
the Jordan river, which in this region 


forms the border between Israel and the 
Hashemite Kingdom of Jordan, Though 
there was no formal peace settlement in 
the period between 1949 and June 1967, 
relations between the Jewish and Arab 
populations on opposite sides of the Jor- 
dan river were peaceful, comparable to 
those between relatively good neighbors. 
A few months after the Six-Day-War, 
there was an outbreak of terrorist activ- 
ities that led to retaliatory action by the 
Israel Defense Forces. The hostilities 
brought about a radical change in the 
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regional situation. Most of the Arab 
agricultural population east of the river 
abandoned their farms, and the region 
was taken over by Arab terrorists whose 
harassment of the Israeli settlements 
forced the settlers to face a new and 
difficult situation, to which they had to 
adapt both physically and emotionally. 

This radical shift in external condi- 
tions forced both individuals and the 
group to develop effective adaptive 
modes. At first, while still hoping that 
the crisis would pass quickly, the settlers’ 
reaction was comparatively simple, di- 
rected towards achieving immediate re- 
sults, with no complicated planning. 
This development is comparable to that 
described by Thompson and Hawkes 1% 
in their report on community changes 
in a situation of disaster, in which the 
“shortening of time perspective” and 
the “predomination of direct action” are 
pointed out as the principal changes in 
the behavior of the population. 

When the authors entered the scene, 
about six months after the newly created 
circumstances, the settlers already real- 
ized that there was no end in sight to 
the hostile activities. Nonetheless, most 
of the communities had not yet taken 
appropriate measures for adjustment 
over a long period of time. Thus, the 
necessity to help in long-term planning 
was recognized to be one of the major 
tasks of the team. The duration of stress 
may play а decisive role in the response 
of the individual and the community.” 34 
This time factor and, of course, the un- 
certainty about the future appeared even 
more important than the actual pressure 
of impending danger. 

We assumed that the individual’s abil- 
ity to adjust would be determined by 
two factors. The first is his social and 
cultural background and the amount of 


traumatic experience in his past. It is 
difficult to appraise the effect of past 
traumata on an individual’s ability to 
withstand stress in the present. The usual 
assumption is that after a deep traumatic 
experience, the individual becomes more 
sensitive to new trauma. Likewise it is 
difficult to predict the result of present 
stress on the emotional reactions of the 
settlers in the far future. This difficulty 
has been emphasized by many authors, 
including R. N. Wilson: n 


The individual has a history of stress and the 
massive intrusion of disaster cannot be seen 
except as part of a pattern. One would like 
to know how the person has reacted in the 
past, what situations of stress he has mastered, 
and what kind of stress has found him unusu- 
ally vulnerable. Has the cumulative stress of 
life been such that he is more tempered 
and strong, Or battered and weak . . - 


The second contributing factor lies in 
the degree of crystallization of social 
groups and systems that might result in 
the ability of the community to help the 
individual within it. The combination of 
these two factors, the personal and the 
social, will determine success Or failure 
of the individual to reach an effective 
adjustment. 


THE INDIVIDUAL 
AND THE SOCIAL GROUP 

External changes influence not merely 
the individual but the entire social group. 
The quality of internal communication 
and the relationships within the group 
are reflected in the measure of success 
in finding appropriate responses to the 
new external problem. The change that 
takes place in a community confronted 
with an external stress situation is ех- 
pressed both in action and in the form 
of communication within the group. 

We were especially interested in the 
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changes occurring within the social 
group, and we tried to formulate a sys- 
tem based on the approach of Homans: 5 


The group's action with respect to an external 
problem is affected to some degree by the 
pattern of person-oriented feelings and ac- 
tivities which inevitably emerges from the 
communication and interaction process in- 
volved in any group effort. 


This notion, supported by the work of 
other researchers, * 9% 11 makes it appear 
that groups clearly have an advantage 
over individuals, Accordingly, the solu- 
tion of problems by groups is more than 
the sum of separate solutions reached by 
individuals within the group. 
Interestingly, the settlers of the Jor- 
dan and Beth-Shean valleys did not 
choose the apparently simplest solution 
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to the dangerous situation in which they 
found themselves, namely to abandon 
their settlements, as was done on the 
eastern side of the river. It became clear 
to us, therefore, that in the presence of 
factors that make certain individuals 
more vulnerable than others, it is neces- 
sary to find a common group solution to 
cope with the harmful influence of pre- 
vailing conditions. Only help by the 
community can protect the weaker in- 
dividual, and only those individuals who 
Show a sufficient feeling of identification 
with their community can benefit from 
the support provided by the group. The 
latter fact obviously implies that an in- 
dividual's personal solutions should not 
deviate from the social norms of the 
community. 


THE SETTINGS 


POPULATION AND AREAS 

The population under discussion is 
agricultural; and is comprised of six 
kibbutzim and two moshavim. 

The kibbutz is a collective, agro- 
industrial community, based on princi- 
ples of equality, social and economic 
cooperation, and a common political out- 
look. It was created as an instrument for 
the implementation of Zionist and so- 
cialist principles. Membership in the kib- 
butz embraces all aspects of life. Social 
decisions of importance to the group are 
taken at general meetings of all kibbutz 
members, and all means of production 
are under collective ownership. 

Upbringing and education of children 
in the kibbutz is collective and its as- 
pects have aroused much interest in the 
professional literature.” 20 It is carried 
out in communal children's houses by 
specially trained members of the com- 


munity. Thus the society partially as- 
sumes the function and role ordinarily 
exercised by the parents, thereby creat- 
ing a kind of “broader family" unit. 

In most of the kibbutzim the children 
Sleep in the communal children's houses, 
grouped by age; only in a few do they 
sleep in their parents’ homes. These dif- 
ferences among kibbutzim result from 
the variety of personal and social back- 
grounds of its members. 

The moshav is a cooperative small- 
holders 1 farming community with par- 
tial collective ownership of those means 
of production that an individual could 
not afford to own privately, such as 
heavy mechanical equipment, and in 
which purchasing of the community's re- 
quirements and marketing of its produce 
is done cooperatively. The measure of 
mutual dependence is much smaller in 
the moshav than in the kibbutz, and 
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mutual responsibility for children does 
not extend beyond kindergarten and pri- 
mary school. The social and economic 
unit remains the family, which plays a 
major role in the upbringing of the 
children. 

In the Jordan and Beth-Shean valleys, 
the composition of the kibbutz popula- 
tion is varied in terms of country of 
origin and age. There is a large number 
of old-timers in the area, many born in 
the kibbutz, and, of course, a large num- 
ber of survivors of the Holocaust. Thus 
many of the members have undergone 
traumatic experiences such as the Holo- 
caust, participation in World-War II, or 
fighting in the Israel War of Indepen- 
dence. Many have lost close relatives in 
these wars. Most of the kibbutzim in the 
region are among the largest and best 
established in the country, with 300-500 
members each. 

Most of the population of the two 
moshavim either immigrated from Kur- 
distan, arriving in Israel after the estab- 
lishment of the State, or were born in 
Israel of parents from Kurdistan. The 
average family in the moshav is larger 
than that of the kibbutz, and family ties 
are stronger. The economic situation of 
these moshavim is much less stable than 
that of the kibbutzim. 


THE STRESS SITUATION 


As already mentioned, the population 
under discussion was subject to almost 
daily terrorist activities. These included 
sniping, laying of land-mines іп the 
fields, and, above all, unpredictable 
bombardments, usually during the night. 
These actions extended over a prolonged 
period, during which there was both 
damage to and neglect of the farm econ- 
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omy; the settlers spent many sleepless 
nights and suffiered a significant number 
of casualties. 


THE MENTAL HEALTH TEAM 


Our investigation was carried out by 
a team set up on a voluntary basis, com- 
prising three psychiatrists and one psy- 
chiatric social worker. Two of us com- 
menced working in May 1968, and the 
other two joined six months later. Ini- 
tially the team was brought together to 
extend active psychiatric help to a popu- 
lation subjected to persistent stress. In 
order to acquaint the team with the situ- 
ation, a questionnaire was distributed 
requesting basic information, such as 
the number of settlers in each commu- 
nity, their distribution according to age, 
details about settlers who had been un- 
der psychiatric care, the need for sleep- 
ing pills or tranquilizers, and changes in 
this need in the course of the last half 
year. This provided an early appraisal 
of the emotional state of the settlers, in- 
cluding the approximate number of 
psychiatric examinations required for 
children or adults, We relied on this in- 
formation in the initial stage of our 
work. 

As time passed, it was recognized that 
some subgroups were more vulnerable 
than others, and special efforts were 
made to help them. Most important 
among these was the group of mothers, 
especially those who had young children. 
This article presents clinical material 
concerning deviant behavior encoun- 
tered in mothers, and the therapeutic 
effect of substituting the parent role by 
protective social group action. Some 
other aspects of our observations have 
been published elsewhere.” 
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CLINICAL MATERIAL 


KIBBUTZ SITUATION I 


A kibbutz located close to the border, fre- 
quently subjected to shelling. The children 
sleep in communal children's house, Owing 
to unpreparedness, there were no shelters 
suitable to accommodate children at night; 
thus, in case of night shelling, parents were 
obliged to rush the children from their 
sleeping quarters to the common shelter. 


The patient: Born 1929. Mother of four— 
three girls aged 19, 16 and 9 years, one son 
of 6. During shelling attacks the husband 
took the son into the shelter and the patient 
(the mother) took care of the 9-year-old 
daughter. One night, when the shelling began 
and the husband raced out to collect the boy 
and take him to shelter, she suddenly felt 
"as if all blood had drained from me, I 
remained as if paralyzed and began to trem- 
ble all over, so much that I couldn't even 
light a cigarette," She was unable to move 
from the spot, and only when her husband 
returned after the shelling stopped, several 
hours later, did her state of immobility give 
way. 


Within a few days the problem of shelters 
was solved, and the children slept there 
permanently. A short time after, the 
woman described the situation as follows: 
^A Katyusha rocket [ground-to-ground mis- 
sile] fell on the kibbutz and I didn't even 
wake up." A year has passed since this inci- 
dent occurred, and she never suffered a similar 
attack. 


Without going into the ambivalent attitude 
of the patient apparent in her description 
of her task ("I took care of my youngest 
daughter while my husband cared for our 
son and never agreed to change"), we should 
point out that the moment when the physical 
responsibility towards the children passed 
from the parents to society, thus releasing 
the mother, the conversion syndrome dis- 
appeared. 


KIBBUTZ SITUATION П 

A kibbutz, relatively far from the border, 
shelled twice within a short period of time 
by Katyusha rockets that fell in the area 
of the living quarters. In this kibbutz there 


is no communal sleeping; the children sleep 
in their parents’ rooms. In the event of an 
alarm, the parents take their children into 
the nearest shelter. Following a Katyusha 
attack, there were five cases of mothers who 
developed severe anxiety. They consistently 
remained at home in the evenings despite the 
husbands’ willingness to stay at home to keep 
watch over the children and enable the wives 
to go out and take part in social activities. 
They suffered palpitations, sweating, insomnia, 
difficulties in concentrating on their work 
and persistent restlessness, 


One of the five cases concerns a young mother, 
born in Israel in 1943, whose father died 
while she was a child. She left home at an 
early age and was educated in a kibbutz as 
рагі of a youth group, She married a boy 
from the kibbutz and had a baby girl. At this 
time her husband was in the military service, 
About the time of the second shellings, the 
baby had reached an age at which the mother 
—in accordance with the custom of this kib- 
butz—should have stopped feeding the baby 
herself during the morning. The woman's 
fears, caused by the separation from her hus- 
band and the partial "separation" from the 
baby, were expressed in a developing state of 
anxiety. When the situation was understood, 
and arrangements made for her to continue 
caring for the baby herself, her condition 
greatly improved. 


KIBBUTZ SITUATION ІШ 

Four kibbutzim of different socio-ethnic and 
ideological composition. Communal sleeping 
quarters in each case. By the middle of 1968, 
children up to 12 years of age were already 
being put to sleep in the shelters. Here, there 
Was not one clinical case similar to those 
previously described. In the course of our 
interviews, the members of these kibbutzim 
stressed the tension that they experienced 
before the children went to sleep in shelters, 
and the relative calm of the parents since 
Shelter-sleeping was introduced. 

In this context the following is worth men- 
tioning to illustrate the prevailing atmosphere: 


One of the children's nurses, herself a 
mother, wondered whether the startled re- 
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sponse of children to their parents’ caresses, 
when the parents went to seem them at night 
after an all-clear, was an expression of ten- 
sion. We explained that this was not at all 
the fact. It was merely a normal reaction of 
children who slept soundly and were awak- 
ened by quite unusual signs of affection not 
normally forthcoming in the middle of the 
night. It was, on the other hand, an under- 
standable reaction of the parents, who gave 
vent to their feelings of anxiety and their 
desire to comfort the children by looking 
after them, adjusting their covers, bestowing 
a quick caress. 

A joke circulating in the kizzutzim further 
reflects the prevailing situation: On a winter’s 
night, in a certain kibbutz, a boy wakes up 
in the children’s shelter crying, frightened 
by a thunderstorm and lightning. The nurse 
in charge approaches him, saying: “It’s 
nothing, darling, it's only the boom boom 
[the shelling].” Much relieved and comforted, 
the child goes back to sleep. 


MOSHAV SITUATION 

Shelters are shared by pairs of neighboring 
families, each with a considerable number 
of children. The mothers usually have to 
carry one or two of the smaller ones to shel- 
ter. Here we encountered an extreme but illus- 
trative case of a woman, about 35 years 
old, born in Kurdistan, mother of seven chil- 
dren. She was interviewed following a need 
to assess the emotional state of one of her 
daughters, who was not functioning well at 
school. The mother expressed great annoy- 
ance about the child, not so much because 
of her low school achievements, but because 
during shelling the girl would run ahead of 
her into shelter. 

A small number of moshav families found 
a solution to the problem through moving 
the whole family into the shelter to sleep. 
But by 1969, many were demanding the 
building of shelters especially for children. 
This, however, raised many problems, in- 
cluding the need to separate the sexes. 
Further, the plan itself required a joint 
decision and the neighbors were unable to 
reach agreement. There should obviously be 
an adult present during the night in the 
shelter so that the children are not left to 
themselves; rotation of mothers was pro- 
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posed for that purpose, but again no agree- 
ment was forthcoming due to mutual dis- 
trust. On the other hand, the moshav residents 
were prepared to accept school teachers or 
nurses for guard duty. Finally, the problem 
found a partial solution by the building of a 
special, reinforced security room in each 
house, which provided relative safety and— 
though less secure than the shelter—could 
be used for the night by the entire family. 


DISCUSSION 

The common factor in the situations 
presented was a state of tension and in- 
adequacy among mothers resulting from 
the burden of their parental responsibil- 
ity in the face of real, physical threat. 
Relieving of parental responsibility by 
the society appeared imperative in these 
circumstances. An adoption by society 
of the parental role is only possible 
where the society has a crystallized 
structure, as in the kibbutz, and where 
this structure predominates over the au- 
thority of the family. 

The moshav, however, retains the so- 
cial and cultural aspects of family—or 
extended family—dominance; a com- 
mon protective action cannot come into 
effect without the consent of all indi- 
vidual families. This consent cannot be 
achieved easily, mainly because of habits 
and rivalry of families. 

In principle, in a kibbutz society, up- 
bringing and education of the children, 
commonly accepted as part of the pa- 
rental (mainly the mother's) role, are 
handed over to representatives of the 
society. These act as educators and 
agents in forming the children's social 
behavior; they are with the children most 
of the day.” 19 The afternoon belongs to 
the parents, who then can satisfy the 
child’s individual needs. In addition to 
the adult images provided by the parents 
on one hand, and the social agents on 
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the other, a further factor of primary 
importance is the peer group, which 
gives the ‘children self-confidence by 
means of identification. 

In most kibbutzim, the healthy child 
spends the greater part of his day and 
night in the children’s house. Exceptions 
are 1) illness, when, in many kibbutzim, 
he is moved to the sick-room, in others, 
to the parents’ room; 2) in some kib- 
butzim, the children sleep in their par- 
ents’ rooms on Friday night; and 3) in 
kibbutzim where there are no communal 
sleeping arrangements. 

In kibbutzim where sleeping is com- 
munal, the parents are accustomed to 
consider supervision of the sleeping chil- 
dren as the responsibility of the society, 
which provides night nurses. If a child 
wakes up during the night crying, or 
because he does not feel well, the night 
nurse is either able to cope with the 
problem herself or may call for one of 
the parents. 

When the night shelling started, the 
parents—in their endeavour to help the 
nurse—took upon themselves the task 
of collecting the children from their 
sleeping quarters and taking them to 
shelters. It became obvious, however, 
that running through the shelling con- 
stituted a danger and that, in any case, 
the shelters were only suitable for a 
short-term stay and not appropriate for 
permanent sleeping. This gave rise to 
anxiety, fear of being injured, and physi- 
cal fatigue, and required great efforts of 
adjustment. Assuming that the required 
adjustment was basically conditioned by 
external circumstances,’ it is easy to 
understand that in places where the so- 
ciety acted quickly and accepted the 
parental role, thus sharing the physical 
responsibility for the children, severe 
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conditions of decompensation (as de- 
scribed above in kibbutz situations I and 
Ш) did not occur. In these cases, we 
as psychiatrists were only observers, 
with no need for professional interven- 
tion. 

It is noteworthy that the children 
themselves willingly accepted their trans- 
fer to shelters for the night. In the shel- 
ters, which soon became a second home 
for them, they could continue to sleep 
undisturbed by happenings outside their 
small and safe world. 

This behavior is in line with observa- 
tions made nearly 30 years ago by A. 
Freud and D. Burlingham ! on evacu- 
ated London children during the blitz. 


. . . Every evening whether there is ап air- 
raid or not, the children are settled down 
in their shelter beds, the shelter taking the 
place of an ordinary bedroom. This is much 
wiser than putting the children to bed up- 
stairs and only taking them to shelter when 
the sirens go. The routine of their waking 
and sleeping remains in this way independent 
of air-raids and lulls. They go to bed at 
their usual time and there is no need to 
disturb them when hostilities begin outside. 
(p. 93) 


The physical task of guarding the 
child in hostile conditions constituted 
an additional burden to the parental role 
and intensified the risk of arousing feel- 
ings of aggression in the parent-child 
relationship. These appeared overtly in 
the case of the Kurdistani mother in the 
moshav, and is a symptomatic form. 
Here we would like to refer to the work 
of Ostow,® who in dealing with this topic, 
said: 

The young in other words, are spared the 
parents’ hostility only by virtue of inhibitory 
mechanisms which the young activate. How- 
ever, these mechanisms function only under 
normal circumstances, when the situation is 
abnormal the mechanism becomes deranged. 
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Accordingly, the protection of the 
child had to be entrusted to the social 
group, ie., the kibbutz. However, the 
social structure of the kibbutz society is 
not always sufficiently flexible to take 
these steps. Each kibbutz as a social unit 
decides for itself if changes in its pat- 
tern of living are to be made, and does 
not necessarily take into account the ex- 
perience of others. This happened in Sit- 
uation II, where, despite the appearance 
of anxiety states, a general meeting of 
kibbutz members decided to continue 
having the children sleep with their fam- 
ilies, who retained the responsibility for 
guarding the children and insuring their 
physical safety. It is interesting that the 
question of the change from family to 
communal sleeping of the children in 
shelters was raised by several of the 
mothers treated by us. They claimed: “I 
was never in favor of communal sleep- 
ing, but under the current circumstances 
I am for it.” Nevertheless, since the par- 
ticularly strong traditions of this kibbutz 
(one of the oldest in the country) was 
opposed, the change was never made. 
Contrary to this, in Situation II, the so- 

, ciety desisted from the ruling custom 
and allowed the woman to nurse her 
baby beyond the usual time, to help in 
reducing her anxiety. This case illus- 
trates the character of a society that 
tends to emphasize the parental role 
rather than to provide a substitute for it. 

The situation in the moshav appears 
far different. There, the organization 
does not allow for any substitution of 
the parental role. Therefore, under the 
prevailing conditions, the only effective 
solution was the establishment of a 
sleeping place for each family that would 
provide a reasonable degree of safety. 
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CONCLUSION 

In connection with the substitution of 
the parental role, clinical experience was 
provided to indicate the possibilities of 
assistance to the weaker individual in 
the area of mental health and prevention 
of mental stress. The organized society, 
by being able to take more responsibility 
upon itself for its members than the 
independent family, has definitely proved 
its advantage over the independent fam- 
ily in hostile circumstances. Whether in 
assuming the parental role or in making 
concessions with regard to the parent, it 
allows the development of mechanisms 
of adaptation to external conditions that 
would prove too difficult for the weaker 
members of society to cope with. 
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he main purpose of this paper is to 
focus attention on the challenge fac- 
ing residential treatment centers to make 
more effective use of child care workers. 


PRESENT STATUS 
OF CHILD CARE WORKERS 

Many writers have emphasized the 
central importance of the child care 
worker in the "therapeutic milieu." » qu 
The opinion is often given that psycho- 
therapy can only be effective if the 
daily living experiences of the child are 
coordinated to reflect the goals of the 
therapist. КопорКа 7 discusses the im- 
portance of training for the child care 
worker and the need for his close super- 
vision by the professionals in the insti- 
tution, Maier et al 1° contend that the 
therapist should share more information 
about therapeutic goals and techniques 
with the child care worker than he does 
in actual practice, and they add that 
the child care worker must be trained 
to comprehend the therapy process even 


though he cannot be expected to do so 
at a professional level. 

Although the central importance of 
the child care worker in the therapeutic 
environment has been acknowledged, 
seemingly contradictory views have 
often been presented. In view of these 
discrepancies it seems important to look 
more carefully at our system of residen- 
tial treatment. Alt! cites the lack of con- 
sistency in the role of child care workers 
in various institutions. He suggests that 
professionals might be employed as child 
care workers, and that a new profession 
could be created. In discussing the un- 
derlying philosophy of the Orthogenic 
School, Bettelheim and Wright ? empha- 
size their reliance upon the residential 
staff for the rehabilitation of severely 
disturbed children, with professionals 
serving primarily as mentors and help- 
ers” to the child care personnel. Redl 15 
states that the “milieu particles," ог 
those factors in the everyday life experi- 
ence of the child that might be over- 
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looked as irrelevant, may be crucial in 
helping to determine the effectiveness of 
residential treatment. Such comments 
suggest that the total concept of resi- 
dential treatment should be revised and 
that the residential worker, rather than 
being an adjunct to the therapist, may 
be potentially the most influential staff 
member іп the therapeutic process. 


CHILD CARE WORKERS 
AS MAJOR THERAPEUTIC AGENTS 

The potential influence of child care 
workers as primary therapeutic agents 
may be considered in terms of the 
process of imitation. Researchers have 
discovered that an important factor in- 
fluencing the effectiveness of a model is 
the status of the model as perceived by 
the observer. * Maccoby? presents а 
cogent description of the concept of 
model status in terms of a power theory 
of social influence. She states that the 
most important variable determining the 
extent of practice of modeled behavior 
is the power relationship between ob- 
served and observer. The more power 
the model has over the observer, the 
more the observer will imitate the 
model's behavior, 

Mischel and his colleagues have in- 
vestigated the influence of model power 
in terms of behaviors learned by nursery 
school children.".!? They presented 
some models as visiting strangers while 
others were depicted as the new nursery 
school teachers, or as the final judges of 
whether or not each subject would re- 
ceive a highly tempting prize. Following 
interaction with a powerful model who 
stringently reinforced the children for 
their performance, these children con- 
tinued to be stringent in providing self- 
rewards without the model present. 
Children who had interacted with a 
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non-powerful model were not similarly 
self-stringent. The model's power had 
similar effects on children's display of 
behaviors that were highly novel and 
even aversive. The authors state that a 
child is most attentive to a person who 
controls his resources, and that he is 
very likely to imitate the behavior of 
such a person. 

Moreover, the mere ascription of 
roles and/or labels has been shown to 
be an effective means of establishing 
a person's power and influence as a 
model. Moore !? found that in two-per- 
son groups, fictitious information given 
to one of the participants regarding the 
status of the other significantly altered 
his ability to influence the behavior of 
other people. The results of these and 
other studies have indicated that a 
stranger who is placed in a position of 
power can become an influential model 
and that his impact may be varied by 
modifying the role or status ascribed 
to him, 

Such data have ramifications on the 
way in which therapeutic personnel, in- 
cluding child care workers, are identified 
and described to the children. The child 
care worker, through the regular exer- 
cise of his functions, controls various 
resources available to the children in 
his charge. Thus, he is a potentially 
powerful person in the eyes of children 
in residential treatment centers. 


MORE EFFECTIVE USE OF WORKERS 

It seems meaningful to reiterate that 
the total concept of residential treatment 
for children needs revision, recognizing 
that the residential worker has the most 
potential among staff members to pro- 
duce therapeutic gains. Within the mod- 
eling framework, it can be stated that 
the child care worker may well be the 
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most powerful model in the child’s en- 
vironment. Through the child care work- 
er’s use of his position and the system- 
atic manipulation of his own behavior, 
he may become the most significant 
member of the “therapeutic mi- 
lieu," 1,5 15 

In a recent study, Portnoy“ at- 
tempted systematically to assess differ- 
ential modeling effects of child care 
worker and therapist figures in a resi- 
dential treatment center. Institutional- 
ized children observed several different 
models with whom they had not had 
previous contact. One-third of the 
models were labeled as new child care 
workers in the instituton, one-third as 
new therapists, and the remaining third 
of the models were presented as neutral 
figures who had no direct relevance to 
the institution, Results indicated that 
both the child care worker and therapist 
models were imitated more often than 
were the neutral models. Further, child 
care worker models were imitated more 
often than were therapist models when 
they were presented in direct compari- 
son. 
Such results support the notion that 
the child care worker may be a more 
influential figure in the residential treat- 
ment of children than has generally been 
recognized, at least in terms of the tradi- 
tional roles that have been assigned to 
him. These findings suggest future di- 
rections for the training and functioning 
of professionals and non-professionals 
in residential settings, Most important of 
all is the very real possibility of applying 
learning principles to produce a more 
efficient system of residential treatment. 

Many child care workers lack formal 
or sufficient training and there is an 
absence of systematic observation or 
recording of their own behaviors. Such 
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factors make it difficult to specify what 
behaviors are being presented to the 
children for imitation. The child care 
worker may become a more effective 
therapeutic agent by systematically 
channeling his modeled behaviors into 
a planned behavior modification pro- 
gram. The direct use of modeling as a 
therapeutic tool has been demonstrated 
to be useful in the treatment of a 
variety of emotional disorders," in the 
modification of schizophrenic behavior," 
and in the treatment of antisocial prob- 
lems in boys who are in residential treat- 
ment.'^ The careful application of mod- 
eling techniques by child care workers 
could produce a system of treatment 
that is both more efficient and more 
effective than that which exists today. 
In this regard, it seems that child care 
workers could achieve maximum effec- 
tiveness if status hierarchies could be 
restructured so that the children in insti- 
tutional treatment would perceive them 
as being “the important people” in their 
lives. 

Our entire system of residential treat- 
ment as we know it must be more clearly 
evaluated and defined. By focusing on 
individual therapy sessions as the key 
to treatment, it seems likely that the 
greatest potential effects of twenty-four 
hour residential care will continue to be 
overlooked. By changing the thrust of 
treatment to that which occurs in the 
child’s everyday experiences, and by 
systematic use of the child care worker's 
modeling power, residential treatment 
should become more effective. 
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THE FARTHER REACHES 
OF HUMAN NATURE 


Abraham H. Maslow 
New York: Viking. 1971. 423 pp. $12.50. 


This challenging and beautiful post- 
humous book by the leading figure in 
America’s “humanistic psychology” marks 
the climax of a highly productive career. 
The book was nearly completed at the 
time of Maslow’s death in June 1970, and 
was given only slight editorial revision in 
the following months. It may be regarded 
as his “visiting card to posterity,” specifi- 
cally to the psychologists and the huge lay 
audience that Maslow’s writings had built 
up in recent years in admiration for what 
is now often called a “third force,” a psy- 
chological movement independent of psy- 
choanalysis on the one hand, behaviorism 
on the other. 

The life story in biographical terms can 
be briefly told, Working with comparative 
psychologists at the University of Wis- 
consin and fascinated by the problems of 
social relations among apes, Maslow, as 
an avid reader and thinker, early defined 
for himself a broadly biological and, at 
the same time, broadly philosophical con- 
ception of human nature. Though mankind 
exemplifies the primitive animality that 
emerges in studies in both field and labora- 
tory, he is highly sensitive to complex 
realities, capable of very intense response 
to beauty and to moral right, eager for 
deeper communication with his own inner 
self, and rich association with his fellows. 
Studies of self-esteem, ascendance, dom- 
ination began to appear. After a brief as- 
sociation with Thorndike at Teachers Col- 
lege, Columbia, Maslow began his teaching 
career at Brooklyn College. Here he col- 
Jaborated with Bela Mittelmann on а text- 


book of abnormal psychology while con- 
tinuing to work largely in problems of 
individual motivation. Analyzed by Emil 
Oberholzer, Maslow became more and 
more deeply concerned with phenomena 
of personal self-fulfillment that go beyond 
sheer “adjustment” or “adaptation.” He 
used Freud, he used Jung, he used Adler, 
and he made abundant use of the great 
neurologist and student of brain function, 
Kurt Goldstein. 

His publications more and more took 
the form of studies of the process of self- 
fulfillment. These led to studies of mysti- 
cal experiences, especially those “peak 
experiences” that involve reduction of the 
individualistic and competitive ego, the 
development of a sense of serene or ec- 
static unity with something beyond or іп- 
deed with all of the cosmos. 

These studies, in turn, led to an em- 
phasis upon “being” in which the influ- 
ence of existential psychology becomes 
especially apparent. It is among the self- 
fulfilled, self-actualized people that one 
most commonly finds the great peak ex- 
periences, yet all of us may have them. 
We need to learn, however, to recognize 
them, to rejoice in them, and to make 
much of them. The process of perceiving, 
remembering, feeling, and imagining еуегу- 
thing we are becomes more joyous, more 
noble as we allow the great creative forces 
within us to express themselves. The con- 
cept of self-actualization applies not only 
to the artist and to the scientist, not only 
to the wife and mother, but to the physi- 
cally or psychologically handicapped or 
crippled. It is fulfillment of Being that all 
can learn to develop and magnify. This 
final book from Maslow’s creative mind 
glows with the assurance of this great dis- 
covery of Being. The concepts аге ар- 
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plicable not only to specialized psycho- 
logical investigation, in which he con- 
tinued to play his part, but more specifi- 
cally to all who think of psychology as a 
practical mode of making the best of what 
one happens to Ье. 

The question may arise whether all this 
is “scientific psychology.” In the German 
speaking world, of course, the issue had 
been answered by saying that this is “cul- 
tural science,” not “natural science.” How- 
ever, the American psychologist, trained 
in the methods of science, cannot quite 
relinquish the hope that research in hu- 
man nature may be just as significant both 
in cultural science and in natural science 
terms, Maslow, well trained in the view- 
point and methods of natural science, 
turns the wisdom of the cultural sciences 
into a systematic and powerful critique of 
natural science as ordinarily pursued. In 
the John Dewey lecture, greatly expanded 
in a volume entitled The Psychology of 
Science, he offered an extraordinary psy- 
chological analysis of the nature of the 
usual scientific enterprise in which the 
qualities of the personal, all that is evalu- 
ative, is sacrificed for the sake of scientific 
“objectivity.” But psychology must take 
all of man as he is and see him as he does 
his work as a scientist. It does not discover 
a bifurcation, a splitting of human nature 
in this fashion. Rather, science is led down 
from its pedestal, upon which it has 
claimed to see all of reality, and is gently 
and lovingly established upon a different 
pedestal in which the whole of humanity 
is conceived to be the unified goal and, 
therefore, the unified object of science, 
The whole method, the human method, 
of investigation with all its apprehension 
of good, true, and beautiful gives equal 
dignity to the various research tools, con- 
cepts, and instruments required for a uni- 
fied understanding, 

Maslow was not, in point of fact, the 
sole creator of the humanistic psychology 
that he vividly shows us in this new volume. 
Cultural science psychology, the philoso- 
phy of James and Bergson, the existential- 
ist movement, and, perhaps above all, 
С. С. Jung and Kurt Goldstein all had 
glimpses of the way. Maslow’s own ex- 
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periences of ecstasy and his skill in de- 
scribing peak experiences as intensifica- 
tions of the ordinary human capacity for 
joy and life, together with a very extraordi- 
nary capacity for straight but beautiful 
expression, made him the generally ac- 
knowledged leader of the contemporary 
humanistic psychology. The Journal of 
Humanistic Psychology and the new Jour- 
nal of Transpersonal Psychology are trib- 
utes to his work. The present volume will 
be a classic testament of humanistic think- 
ing and a tribute to the ability and the 
lovableness of its leader. 


Gardner Murphy, Ph.D. 
Washington, D.C. 


PATHWAYS TO MADNESS 
Jules Henry 
New York: Random House. 1971. 460 pp. $10.00. 


There is little doubt that Pathways to 
Madness will become a standard resource 
for teachers, clinicians, and scientists in- 
terested in family psychopathology and 
adaptation. No existing publication pre- 
sents such an intensive analysis of the day- 
to-day ebb and flow of relationships within 
the home. The five families with whom 
Dr. Henry lived, whom he observed con- 
tinuously, and analyzed with the practiced 
eye of a clinician-anthropologist, each con- 
tained one or more psychiatrically-dis- 
ordered members, Yet his conceptual eye 
is so broad—a fascinating blend of psycho- 
analytic, social psychological, and existen- 
tial orientations—that this book will be 
valued by all who believe that the natural- 
ist can still teach us about human adapta- 
tion. 

For many years such leaders as Elsa 
Frenkel-Brunswik, Roger Barker, and John 
Benjamin urged behavioral scientists to re- 
Spect the natural tissue of events and to 
create concepts of human behavior out of 
extensive confrontation with the actual. 
Pathways to Madness provides the most 
Convincing evidence I have yet seen that 
this approach can produce original results. 
This was Jules Henry's final research con- 
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tribution before his death, and in many 
ways it is his greatest. 

The book is organized in а straight- 
forward manner, presenting in depth and 
richness Jules Henry's observations of and 
analytic comments about the five families 
with whom he lived. Preceding these re- 
ports, each of which occupies 80 to 100 
pages, Henry describes succinctly his sci- 
entific orientation toward research on fam- 
ily psychopathology. Following the re- 
ports, which make up the corpus of the 
book, he discusses in the appendix the 
observer-observee relationship as it influ- 
ences the data reported; his argument 
supports tellingly the participant observer 
method. 

Each family report is preceded by sev- 
eral short essays that define and discuss 
the interpersonal concepts employed in 
evaluating this family's members and their 
relationships. Raw descriptive episodes fol- 
low, intermingled with evaluative para- 
graphs. The end of each report contains 
a summary of this family and of the social 
or personality problems illustrated therein. 
The brief summaries will prove valuable 
as a guide to the student interested in 
comparing Dr. Henry's frame of reference 
for looking at intra-familial processes with 
his own. For example, before describing 
the Rosenberg family, which illustrates an 
immigrant Eastern European rural Jewish 
cultural style set in urban United States, 
he presents essays on "the anatomy of 
sham,” “the dialectic of nothingness,” “the 
dialectic of pain,” and “the dialectic of 
weakness and strength.” Some of these 
short essays are literary gems. They illus- 
trate Henry's search for dynamic yet con- 
crete dimensions of family behavior and 
experience, dimensions that—as he says 
on page 454—must have relevance for 
sociology, psychoanalysis, existentialism, 
and logic if they are to capture the com- 
plexity of family life. 

Other essays concern “wanting, getting 
and giving love,” “courtship and marriage,” 
“interpersonal unavailability,” “protection,” 
“doctrines of eating,” “insatiability,” "status 
hunger,” “putting oneself last,” “ассива- 
tion,” “time and space,” "anger and quar- 
reling," "disregard vs. perceptual disorder," 
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and the like. While the author makes no 
attempt to knit these family process con- 
cepts into a neat system, each concept 
grows clearly out of the mosaic of Henry's 
several major orientations and is illustrated 
by the observational data of a family. 

Henry's passion for melding the adap- 
tive with the existential points of view 
leads him to see psychotic and healthy 
interpersonal processes as literal forms of 
“death” and "life." Certain forms of inter- 
personal cruelty are seen not merely as 
sadism. Cruelty is often seen as disintegra- 
tive of the other person, although he ad- 
mits (p. 449) that: *Nobody is driven mad 
—just made miserable.” It is this passion 
for seeing the human drama and the par- 
ticularly tragic elements embedded within 
the "ordinary" that this reviewer considers 
to be the challenge of Pathways to Mad- 
ness. The absence of this focus on the con- 
structive versus the destructive in inter- 
personal processes may be what makes so 
many published clinical reports confusing 
or apparently irrelevant. Henry is not alone 
in this focus, of course. Murray Bowen 
and Warren Brodey have also conceptual- 
ized families as growth-enhancing versus 
death-promoting. In Changing the Family, 
Brodey 1 writes: 


. . . there are those who live a more dead way 
of life and do not engage іп the contact of 
knowing, even intuitively, that there is a world 
that they deny because for now it is too 
painful. 


Henry was able to document a variety of 
interpersonal gambits used by a powerful 
husband in further undermining the weak 
ego of his wife. These included the "ap- 
parently innocent provocations" that by 
their practiced form, goaded the vulner- 
able wife into even more self-destructive 
behavior. 

If family interviewing has convinced 
many traditionally-trained individual psy- 
chotherapists that highly significant diag- 
nostic facts may be missed without a fam- 
ily interview, this volume supports the 
additional value of direct home observa- 
tions over and above the family interview. 
Another value here is Henry's model for 
interpreting family events, multifaceted 
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yet clear. He comments, as others? who 
have carried out participant or peripheral 
observations have noted, on the amount 
of constructive, loving, or supportive inter- 
action that goes on in even the most patho- 
logical families, This focus concurrently 
on the positive and on the negative pro- 
vides a basis for observing how Mrs. Keen, 
for example, not only is the object of 
familial traps set cruelly by other mem- 
bers but also that psychologically she can- 
not respond positively to familial love that 
is expressed to her. Henry believes that 
family psychopathology rarely leads to 
psychiatric disorder via a Single pattern 
(such as social isolation of the infant) 
but rather that the mediating processes 
are multilevel and reflect a complex of 
social, familial and interpersonal elements 
both constructive and destructive. The 
effect of destructive acts depends also upon 
the vulnerability of the recipient. Individ- 
ual vulnerabilities in this book are not 
explained but are often epitomized, It 
would be useful to try to think of child 
development studies of "vulnerability" 
couched in the terms Suggested here. Out 
Of such a multivariate model, however, 
certain invariants begin to emerge: "Being 
transformed into a thing . . .” in the eyes 
of his family is “. | | a necessary precondi- 
tion to psychosis in the child." 

Pathways to Madness presents us with 
Henry's mature concerns based upon a life- 
time of research and teaching. His con- 
clusions (pp. 447-460) summarize his 
views on the institutionalization of cruelty 
by society, on the problem of individual 
vulnerability to Psychopathology, on fa- 
milial psychopathological Processes per se, 
and on family psychotherapy. At the end 
he comments that many processes con- 
sidered by clinicians to be pathological also 
exist in average or “normal” families. It is 
not the processes themselves but the ques- 
tion of at what point in time the total fam- 
ily gestalt turns into a “vicious circle” that 
determines the onset of a disorder in one 
member, he states, 

Twenty years ago I was privileged to 
work with Jules Henry, a collaboration I 
remember with affection and today with 
a sense of acute personal loss. In those 
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days many of these concepts and concerns 
were clear in his mind. Yet by many he 
was considered at that time too radical 
in his emphasis on the importance of the 
family in psychiatry. As a former friend 
and colleague, it is satisfying to be able 
to report that in this book Jules Henry 
synthesizes those concepts and concerns, 
supporting them with sensitive observa- 
tions. Today, family psychiatry might be 
said to be in a brainstorming phase. New 
books and articles inundate us with new 
clinical insights. The problem now із to 
sift ideas, to weigh one point of view 
against another, and to develop a new con- 
sensual language for the field. In this search 
we can turn to no more seasoned investi- 
gator for guidance than Jules Henry. 


Wells Goodrich, М.Р. 

Clinical Professor of Psychiatry 
Montefiore Hospital 

Albert Einstein College of Medicine 
New York, N.Y. 
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TWO WORLDS OF CHILDHOOD: 
U.S. and U.S.S.R. 


Urie Bronfenbrenner 


New York: Russell Sage Foundation. 1970. 208 
Pp. $7.95 


In this remarkable little book one of our 
distinguished social psychologists poses a 
central question: “How can we judge the 
worth of a society? On what basis can 
We predict how well a nation will survive 
and prosper?” After enumerating various 
criteria, he suggests a central issue: “the 
Concern of one generation for the next," 
and he sets about to explore such concerns 
in two of the most powerful nations of our 
time, the Soviet Union and the United 
States. 
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Armed with a fluency in Russian and 
a remarkable resourcefulness in pulling 
together his and others’ data, field and 
clinical observations, the author presents 
an integrated view of child rearing in the 
two countries. His material stems from 
“three sets of scientific adventures”: one 
is a research project on cross-cultural 
studies in child rearing; the second is a 
series of seven visits to the Soviet Union 
that provided opportunities for field ob- 
servations, interviews, and experiments on 
which the analysis of Soviet methods of 
upbringing and their effects is based; the 
third is related to the implications of re- 
search in American society through in- 
volvement in national planning for Head 
Start and related programs. 

The observations on upbringing in the 
Soviet family and in collective settings 
such as preschool centers and schools are 
particularly vivid, Bronfenbrenner notes 
that although few systematic studies of 
methods of child rearing have been car- 
tied out in the Soviet Union, the ideology 
for child rearing is abundantly and clearly 
stated in the literature for professionals 
and for parents, For an American reader, 
the introduction to Makarenko’s works as 
the ideological basis for Soviet upbringing 
and education is welcome. The presenta- 
tion of posters (abundantly seen in the 
Soviet Union but rarely reproduced in the 
United States) and pictures illustrating 
various aspects of child life and of the 
teaching of values is most helpful in con- 
veying the practical ways in which the 
society acts on its ideology. 

The ideology is one of a deep commit- 
ment of society to its children and to a 
collective approach to upbringing. Thus 
children's programs receive a high priority 
in the allocation of resources; teachers 
and others working with children are ac- 
corded high status; and adults and older 
children are expected to—and usually 
do—play a significant role in the lives of 
children. In education, teachers have a re- 
sponsibility—based on the work and writ- 
ings of Makarenko—to foster a sense of 
group responsibility, competitiveness, and 
discipline. The “socialist competition” is 
described as extending between individual 
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groups in a class, then between classes, 
schools, and finally cities and regions. 

To examine the import of this orienta- 
tion to child rearing, Bronfenbrenner and 
his colleagues carried out a series of cross- 
cultural studies on the acquisition of at- 
titudes and values. Briefly, the results of 
these studies strongly indicate that 


collective upbringing does achieve some of its 
intended effects—at least at the school age 
level. Not only does the peer group in the 
U.S.S.R. act to support behavior consistent 
with the values of the adult society, but it also 
succeeds in inducing its members to take per- 
sonal initiative and responsibility for develop- 
ing and maintaining such behavior in others. 


. . . Indeed, another way of describing our 
findings as a whole is to say that, from a cross- 
cultural perspective, Soviet children, in the 
process of growing up, are confronted with 
fewer divergent views both within and outside 
the family and, in consequence, conform more 
completely to a more homogeneous set of stan- 
dards. (pp. 80-81) 


Just as one might conclude that Bron- 
fenbrenner is presenting a static view of 
Soviet society, he introduces a section on 
“Portents of Change." He states that “So- 
viet society is changing, at least at the 
level of social institutions, if not of values" 
(p. 81). He then goes on to detail lively 
dialogues concerning policy on the in- 
ternats (boarding school) of Khrushchev's 
day; discussions in the press on child-rear- 
ing practices and policies; and personal 
observations and vignettes that describe 
some of the changes. He suggests: 


. . . Soviet upbringing is showing signs of 
flexibility. In particular, both within and out- 
side the family, there is a shift away from 
features which foster dependency and con- 
formity, toward new configurations more con- 
ducive to the emergence of individuality and 
independence. (p. 89) 


In his introduction to the United States 
scene, Bronfenbrenner reviews the social 
changes in a chapter on “The Unmaking 
of the American Child.” He describes the 
child’s world as having shifted from one 
of diversity of people in a diversity of 
settings to more impersonal and homogen- 
eous environments—whether urban, subur- 
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ban, or rural. In the process, parents and 
other adults have moved out of the lives 
of children, with a a age-segre- 
gated group. Bronfenbrenner mar- 
shals ый data that indicate the unde- 
sirability of this trend for American so- 
ciety. He suggests that 


the peer group need not necessarily act as an 
impetus to antisocial behavior. Among Soviet 
youngsters, it had just the opposite effect. 
Why? The answer is obvious enough. The 
Soviet peer group is given explicit training for 
exerting desired influence on its members, 
whereas the American peer group is not. Put- 
ting it another way, the Soviet peer group is 
heavily—perhaps too heavily—influenced by 
the adult society. In contrast, the American 
peer group is relatively autonomous, cut off 
from the adult world—a particularly salient 
example of segregation by age. (p. 115) 


In contrast to the Soviet scene, the 
United States has a considerable scientific 
literature in social psychology—the impli- 
cations of which are not being realized. 
Significant professional literature on con- 
serving our biological potential, on model- 
ing, on social reinforcement, on group 
forces and behavior, on the need for in- 
tensive relationships, and on superordinate 
goals in shaping constructive programs for 
children are presented in a sophisticated 
and meaningful way. There are cogent 
presentations of the implications of re- 
search for programs of child care. 

In a last chapter, “From Science to So- 
cial Action,” there are comments on the 
potentialities in the teacher’s role, the 
classroom group, the school, the family 
and the neighborhood. And in a comment 
on the larger society, the observation is 
made that the needs of children are par- 
celed out among a hopeless confusion of 
agencies with diverse objectives, conflict- 
ing jurisdictions, and imperfect channels 
of communication. The concluding com- 
ment is thoughtful and sobering: 


We believe that the results of this inquiry indi- 
cate that the rather different Soviet approach 
to the upbringing of the young is not without 
significance for our own problems. If the Rus- 
sians have gone too far in subjecting the child 
and his peer group to conformity to a single 
set of values imposed by the adult society, 


REVIEWS OF THE LITERATURE 


perhaps we have reached the point of diminish- 
ing returns in allowing excessive autonomy and 
in failing to utilize the constructive potential of 
the peer group in developing social responsi- 
bility and consideration for others. Moving to 
counteract this tendency does not mean sub- 
scribing to Soviet insistence on the primacy of 
the collective over the individual or adopting 
their practice of shifting major responsibility 
for upbringing from the family to public insti- 
tutions. On the contrary, what is called for is 
greater involvement of parents, and other 
adults, in the lives of children, and—conversely 
—greater involvement of children in responsi- 
bility on behalf of their own family, com- 
munity, and society at large. Given the frag- 
mented character of modern American life— 
its growing separatism and violence—such an 
injunction may appear to some as a pipe 
dream, but it need not be. For just as au- 
tonomy and aggression have their roots in the 
American tradition, so have neighborliness, 
civic concern, and devotion to the young. It 
is to these that we must look if we are to 
rediscover our moral identity as a society and 
as a nation. (pp. 165-166) 


A review of this work should not be 
concluded without a comment on the role 
of the research worker in society. In ad- 
dition to the content of the work, Bron- 
fenbrenner has demonstrated that it is pos- 
sible to record lucidly and concisely the 
results of research for the layman as well 
as the professional—without talking down 
to the latter. Furthermore, he has demon- 
strated that the research worker can view 
his, and related, studies in social and his- 
torical perspective with no disservice to 
his role as scientist. And, in the process, 
complex scientific material is made avail- 
able to interested  citizens—especially 
those with decision-making responsibility 
for social policy. One cannot help but feel 
that children and families in our society 
will fare better as a result of this effort. 
I hope that this work will stimulate other 
Tesearch workers to make their findings 
and insights available to wider audiences. 

Julius B, Richmond, M.D. 

Professor of Child Psychiatry 

and Human Development 

Chairman, Department of Preventive 
and Social Medicine 

Harvard Medical School, Boston 
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THE YOUNG ADOLESCENT: 
Clinical Studies 

Peter Blos 

New York: The Free Press. 1970. 252 pp. $8.95 


Life’s transitional periods traditionally 
have been foci for highly significant writ- 
ing about psychoanalytic aspects of char- 
acter structure. The oedipal stage, adol- 
escence, the period of separation in in- 
fancy, have taught us an immense amount 
about the interplay of growth, social chal- 
lenges and pressures, and intrapsychic de- 
velopment. Now, Dr. Blos, writing in the 
vanguard of a trend that certainly will 
become an important one, has taken a 
portion of a single developmental stage 
and studied it in great detail. 

The Young Adolescent uses the age pe- 
riod 8-13—rather neglected in earlier 
writing—to illustrate many of the issues 
that arise and are resolved or transformed 
in the evolution of the child from latency 
to adolescence. A number of the charac- 
teristic preoccupations of the period (mas- 
turbation, fighting and the fear of fighting, 
the issue of autonomy) and parents’ re- 
action to these preoccupations form the 
core material of the book. 

Many of these preoccupations, evanes- 
cent and difficult to define, have never 
been described before in such detail and 
with such skill. The Young Adolescent is 
а clinical complement to Dr. Blos’ unique 
monograph, On Adolescence. Though the 
present volume deals only with the open- 
ing period of adolescence and, in fact, 
focuses primarily on the phenomena of 
puberty, it illuminates a number of sig- 
nificant issues. As this age period is most 
vexing to the psychotherapist, in part be- 
cause of lack of knowledge about it, the 
book is a particularly timely one. 

The two cases described extensively in 
the book, Susan, treated from age 8 to 13 
because of childish, infantile behavior and 
poor schoolwork, and Ben, treated from 
the age of 12 to the age of 13 because of 
provocative behavior, social isolation, tics, 
and underachievement in school, offer a 
great deal of valuable material about in- 
trapsychic factors in development and psy- 
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chopathology. Neither of the cases is 4е- 
scribed from a process psychotherapeutic 
standpoint. Rather, each case history takes 
the patient through intrapsychic concerns, 
symptoms and developmental problems, 
ending with the successful conclusion of 
therapy. Thus, we are not shown much of 
the interactional psychotherapeutic aspects 
of these cases. 

It should be noted that both cases were 
treated by female social workers, whom 
Dr. Blos supervised. The case histories 
provided by the psychotherapists formed 
the data of the book. Dr. Blos then uses 
his knowledge of each case to develop 
further his ideas about character develop- 
ment during this important period. 

In both cases Dr. Blos makes a bow to 
life development, pointing out in regard 
to Susan that “we always have to ask our- 
selves how much of altered personality 
functioning is due to treatment and how 
much has to be credited to growth and 
maturation,” and in regard to Ben, “we 
often hardly know how much of the child 
patient’s improvement is due to therapy 
and how much to his autonomous devel- 
opment.” Painfully, this is the state of the 
art of psychotherapy. However, read as 
careful, exacting dissections of intrapsy- 
chic factors in development and distor- 
tions of development, the book offers a 
great deal to the clinically and theoreti- 
cally minded reader. 

Sidney L. Werkman, M.D. 
Associate Professor of Psychiatry 
University of Colorado 

School of Medicine 

Denver, Colo. 


DISADVANTAGED CHILDREN: 
Health, Nutrition, and School Failure 


Herbert G. Birch and Joan Dye Gussow 
New York: Grune & Stratton. 1970. 322 pp. $7.50. 
This is a remarkable book in many re- 
spects. It is a classic illustration of the re- 
sponse the late Robert Lynd had hoped to 
stimulate on the part of social scientists in 
his book, published in 1939, Knowledge for 
What? The authors write from a deeply 
humanitarian concern and a sense of re- 
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sponsibility to make their scientific knowl- 
edge, understanding, and expertise count 
on behalf of children of the poor in Amer- 
ican society and in the underdeveloped 
and developing countries. They present a 
portrait of millions of children affected by 
cumulative intergenerational poverty in the 
richest and most powerful country in the 
world. Their physical health and intellec- 
tual potential are at risk of defective de- 
velopment even before their births, and 
their mothers, 


exposed during their own childhoods to poor 
` life conditions, come to maturity less well- 
grown and at greater biological risk as repro- 
ducers than do their more fortunate sisters. 


This portrait is documented by a com- 
prehensive, systematic assessment of the 
evidence—evidence that cuts across many 
fields, from a wide variety of sources: re- 
search, mortality and morbidity statistics, 
census data, health surveys, etc. In addi- 
tion to the hazards that afflict poor children 
with respect to their chances of survival at 
birth or during the first year of life, those 
who live and get to school are likely: 


to be more poorly fed and cared for in their 
homes, overexposed to disease in their com- 
munities and the recipients of little or no 
medical supervision. 


The authors conclude that: 


the failure of such children in school is not 
only not a mystery, but is virtually fore- 
ordained. 


Their examination of American statistics 
of perinatal deaths show that race and eco- 
nomic conditions are: 


interlocking variables. The "ethnic" classi- 
fication “nonwhite” is really a crude socio- 
economic classification rather than a strictly 
racial one. In addition, a strong link between 
poverty and minority ethnic status in America 
is sufficiently strong so that when comparisons 
can be made between nonwhites of all in- 
comes and poor people of all colors in edu- 
cation, health and housing, nonwhites come 
off worst. With the numerical dominance of 
the blacks, nonwhite usually means Negroes 
and obscures other nonwhite groups. 


The authors began their book at a time 
when America was rediscovering its poor. 
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As they were nearing its completion, pov- 
erty, hunger and poor health were recog- 
nized as national problems requiring ameli- 
oration as well as basic and permanent 
solutions. Educational failure of poor chil- 
dren, especially black children, also as- 
sumed a high priority. These problems, in 
particular the educational failure of black 
children, were diagnosed as the result of 
"cultural disadvantage." While welcoming 
this expanded concern, i.e., "the inclusion 
of hunger and malnutrition as handicap- 
ping factors in the learning of poor chil- 
dren," Birch and Gussow make clear that: 


it is not food alone, or compensatory educa- 
tion alone, or health care alone, or improved 
housing alone which will make the difference 
between school success and school failure for 
poor children. One-shot treatments will not 
overcome handicaps brought on by genera- 
tions of neglect... 


Through a scientific assessment of the 
effect of this neglect and, of course, racial 
discrimination on the intellectual potential 
of these children, an assessment that in- 
cludes comprehensive evidence synthesized 
so that its relationship to the problem is 
crystal clear, the reader's understanding 
of the problem and the need for solutions 
is raised to a higher level. The portrait of 
the impact of poverty on children of the 
poor is of epic proportions. Our failure 
fully to recognize the problem and seek 
solutions is a national tragedy. And the 
senior author is eminently qualified to pre- 
sent the problem and solutions. Dr. Birch 
was a psychologist before he obtained his 
medical education, and has a Ph.D. in addi- 
tion to his M.D. An internationally known 
authority on brain damage, he is also widely 
known for his extensive studies in normal 
and deviant child development and with 
socially disadvantaged children. Joan Gus- 
sow, a former Time and Life researcher 
with graduate training in psychology and 
education, is currently engaged in research 
on education and nutrition. 

Utilizing an incredible amount of data 
from a wide variety of sources, the authors 
leave no loophole for a reader concerned 
about disadvantaged children even to 
imagine either that we cannot afford solu- 
tions, or that the time for solutions to in- 
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tergenerational poverty is not now. This 
is a source book and a stimulus to action 
for any and all of the professionals in the 
fields of sociology, psychology, psychiatry, 
education, social work and, of course, 
pediatrics, as well as interested and con- 
cerned citizens. One more professional 
field should be included, namely, genetics. 
Publication of the book was too late to 
counteract the publicity accorded Jensen’s 
theory but not too late to provide the 
reader with a scientific view of genetics 
(with specific reference to the Jensen 
thesis that the low school achievement of 
the poor—the black poor especially—is 
genetically determined and, hence, irre- 
versible) that refutes Jensen. 

Іп the opening chapter (“Health and 
Learning Failure”), the authors stress that 
the child is a “biological organism,” a fact 
that has been overlooked in our fragmented 
administrative concern with health and 
education, adding: 


Ав an organism, the child is not only a mind 
and a personality capable of being unmoti- 
vated, unprepared, hostile, frustrated, under- 
stimulated, jnattentive, distracted, or bored: 
he is also a body which can be tired, hungry, 
sick, feverish, parasitized, brain-damaged, or 
otherwise organically impaired. 


Moreover, what is viewed as the “causes” 
of a problem: 


will determine whether we attempt to remedy 
that problem at all, and what direction our 
remedial efforts will take. The view that the 
school failure of the poor is a consequence of 
a genetically determined intellectual inferi- 
ority would, for example, tend to discourage 
all efforts at educational remediation and en- 
courage US instead to “accept” a low level of 
achievement from poor children . . - 


The book also contains evidence relating 
to low birth weight and handicapping con- 
ditions, the consequences of poor growth, 
and a chapter that discusses “freedom from 
the tyranny of excessive fertility." Of spe- 
cial interest is the evidence in the chapter, 
“Pregnancy and Food," which dispels the 
so-called "cultural" differences in type of 
diet. The authors state unequivocally that 
“when adequate funds are available,” these 
differences appear to lose their significance 


rather quickly. Also important is evidence 
that where there is “permanent physical 
damage reproductive performance may 
also be permanently impaired,” and, hence, 
a less effective response to improvement 
in diet during pregnancy. To solve this 
problem, the authors make clear their in- 
ability to provide statistical independence 
in their search for causes for reproductive 
failure. This means: 


only that as scientists we may never decide 
which of them, if any, is the most significant 
causative factor. Therefore as humanitarians 
we may have no choice but to effect a gen- 
eral improvement in the quality of mothers’ 
lives, generation unto generation, if we are to 
prevent the damage to children that may arise 
out of conditions preceding their own births. 


Similarly in the chapter, “Nutrition, 
Growth, and Development,” it is made 
clear that the data: 


cannot be interpreted as demonstrating con- 
clusively that malnutrition directly affects 
either nervous system development or intel- 
lectual growth. Unfortunately for the firm 
conclusions of both the scientist and the citi- 
zen, malnutrition in man does not occur in 
isolation from other important biologic and 
social circumstances. 


In the final chapter, the authors state 
that they began the book because they: 


feared that attempts to remedy the school 
failure of disadvantaged children exclusively 
through educational intervention might well 
fail, and failing, revive the ancient claim that 
these children were genetically inferior . . - 


They make clear that while the accuracy 
of some of the critical evaluations of Head- 
start programs, for example, might be 
questioned, and some of the failures at- 
tributed to lack of clarity in definition of 
objectives and curriculum, shortages in 
funds, or impatience for results, what they 
had seen of the physical risks to which 
poor children are subjected made them 
more than ever certain that: 


even the best of such programs cannot hope 
to succeed in fully averting, for those chil- 
dren now most likely to fail, the negative 
consequences of generations of exposure (0 
poor conditions for health and growth. 
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In the light of the conditions documented 
in the preceding chapters, they provide a 
clear concept of the role of heredity, citing 
Dobzhansky: 


What is inherited is not this or that particu- 
lar phenotypic "trait" or "character," but a 
Benotypic potentiality for an organism's de- 
velopmental response to its environment . . . 
[Identical genetic constitutions will] result in 
different products when their development 
takes place under different environmental con- 
ditions, It is essential to keep in mind that 
intellectual development does not take place 
in relation to some artificially isolated seg- 
ment of the environment . . . but in relation 
to the child's total environment, physical as 
well as psychological, and prenatal as well as 
postnatal. [Thus] the precondition for a seri- 
ous consideration of the heritability of intelli- 
gence is the equalization of the developmental 
environments of those whose genetic makeup 
we wish to compare. 


This in no way implies that little or 
nothing can be done immediately to im- 
prove the conditions under which disad- 
vantaged children are born, develop, and 
learn. Birch and Gussow recommend im- 
provement in the health and nutritional 
Status of children; of educational circum- 
stances “with the likelihood that well- 
planned interventions will produce signifi- 
cant improvements in educational achieve- 
ment" Compensatory education has not 
really failed, they believe, “it has just not 
often been adequately tried.” Above all, 
they stress the importance of the active par- 
ticipation of the poor in the planning of 
these interventions, so that the Services 
provided are acceptable. They also make 
clear that some of these interventions will 
have consequences that are “immediate;” 
some will be “long-range,” 

For the reader particularly interested in 
the evidence they analyze and interpret to 
provide support for what they refer to as 
their “argument,” it should be noted that 
the list of references takes up 33 pages, 
There is an author index as well as a sub. 
ject index. The authors point out that they 
examined “а vast body of data, very little 
of which has been directly pertinent to our 
concern. We have not been opposed by 
existing information; we have just not 
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often been helped.” The age-old dilemma 
of nature versus nurture used to be de- 
scribed in my youth as: “You were for 
nature if you were a Republican; for nur- 
ture if you were a Democrat.” Given the 
political implications of solutions to this 
dilemma, it is not surprising that research 
in support of solutions has not had high 
priority. 
Celia 8. Deschin, Ph.D. 
Great Neck, N.Y. 


"BECAUSE | LIVE HERE:" 


The Theory and Practice of Vita-Erg Ward 
Therapy With Deteriorated Psychotic 
omen 


S. R. Slavson 


New York: International Universities Press. 1970. 
374 pp. $10.00 


This is a description of an attempt to 

introduce a “therapeutic climate" in a “ге- 
pressive, isolative and almost entirely cus- 
todial” mental hospital in New York. The 
aim of the Program was “to encourage 
patients’ self-dependence and responsible 
participation in their own lives and that of 
the ward" (p. 81), by adopting Vita-Erg 
Therapy. This is another term for en- 
couraging patients to clean and tend their 
own wards. 
. The book describes events and practices 
in this particular mental hospital prior to 
the beginning of the program, during it, 
and after the Program concluded. There 
may be many who would be appalled that 
such conditions could exist in a mental 
hospital in the most affluent country of 
the world. The Conditions do exist, not 
Only there, but often more so in less af- 
fluent countries, 

There are vivid descriptions in this vol- 
ume of chronic schizophrenics, the resis- 
tance of the staff to a new program, and 
how a pathology can embrace staff as well 
аз patient. The author makes a strong plea 
OT а more humane attitude and treat- 
mnt, and for the need to revolutionize 
hospital organizational Structures, as well 
as hospital Conditions, if these institutions 
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are to be dignified by the title of “hos- 
pital.” 

The book is, however, a massive dis- 
appointment. It says nothing new and 
takes 374 pages to say it. It fails to cite 
other significant works in this field, some 
of which precede this author by a decade. 
The author is unnecessarily verbose. His 
descriptions of the dilapidated state of 
some of the patients were tiresome and 
repetitive. There is loose phraseology (p. 
124), unsupported generalizations (р. 
209, 223), gross jumping to conclusions 
(p. 131), and evidence of poor editing, 
including a spelling error in the text. His 
pleading for inner coherence to theoretical 
formulations loses its cogency by his own 
presentation. 

The author identifies the resistance and 
uncooperativeness of the staff as part of 
the hospital sickness. The staff not only 
colluded, in effect, to keep conditions as 
they were, but their behavior revealed 
their participation in the overall pathol- 
ogy. What Slavson apparently did not rec- 
ognize was that his own resentment, high- 
handedness, authoritarianism, snooping, 
and hiding and listening behind pillars 
together with his own poor communica- 
tion with the staff, would have provoked 
resentment. In effect he, too, as director 
of the program, had become part of the 
pathology he so vigorously criticized. His 
strong emotional reaction to the staff 
places his credibility as a witness and re- 
search reporter in question. 

While the patient became the impor- 
tant center of attention, the staff had to 
be told what to do. The patient was to be 
regarded as a person, not as a custodial 
object. I could not help wondering if, in 
the process, the staff, in Slavson’s eyes, 
were not persons but frustrating objects. 

There is no question that Slavson makes 
many important observations. Even the 
traditional ward-round by the psychiatrist 
comes under criticism as a practice that, 
while doing something for the psychia- 
trist's prestige, often left the patient more 
unsettled and disturbed than before. 

I was intrigued to find the reason for 
the title of the book on page 260. As a 


result of the program, the long-stay pa- 
tients in this institution of despair began 
to take an interest in their ward. One pa- 
tient, when asked why she was dusting re- 
plied, “Because I live here.” The author 
elaborated that the feeling of belonging 
had begun to spread. And that seems to 
be the final madness: Who would want 
to belong to a place like that? 


Francis A. Macnab, Ph.D. 
Director 

The Cairnmiller Institute 
Melbourne, Australia 


CONSULTATION AND. COMMUNITY 
ORGANIZATION IN COMMUNITY 
MENTAL HEALTH NURSING 


Grace W. Deloughery, Kristine М. Gebbie, and 
Betty M. Neuman 


Baltimore: Williams & Wilkins. 1971. 219 рр. 
$8.75. 


THE NURSE'S ROLE IN COMMUNITY 
MENTAL HEALTH CENTERS: 
Out of Uniform and Into Trouble 


Carol D. DeYoung and Margene Tower 
St. Louis: C. V. Mosby Co. 1971. 117 pp. $4.90. 


PSYCHOSOCIAL NURSING: 
Theory and Practice in Hospital 
and Community Mental Health 


Frances Monet Carter Evans 
New York: Macmillan. 1971. 404 pp. $8.95. 


The stated purpose of Consultation and 
Community Organization in Community 
Health Nursing is to provide a theoretical 
framework for this field. The authors pro- 
pose that the book be used by nursing stu- 
dents in graduate and post-graduate studies 
and by nurses employed in community 
mental health centers. The authors are too 
modest in this narrow prospectus, since the 
possible gainers from the contents of their 
book can be drawn from a much wider 
group. In all, there are perhaps two chap- 
ters that professionals who are not nurses 
might wish to skim through quickly. One 
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of these has to do with historical perspec- 
tives, the other discusses specifics about 
nursing in comprehensive health care. With 
these two exceptions, the book should be 
of great value to all students and profes- 
sionals in community mental health who 
are or will be involved in consultation and 
community organization. 

The book is divided into four sections, 
dealing with historical perspectives, mental 
health consultation, community organiza- 
tion and program planning, and retrospect 
and prospect. The chapters dealing with 
the consultation process provide consider- 
able depth for both the novice practitioner, 
who might use this section as a general text 
while learning, and the more experienced 
consultant looking for validation and in- 
creased knowledge. 

The question of whether or not the 
mental health consultant requires clinical 
experience in dealing with psychiatric 
problems has been an issue in the past. 
Early programs in mental health consulta- 
tion drew their students from general public 
health. These students—nurses and other 
public health practitioners—were often 
comfortable with healthy individuals ex- 
periencing mild and normal crises, but in 
great discomfort when there was evidence 
of pathology. The authors' point of view 
on this subject makes good sense: 


Whatever the background, the mental health 
specialis's knowledge should include char- 
acteristics of mental health, symptomatology 
of mental illness, therapeutic techniques for 
treatment and intervention, and factors in 
the development of mental illness. It is our 
feeling, based on experience, that merely 
theoretical knowledge of these areas is inade- 
quate, In order to be a successful mental 
health consultant, a person must have had 
Clinical experience with persons having some 
form of psychiatric problem. 


A consultation process model is pro- 
vided, with the phases of the process de- 
scribed diagramatically and in words. The 
authors differentiate between consultation 
and other processes such as education, 
supervision, and therapy. An excellent 
chart is presented differentiating among 
these roles in relation to goals and Tesponsi- 
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bilities, amount and direction of authority, 
content of interactions, relation to internal 
emotional functioning of others, and 
unique aspects. 

The authors suggest the need for evalua- 
tion of mental health consultation. They 
point out that there is little sound research 
to support the idea that mental health con- 
sultation is useful in the prevention of 
mental illness and promotion of mental 
health. They go beyond critique to the 
practical by providing specific aids to re- 
cording of mental health consultation data. 
Graphic examples of consultation reports 
and forms are provided. More useful 
points than can be included in a review are 
in this section of the book. 

Section Three discusses community or- 
ganization and program planning. The au- 
thors cite three conditions that must be 
met in order to move towards the goal of 
community mental health: the mandate or 
legislation must be reasonable and feasible; 
agencies charged with the responsibility 
for implementing the mandate must be 
healthy; and external power controlling 
the operation of the community mental 
health agency must permit performance of 
the necessary functions. Many important 
points are made regarding individual and 
community change and the change agent 
Tole. There is a significant warning for 
those new to the change agent role—that 
the appearance of change may be a tem- 
porary one, based on a charismatic leader: 


For а change agent to feel that his idea will 
result in fruitful, ongoing change, it must have 
the Support of a wide segment of the com- 
munity and the active leadership of political 
figures who have power based on votes and 
БУКАГА will be committed over time. 
р. Е 


The authors examine this idea on a small 
scale as well as on the large scale of the 
whole community mental health move- 
ment. 

There is also an excellent chapter on the 
dynamics of government. Use of pressure 
groups by professionals is discussed with 
considerable sophistication and some prob- 
lems are highlighted. The authors believe 
pressure groups are inadequate for ongoing 
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mentally healthy community organization 
because they tend to be closely allied with 
one interest rather than meeting the needs 
of the total community. 

In discussing the nurse’s role in com- 
munity organization, the authors point out 
the confusion regarding unique contribu- 
tions of each professional person in com- 
munity mental health. They believe it is 
the philosophical orientation of each pro- 
fession that is unique, rather than specific 
tasks or role. They state: 


‚. . nurses seem to have a particular advan- 
tage in their view of man as a unit involving 
biology, psychology, sociology and more, and 
in their concern for helping this total individ- 
ual more readily adapt to any situation in 
which he finds himself. (p. 169) 


The book poses six questions for nurses to 
answer: 1) What are the similarities, con- 
trasts, and discrepancies between her own 
role expectations and those of the others 
already in the agency? 2) Why are the 
members of the agency staff there and what 
are their expectations of themselves? 3) 
Who is the executive of the agency? 4) 
What is the pattern of interaction among 
members of agency staff? 5) How does the 
work done by the agency compare with the 
mandate under which it operates? 6) What 
is the contrast between the agency’s self 
image and the community’s perception of 
the agency? (p. 169-173) These questions 
would be helpful for any professional. 
Here too, as throughout the book, there 
are excellent charts and figures of com- 
munity mental health organization. 

The final chapter discusses our present 
stage of theoretical knowledge and sum- 
marizes briefly the major points made in 
the book. In looking to the future the 
authors make some predictions regarding 
community input and the expectations and 
effect of these upon redefinition of roles 
and needs. This book provides great in- 
sight into the processes of consultation 
and community organization. It is a schol- 
arly and thoughtful presentation. 

I wish I could say the same about The 
Nurse’s Role in Community Mental Health 
Centers, subtitled Out of Uniform and 
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Into Trouble. This book is so cute in its 
approach, and the style so difficult that I 
could not read it through in one sitting, 
though it is only 117 pages. For example, 
the authors describe the fun they had writ- 
ing as follows: 

Sparkling and stimulating conversation such 
as, “Jody, whats so funny?”, said to one of our 
group who was waiting by herself in the bed- 
room. “That’s not me, that’s a dog,” said she, 
coming out from the bedroom laughing and, 
“Thanks a lot for noticing the similarities.” 
(p. 108) 


Or, when interviewing nurse administra- 
tors, one director commented, "We're 
boxed in." The authors quip, "some of 
this box's lumber is really made up by the 
profession itself." (p. 77) 

To a nurse reader, much of this book 
may be summarized as, “so what else is 
new.” The role of the nurse in community 
mental health is examined through inter- 
views with psychiatric technicians, social 
workers, psychiatrists, psychologists, and 
nurses in clinical practice, administration, 
and education. Any nurse knows that other 
members of the so-called professional team 
see us as the low men-women on the team, 
or indeed not even there at all. Nonethe- 
less, if one can manage to read the book 
in small doses and somehow avoid the 
often unsuccessful attempts at humor, 
there is a good bit that might be of inter- 
est to nurses and other professionals. To 
the latter especially, since it is not often 
that an opportunity is presented to read 
the other side’s reactions to their attitudes. 

The section on the psychiatrist-nurse 
relationship is particularly interesting, as 
it traces many of the problems to the male- 
female relationship. It is insulting and in- 
vigorating at the same time and should be 
of interest to other women in the profes- 
sion. It could also provide some thought 
provoking information for the men in the 
mental health professions. I wish that the 
book had been written in a different style 
and that there had been more effort put 
into making it informative rather than 
amusing. The priorities were the other 
way. 

Last, and far from least in length alone, 


736 


i es M. Carter Evans’s Psychosocial 
Mere This book is designed for under- 
graduate nursing students and should serve 
a useful purpose as an overview text for 
these students. One defect is that in its at- 
tempt to cover the waterfront it mentions 
almost everything that there 18 to mention 
in the field of social psychiatry. In the 
process of not omitting anything it can 
sometimes provide only a Sentence or two 
on topics others may consider important, 
such as nonverbal communication, confi- 
dentiality, and  de-personalization. The 
chapter on the family suffers from this 
problem as it attempts to cover almost 
everything that is known today on family 
dynamics and disturbed family integration 
i few pages. 
% Мыр uate dealt with in greater 
depth and extremely well. The book con- 
tains excellent chapters on the life cycle 
of human development, focusing on crisis 
points and developmental tasks, epidemi- 
ology and ecology of mental disorder, ther- 
apeutic communication, psychodynamics 
of patients under stress, aggression, suicide, 
the withdrawn and autistic patient and 
problems related to drug use and drug de- 
pendence. A particularly fine chapter dis- 
cusses the problems of loss and includes 
depression, its symptoms, Occurrence, rec- 
ognition, therapeutic tasks, and prevention; 
the process of grief and mourning; helping 
children view death; and a lengthy and 
excellent section on death and dying. 
The book also contains three appendices, 
which deal with developmental tasks, diag- 
nostic nomenclature, and drugs. This book 
should be extremely useful to undergradu- 
ate nursing students as a single source for 
looking up various points, ideas, and defi- 
nitions used in psychiatry and Psychiatric 
nursing. Further, it has excellent bibli- 
ographical references and footnotes, which 
should serve as a good model for young 
students. The book is written in scholarly 
fashion. 
Claire М. Fagin, Ph.D., RN. 
Chairman and Professor 
Nursing Department 
Herbert H. Lehman College 
Bronx, New York 
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Audio-Visuals 
WIDOWS 


43 minutes, black and white, 16тт sound film, 
1972, by Edward A, Mason, M.D. Rental $25. 
Purchase $240 from Film Program, 33 Fenwood 
Road, Boston 02115, 


handsome, Capable of pas. 
Sion; level and profound, she Speaks of 
her lost love, 

There is an artistry in Mason's Widows 


vious films. His camera has learned to be. 
have like Consciousness itself. A Woman 
recalls with i 


cemetery. 


A widow tells of hearing her child cry 
Would go to her and hold 
her until the Child was Teady to go back 
to sleep. The Screen goes black and there 
is the sound of a door closing. 

A mother and her son and daughter 


joy. "Look how big he is," they say to us. 
(“As big as life," 

е camera plays across a shelf of books 
the husband no longer 
Оп a snapshot beyond 
ап empty chair, a bedroom 
window Waiting for dawn, And the sound 
is the Voices of Women, without tears or 
torment, describing their lives since the 
death of their husbands, 

е Tecurrent theme (carrying the les. 
son for doctors, Clergymen, and under- 
fakers) is the behavior of Others to the 
newly widowed Person. The new widow 


ۇب ست 


% 


AMERICAN JOURNAL ОҒ ORTHOPSYCHIATRY 


exists within a whole ecology of clichés 
and stereotypic roles that serve to keep 
everyone comfortable but the widow her- 
self. One woman noticed how expressions 
of sympathy came only when she was 
looking contained and courageous. When 
she felt tearful people became uncomfort- 
able and withdrew. 

Not surprisingly, an experiment in a 
self-help program for widows elicits deeply 
felt gratitude. The words “I know” work 
their magic when they come from someone 
who has suffered a loss like your own. 
Otherwise they can be condescending or 
deceitful. 

But there is a skeptical note of profes- 
sionalism too. A young social worker re- 
flexively invokes patienthood on one hand 
and the women’s movement on the other. 
She does not like the women to be called 
“widows” as if their identities were still 
defined by men, even in their death. I sup- 
pose she is right. And yet, one heard the 
echo of a lament for the dead mate. Who 
can tell at what level of animal depth, from 
which distant past or to what height of the 
soul’s longing that lament sounds. It is 
beyond politics, beyond social justice, con- 
ceivably beyond humanity itself. It brings 
us back to something else, something more 
universal. And it is here in Mason's film. 


Matthew P. Dumont, M.D. 
Assistant Commissioner 
Massachusetts Department 
of Mental Health 


TROUBLED CAMPERS 


16 minutes, black and white, lómm sound film, 
1971, by Edward A. Mason, M.D. for Guidance 
Camps, Inc. Distributed by Wediko Films—Docu- 
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mentaries for Learning, 267 West 25th Street, 
New York 10001, and International Tele-Film En- 
terprises, 221 Victoria Street, Toronto, Ontario, 
Canada. Purchase $125, rental $10. 


Behavior disordered youngsters аге 
shown at Camp Wediko in central New 
Hampshire. Viewed as an introduction to 
emotional disturbance, this film has a 
number of ‘strengths. It shows a broad 
range of maladaptive behaviors; it reveals 
the fears and feelings of emotionally dis- 
turbed children; it introduces the viewers 
to a camping program; and it shows a 
close relationship between campers and 
counselors. The film is accompanied by 
a short but extremely useful discussion 
guide. 

The film raises more questions than it 
answers. What is the total camping pro- 
gram like? What theoretical approach is 
used? How are individual and group goals 
determined? What training do the staff 
members have? Viewers also come away 
from the film asking how will they be able 
to help this type youngster? 

One minor criticism is the poor sound 
quality found in places throughout the 
footage. 

It is extremely difficult to comprehend 
simply through reading about maladjust- 
ment the variety of behaviors emotionally 
disturbed children may exhibit. One has 
to appreciate the honesty of this film in 
depicting exactly what emotionally dis- 
turbed children are like. Troubled Camp- 
ers, as well as the other films in this series, 
are important training materials for stu- 
dents in the education and mental health 
fields. 


Patricia $. Yell, Ed.D. 
University of North Carolina 
Chapel Hill, N.C. 
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_reduce 
pediatric trauma 


EMOTIONAL CARE 
OF HOSPITALIZED CHILDREN 
An Environmental Approach 


The authors and their consultants deal 
knowledgeably with the reduction of psychic 
trauma in children, as well as parents, 
brought about by illnesses requiring hos- 
pitalization. Growth and development, уагі- 
ables of family and culture, and diverse ге- 
actions to stress, loss and separation are 
emphasized. Techniques of communicating 
with children and parents are presented 
realistically. Preventive approaches to min- 
imizing unhappy experiences are supported 
by analyses of actual clinical situations. 
Madeline Petrillo, R.N., M.Ed.; and Sirgay 
Sanger, M.D. 


259 Pages/ Illustrated/1972/ 
Paperbound, $5.50/Clothbound, $7.50 


HELPING THE BATTERED CHILD AND HIS FAMILY 


Excellent background reading for everyone confronted with the “battered child” 
syndrome. The authors and seventeen multidisciplinary specialists summarize re- 
cent findings from studies made on child abuse, analyze the psychodynamics of 
abusive parents, and discuss desirable methods and settings for optimal help. 

С. Henry Kempe, М.Р.; and Ray Е. Helfer, M.D. 
313 Pages/1972/Paperbound, $4.75/Clothbound, $8.50 o 
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THE ANDERSON SCHOOL 


Psychiatrically oriented, college prep, and general programs. Grades 8—12. Coeducational, 
و اا‎ residential, Guidance staff Tu psychiatrists consult in use of modern tech- 
niques to further academic, recreational, and social development. Tutoring intensively 
used to solve educational imbalances. Emphasis on educational and social adaptation. 
Our primary aims are growth and personality adjustment for each student. Entrance 
preferred during early adolescence. Est. 1924. Permanently accredited by New York State 
Department of Education. 


For further information contact: David А. Lynes, Headmaster, Staatsburg, N.Y. 12580. 
Phone: 914-889-4871. 


BEAUMONT RESIDENTIAL SCHOOL 
AND CAMP Liberty, N.Y. 


For the Child with Perceptual or Adjustment Problems 


A small residential facility providing a warm supportive atmosphere In which each child can optimally 
learn and mature. Under the supervision of qualified professionals, each child's needs are assessed and a 
unique program of academic learning and social experiences is offered. Approved under Section $4407 
of the New York State Education Department. 


During the summer months a full residential camp program Is offered which also Includes children not 
at the Beaumont School. 


‚+. Limited Enrollment ‚+ Small Classes 
Executive Director: Gerald Burday, Ph.D 
Child Psychologist 


Dr. ©. Burday, Beaumont School, Liberty, N.Y. 12754 
(914) 292-6430 


MAIMONIDES 
COMMUNITY MENTAL HEALTH CENTER 


now has positions open for full time 
Staff Psychiatrists 


New York State license required. Full range Call 212 853-1200 or write 


of clinical services in conjunction with in- Monfague Ullman, M.D., Dir. 
novative community programs. Community Mental Health Center 


MAIMONID 
ды Ton Avenue Beatie NY GER 


7 PSYCHIATRIC RESIDENCIES ` 


rehensive Community Mental Health Center housed 

monides Medical Center, with full rai of clinical and емма Е 

approved for 3 year pe, Program. experience will include training in ai 

therapeutic modalities and in addition will provide the theoretical and technical 

els — b ee I nia ia services as well as programs 
rev and community or; lectiv Comm 

nity Psychiatry and Child Psychiatry. Stipend $8500 i $1100. able к ri 


Community Mental Health Center 


Maimonides Medical Center 
"QN 920 48th Street бошу. WY. 11218 / 
i 
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CAPP 


Conference for the Advancement of 
Private Practice in Social Work 


OFFERS 


Educational seminars in annual conference and 
published form to the social worker successful 
in the autonomy and quality of his practice. 
Membership in a full professional association 
requiring high standards and providing for the 
advanced autonomous practitioner opportunity 
for invigorating and rigorous examination and 
dialogue on practice problems, and for the stu- 
dent a mentorship experience. 

Directory listings as a selected continent-wide 
resource to any practitioner seeking carefully 
planned expert care for his client who is relo- 
cating or who is in need ofa specialist. 

+ 


Annual Conference Proceedings Available 
(1967-1971) $2.75-$4.00 
North American ONU: 4th Edition 
3. 


RHINEBECK 
COUNTRY SCHOOL 
Established 1954 


Designed specifically to serve the mildly 
retarded, the borderline child, or the 
slow learner. Special therapeutic services 
for the slow child with emotional dis- 
turbances and the neurologically im- 
paired. Co-ed, ages 8-20. Beautiful 
country estate of 170 acres, pool, gym, 
farm, shop, modern physical plant. 


Leonard О. Zneimer, 
Rhinebeck, New York 12572 


914-TR 6-7061 


Order form sent on request 

order from: | Membership 
CAPP PUBS ! Information: 

Parkway Court | Chr. Eilene Crosier 
Valparaiso, Ind. 2717 Hillcrest Dr. 

46383 | San Antonio, 

ı Texas 78228 
سے‎ 


لے 


NEW PUBLICATION DICTIONARIES 
— کن‎ WEBSTER 
Conference for the Advancement Library size, 1971 edition, brand 
of Private Practice in Social Work new, still in box. Cost new: $45.00. 
CAPP Will Sell for $15 
Deduct 10% on orders of 6 or more. 
ANNOUNCES 4 
Mail to 
Р TENTH ANNUAL CONFER- NORTH AMERICAN 
ENCE PROCEEDINGS LIQUIDATORS 
(1971) $4.00 1450 Niagara Falls Blvd. 
Professional formulations direct Dept. W-1245 
from practice Tonawanda, New York 14150 
а ЖЕ ——-————— C.O.D. orders enclose $1.00 good will deposit. 
Pay balance plus C.O.D. shipping on delivery. 
Order from: CAPP PUBS Be satisfied on inspection or return within 10 
кєч е | SMe стт 
ғ Valparaiso, Ind. Please add $1.25 postage and handling. New 
1 46383 York State residents add applicable sales tax. 
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Е AOA BOOK CLEARANCE SALE 


The following publications are available at reduced price in order 
to clear our shelves. They are classics in their field. 


With purchase of a subscription to the American Journal of 
Orthopsychiatry 


($16 per year; student rate $10 per year) 


$2.00 per volume: 
THE SIX SCHIZOPHRENIAS, S. J. Beck, Ph.D., 1954, 238 РР. 


Reduced from $5.50 

ORTHOPSYCHIATRY AND THE SCHOOL, Ed., Morris Krugman, Ph.D., 
1958, 265 pp. Reduced from $4.50 
CASE STUDIES IN CHILDHOOD EMOTIONAL DISABILITIES, Vol. Il, Ed., 
George Gardner, Ph.D., M.D., 1956, 353 рр. Reduced from $5.50 


$5.00 per volume: 


CHILD GUIDANCE, Ed., Simon H. Tulchin, 1964, 325 pp. 
Reduced from $8.50 


Without purchase of a Journal subscription. Any three of above four 
books: $10.00 


While quantities last 
FURTHER EXPLORATIONS OF THE SIX SCHIZOPHRENIAS, Herman B. 
Molish and Samuel J. Beck, 1958, 40 pp. will be included with each copy of 
THE SIX SCHIZOPHRENIAS (described above). 


PROGRESS IN ORTHOPSYCHIATRY: SELECTED PAPERS, 1955, 80 pp. 
will be included with each copy of any other book purchased. 


Order from: 
AOA PUBLICATION SALES OFFICE 
49 Sheridan Avenue 
Albany, New York 12210 


Payment must accompany order. 
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SUMMARY OF WORKSHOPS 
AOA 49th (1972) ANNUAL MEETING 


Summaries of Workshops, panels and sessions and selected symposia 
as reported by each Chairman and Reporter. Approximately 550 words 
long, each Summary reports the highlights of discussion and recommen- 


dations of the program event. 


A correspondent is listed with address for each Summary. This person 
is prepared to answer questions and to furnish additional material about 


the event. 


"Areas of general concern to Ortho are clearly spelled out and are 
vividly depicted in the summaries." 

Irving N. Berlin, M.D. 
Professor of Psychiatry and Pediatrics 
University of Washington 


Order from 
LM 


American Orthopsychiatric Association 


1790 Broadway 
New York, New York 10019 


Enclosed is $ Фог 1972 Summary of Workshops 


1-9 copies at $3.00 each 


10-24 copies at $2.50 each 


25 and over at $2.00 each 
Mail to 
NAME C AE L ____———————— 


ADDRESS E —————————————— 


(Please include Zip Code] 


CLASSIFIED NOTICES 


Straight copy ads only. Box number service is not 
available for personnel vacancies; the name and 
address of the agency must appear. Rate is $2. per 
line. Closing date six weeks before month of issue. 


ALABAMA—The Alabama Department of Mental 
Health is seeking professional employees, psy- 
chiatrists, physicians, psychologists, social rs, 
registered nurses, for its residential facilities. 
Salaries negotiable. Contact Thomas G. Flowers, 
Director of Personnel, at Department of Mental 
Health, 502 Washington Avenue, Montgomery, 
Alabama 36104 or call Area Code 205,265-2301 


MASSACHUSETTS—Mental Health Rehabilitation Proj- 
ect: Progressive, creative staff sought for innova- 
tive token-economy transitional residence Wem: 
Counseling and supervisory training required, as 
well as sincere commitment to non-custodial care 
for chronic mental patients. Clinical-social and/or 
behavior modification background preferred. Voca- 
tional placement experience helpful. 


Project Director: Ph.D. +- 2 yrs. or MS, MA or MSW 
-+ 4 yrs. $13,000-15,000-1- 

Clinical Social Worker: MSW -+ 510,500-- 

Clinical Nurse: BS +- 2 yrs: AD or Dip + 5 yrs. 


510,300-- 
Rehabilitation Counselor: MS ог МА іп mental 
health field, or BA + 2 yrs. $9,300-- 


Send vitae to Ms. Dianne Smith, Northampton State 
Hont Northampton, Mass. 01060. 41 1644 
ext. 288. 


NEW JERSEY—PSYCHIATRIST—DIRECTOR. Challeng- 
ing opportunity to start and direct a comprehensive 
psychiatric service including inpatient, emergency 
and alcohol treatment program. Position required 
M.D., with minimum 3 years in Psychiatry, licensed 
to practice in NJ. sm pe Hospital retirement 
and benefits. Mail curriculum vitae to: Mr. In 

Petersen, Director of Employee Relations. Pei 

Amboy General Hospital, New Brunswick Ave., 
Perth Amboy, N.J. 08861 


PENNSYLVANIA—Wanted immediately for child care 
center providing group and ay day care pro- 
to ај imately 400 children drawn from 


necessary. Excellent АШИ for innovative 
administrator to expand and develop programs. 


MS.W. or. Master in Child Development and pre- 
vious ‘a 


пабе, Toy required. Salai 
range j ing upon experi 
i irman, Personnel Committee, 


ence. ^p to , 
Louise Child Care Center, 336 South Aiken Ave., 
Pittsburgh, Pennsylvania 15232 (412-661-7340). 


PENNSYLVANIA—Community Mental Health Center 
has openings for both full time and part time psy- 
chiatrists with an interest in a diversified practice 
and are desirous of innovative pes of therapies 
should apply. The center is serving a catchment 
area of approximately 200 thousand persons. In- 
quires and dossiers should be sent to: 

Franklin E. Jones 

Personnel Director 

P.0. Box 8076 

Philadelphia, Penna. 19101 


WISCONSIN—State Division of Mental Hygiene has 
vacancy for Assistant Director, Bureau of Mental 
Health. Bureau is assigned program responsibilities 
for three state ا‎ the Wisconsin Children's 
Treatment Center, ony mental hospitals, 38 
ni TEC 10 day care program iy 
n has special emphasís upon responsibili 

the уй; and рпа ороп п of mental 
health services for children throu the State 
of Wisconsin, in addition to assisting the Director 
administratively in all programs. Prefer a plicant 
to have Board eligibility or certification in child 
psychiatry, with administrative experience in- 
volving children’s mental health programs. Begin- 
ning salary up to $30,186 (Board Eligible) or 
$31,386 (Board Certified). Excellent fringe benefit 
rogram and annual pay plan and merit increases. 
‘or further information phone or write: R. H. Archer, 
M.D., Director, Bureau of Mental Health, Division of 
Mental Hygiene, 1 West Wilson Street, Madison 
Wisconsin | 702; phone: (608) 266-2719. An Equal 
Opportunity Employer. 


WISCONSIN—FACULTY APPOINTMENTS FOR CHILD 
PSYCHIATRISTS: Applications are invited for Aca- 
demic Positions as Child Psychiatrists in the De- 
partment of Psychiatry of the University of Wis- 
consin Medical School. Candidates must possess an 
M.D. degree (or equivalent) and must have completed 
an opriate Residency in Psychiatry. int- 
ments will be at the Assistant Professor level, and 
will include the teaching of medical students and 
Residence in Psychiatry; the routine and innovative 
n of Child Psychiatry including opportunities 
or private practice; some administrative responsi- 
bilities for the organization of Child Psychiatry 
Services; and opportunities to carry out research in 
this field. Applications from qualified women and 

bers of minority groups will be given special 
consideration. ra mein with curriculum vitae 
and the names of three references should be sent 
to Professor Seymour L. Halleck, M.D., Acting Chair- 
man, Department of Psychiatry, University of Wis- 
consin ical School, Madison, Wisconsin 53706 
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In assessing childhood behavior . . 


DCB 
DAB 
4 DESB 


_.. measuring instruments all. 


DCB — DEVEREUX CHILD BEHAVIOR RATING SCALE 
Enables measurement of symptom behavior of emotion- 
ally disturbed and mentally retarded latency age children. 
"^w Designed for use by anyone having daily contact wit 
the child—houseparent, hospital aide, childcare worker, 
mother. 
DAB — DEVEREUX ADOLESCENT BEHAVIOR 
RATING SCALE 
A standard means of describing 
behavior symptoms of disturbed adolescents. F 
clinicians, rehabilitation counselors, nurses, hospital 
aides, recreation personnel and others working directly 
" with adolescents. 
DESB — DEVEREUX ELEMENTARY SCHOOL 
BEHAVIOR RATING SCALE 
Permits. behavior measurement at the elementary school 
level. Designed to aid educational personnel in examin: 
ing behavioral difficulties affecting academic progress. 
Developed through the research programs of The Dev- 
ereux Foundation which administers Devereux Schools. 


Marshall H. Jarvis 


Helena T. Devereux 
President 


Founder and Consultant 


for information and literature: 


THE DEVEREUX FOUNDATION PRESEN 


Publisher for The Devereux Foundation 


DEVON, PENNSYLVANIA 19333 
-—" 
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Brown Hall 


Brown Hall and Ninety Acres, 
our companion units for young 
men and women respectively, 
have developed comprehensive 
new treatment programs for 
young adult patients in need of 
residential psychiatric services. 
This includes those youth who 
have not responded to out-patient 
treatment as well as those who 
require continuing treatment fol- 
lowing intensive hospital care. 


FOR CONSULTATION OR INFORMATION 


CALL TOLL-FREE 
From 


State: (800)-531-5305 
5404 


From Texas: (800)-292-! 
The Ragi 

strar 
Department No. N-2 
THE BROWN SCHOOLS 
P. x 4008 


Austin, Texas 78751 
or call: (5121 478-6662 


= 
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Milieu therapy and psychoactive 
drug therapy under medical super- 
Vision are standard under the 
expanded program, while individ- 
ual and group Psychotherapy are 
available for use when indicated, 
Concomitant with treatment, the 
patient enrolls in classes designed 
to maintain academic Progress, 
receives anintroduction to various 
vocational pursuits, participates 
in a well-planned physical edu- 
Cation program, and joifs an 
accepting peer group in coedu- 


zm Expandec 
residential 
treatment fo. 


nety Acres 


cational social activities . 
in beautiful, modern, safe 
ties specifically equipped 
these purposes, 


With this supplement to our + «- 
isting program at the Oaks, the 
Brown Schools are now geared 
to treat emotional disturbance, 
whether schizophrenic or not, in 
children and youth of any intel- 
lectual capacity and of any age. 


THE BROWN 
SCHOOLS 


*Our fifth campus, the Oaks, is solely for 
the treatment of emotionally disturbed 
children and adolescents. 


| ORTHOPSYCHIATRY 


The AMERICAN JOURNAL OF ORTHOPSYCHIATRY is published five times a year. 


Papers published in the JOURNAL are se- 
lected both from those submitted directly to 
the Editor and from those presented at the 
Association's annual meeting. The Editorial 
Board reserves the right to reject any manu- 
script and to suggest modifications prior to 
publication. 

THE JOURNAL is dedicated to the better un- 
derstanding of human behavior and to the 
more effective treatment of behavior disorders, 
Selection of articles for publication is based 
on their originality, adequacy of method, 
significance of findings, contribution to theory 
and clarity and brevity of presentation. 

As the official publication of the American 
Orthopsychiatric Association, Inc., the JouR- 
NAL contains the proceedings of the annual 
meetings. Manuscripts of all papers presented 
at the meetings, except workshop presenta- 
tions, must be deposited with the Editorial 
Board by July of the year in which they are 


- 
presented. Publication elsewhere than in the 
JOURNAL or by the Association is prohibited 
unless and until the Editor releases a paper. 

The Association assumes no responsibility 
for any statements of fact or opinion in the 
papers printed. Nor does acceptance oj adver- 
tising in the JOURNAL imply endorsement oj 
the Association of any of the products or 
services advertised, 

Editorial correspondence, manuscripts í 
publication, books for review and other m 
terial for notice should be addressed to ti 
Editor, AMERICAN JOURNAL OF ORTHOPSYCH! 
TRY, 1775 Broadway, New York, N.Y. 100! 
business communications, subscriptions, ord 
and remittances, to AOA Publications S»: 
Office, 49 Sheridan Avenue, “/Jbany, ^ 
12210. Please notify the А апу o 
promptly of change of address, giving 
the old address and the new one. Zip 
must be given for both old and new ada 


Subscriptions: $16 per volume; foreign, $17 
(in U.S. funds) Two years $30; foreign, 
$32. Single issues, $4.50. Make checks pay- 
able to American Orthopsychiatric Associa- 
tion, 

Student Rate: $10 per volume; foreign, 
$11. University students in the several fields 
of the social and medical sciences may obtain 
applications for the student rate from the As- 
sociation office. 


Bound Volumes: Vols. 1-38, 1930-68 
brary bound set, $1235. Paper bound 
$1080. Library bound volume, $32.50. Pa: 
bound volume, $28.50. Available from Ам 
Press, Іпс., 56 East 13th St., New York, N.Y. 
10003. 

Microfilm: All issues of the JOURNA’ are 
available on film. For information on order 
ing, contact University Microfilms, 300 North 
Zeeb Rd., Ann Arbor, Mich. 48106. 


INSTRUCTIONS TO AUTHORS: Manuscripts 
submitted for publication in the JOURNAL 
must be the original copy and one duplicate, 
typed on one side of firm paper, double- 
spaced, with margins of at least one inch. Poor 
copies, thin paper and single spacing are un- 
acceptable, and manuscripts so prepared will 
be rejected. Manuscripts should be іп final 
form, with consistent headings and subhead- 
ings. Indentations or other special arrange- 
ments of the text should be clearly indicated. 
The entire manuscript should be double- 
spaced, including quotations, footnotes, refer- 
ences, bibliography and tables. 

Footnotes should appear at the bottom of 
the manuscript page on which they are cited, 
and be indicated by the asterisk system. 

References should be alphabetized and num- 
bered in alphabetical sequence, the numbers 
cited in the text above the line (for ex- 
ample,1?). Information should include, in the 
following order: the names of all authors, the 
year of publication, the full title, the journal 
or publisher spelled out fully (if book pub- 
lisher, the city and state, or country), and the 
volume, issue and page numbers, where rele- 
vant. (See references throughout this issue for 
examples.) Do not underline. 


Drawings, photographs and graphs (all art 
work) should be on stiff, white paper in India 
ink. They should be large and clear enough 
to be legible when reduced for printing. Their 
location in the text should be indicated pre- 
cisely, and they should be plainly numbered 
to correlate with the text. Write lightly with 
pencil on the backs of photographs, so as not 
to mar their surface. Only glossy photographs 
reproduce well. 

Alterations made by the author after an 
article is in proof will be charged to the author 
at the printer’s regular rates. Use standard 
proofreader’s marks for corrections. In making 
changes, remember that manuscripts are edited 
according to the JOURNAL'S style. 

Reprints can be ordered only when return- 
ing corrected galley proof. Rates are shown on 
the order form sent with authors' galleys. The 
JOURNAL assumes no responsibility beyond 
transmitting the order. Reprints are shipped 
from six to eight weeks after publication of 
the issue in which an article appears. 

Articles must be exclusively for publication 
in the AMERICAN JOURNAL OF ORTHOPSYCHI- 
ATRY. 
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LETTERS TO THE EDITOR 


Motor Skills 
of Hyperactive Children 


TO THE EDITOR: 


The article, “Intellectual Ability and 
Performance of Hyperactive Children,” by 
Helen Palkes and Mark Stewart [JOURNAL, 
January 1972] concludes it is doubtful that 
the idea that hyperactive children with 
specific learning disabilities have percep- 
tual-motor handicaps is, in fact, true. 

None of the tests utilized in this study, 
however, examined motor skills in general. 
The only motor skills extracted and ob- 
served from these tests would be of a fine 
motor nature, such as writing. Other as- 
pects of motor development, such as loco- 
motion, balance and posture, rhythm, and 
so forth, were not given even token con- 
sideration. To postulate that an individual 
does or does not have a motor handicap 
from a Bender-Gestalt, Hidden-Figures, 
or a WISC subtest is somewhat risky. 

Other studies cited by the authors con- 
cerning the hyperactive syndrome have in- 
deed used rather select populations, and 
one can appreciate that the authors at- 
tempted to examine only children who 
exhibited hyperactive behaviors. However, 
because of the incompleteness of the test 
battery, the children may in fact have had 
unnoticed motor problems that can elicit 
hyperactive behaviors. 

]t is also significant that the authors 
hypothesized that "underachievement" is 
related to difficulties in concentration and 
in finishing school assignments, Both diffi- 
culties in concentrating and in finishing 
assignments could be motor-based. Many 
children seen at our clinic have not sup- 
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pressed or lost immature reflexes that in- 
deed do interfere with school-related tasks. 
Michael L. Dimitroff 

Special Education Department 

Purdue University 

Lafayette, Ind. 


The authors reply: Mr. Dimitroff's ob- 
servation that we did not examine the 
gross motor skills of our group of hyper- 
active children is correct. However, we 
did use well established tests designed to 
assess the perceptual-motor skills of our 
population and our conclusions were based 
upon these findings. 

We recognize that there is a vast differ- 
ence between the gross motor coordination 
involved in locomotion, balance and pos- 
ture, and the visual-perceptual organiza- 
tion demanded in tests such as the Bender- 
Gestalt, the Hidden Figures or any of 
the WISC subtests. For this reason, we 
made no assumptions regarding the gross- 
motor coordination. 

Mr. Dimitroff's idea that concentration 
is related to gross-motor coordination ‘is 
novel and perhaps this would be an area 
of interest for him. We would certainly 
be interested in following his efforts in 


this regard. 


New Address 


Offices of the American Orthopsy- 
chiatric Association, and of the 


American Journal of Orthopsychia- 
try, have been moved to 1775 Broad- 
way, New York, N.Y. 10019. 
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ECONOMICS & SERVICE DELIVERY 


POVERTY, PROFESSIONALISM, AND POLITICS 


Leon Eisenberg, M.D. 


Professor of Psychiatry, Harvard Medical School, Boston 


me oS ee Ee eee EE" 


This paper, and the one that follows, are drawn from a special Plenary Ses- 
sion on “Values and Economics in the Delivery of Human Services” at the 
49th annual meeting of the American Orthopsychiatric Association. This, 
the session’s keynote address, examines the problems that pollution poses to 
the nation's economy, and foresees an era of diminished growth necessitating 
а redistribution of wealth and a new approach to the funding of human ser- 
vices. A concerted crusade by professionals on behalf of human welfare is 
called for, to replace the current competition for available funds. 


ith all the force of religious revela- 
tion, а self-evident truth has 
erupted into professional consciousness: 
the earth and its treasures are finite. 
And from that long since obvious propo- 
sition spring revolutionary consequences. 

If so obviously true and for so long 
obvious, why should it have so startling 
an impact? Because, for the first time 
in our history, we are beginning to ap- 
proach the limits of that finitude, 

So long as this country had what 
appeared to be an endless frontier, the 
ravaged land we abandoned mattered 
little to us. So long as the marvels of 
technology promised limitless produc- 
tivity, the growth of world population 


was in keeping with the biblical injunc- 
tion to be fruitful and multiply. So long 
as we thought that there was more of 
everything to be had, poverty could be 
corrected, in principle at least, without 
taking from the haves to give to the 
have-nots. 

Now we begin to be aware of the 
moving finger. It is still true that the 
green revolution could permit us to feed 
a world population several fold larger 
than its present aggregate mass.” If we 
were to use Dutch standards of cultiva- 
tion and nutrition, the arable land mass 
of the world would support a population 
of perhaps 28 billion people; if we use 
Japanese standards, of perhaps 95 bil- 
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lion. But what has not been reckoned 
with, as we dazzled ourselves with our 
technological virtuosity, is the garbage 
disposal problem. Whether measured by 
air pollution, water defilement, or radio- 
active wastes, the limiting condition is 
not producing goods; it is the present 
inability of the ecosystem to recycle the 
artifacts of civilization. The short-run 
threat to Space Ship Earth is not the 
birth of more Chinese or Indians or 
Africans, but the birth of more Ameri- 
cans and West Europeans, each of whom 
consumes resources and creates wastes 
at many times the rate of the citizens of 
underdeveloped countries" Why is the 
recognition of this relationship revolu- 
tionary? Because it is we who must 
change, not merely others. Because it 
implies that, even at zero population 
growth, a condition not likely soon to 
be attained, the world's resources cannot 
be expanded sufficiently to attain dignity 
for all without halting conspicuous con- 
sumption. Conventional economic wis- 
dom had held that growth in the gross 
national product would enable us to 
continue to improve living standards 
without invading the prerogatives of the 
privileged. How different the world we 
now encounter! 

My thesis is oversimplified and over- 
stated in order to sharpen my focus on 
the challenge that we face. I do not 
suggest that we have reached the point 
where no further economic growth is 
possible. That is far from true. I do 
not suggest that further technological 
development will not dissipate some of 
our present waste disposal problems; 
there is no reason to doubt that the scien- 
tific ingenuity that we have devoted to 
making war, if applied to virtuous ends, 
could enable more of us to make love. 
But even if the economic pie can still 
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be made somewhat larger than it is now, 
my thesis remains valid; namely that, 
of necessity, we are about to enter a 
period of slower growth and that the 
resulting social pressures will force a 
redistribution of wealth because our ca- 
pacity for generating new wealth will 
not suffice to meet all competing needs 
I propose to pursue this theme by 
citing examples of the ways in which 
this new state of affairs has begun to 
affect professionals and thus to pene- 
trate their consciousness. These first ex- 
amples are far from the most significant 
for the national welfare but as they 
affect the “welfare” of professionals 

they bring our own responses to center 
stage. I will next examine how Ameri- 
cans are being betrayed by false solutions 
cleverly engineered to offer the appear- 
ance of change but actually designed to 
reinforce the status quo. Finally, I will 

conclude by stressing the interrelation- 

ship between human services and profes- 

sional responsibility. 


T he issues that have emerged into pro- 
fessional consciousness are as varied 
as our specialties. Consider scientific re- 
search workers, In the period from the 
end of World War II to the mid-1960s 
federal allocations for research and de- 
velopment expanded at an exponential 
rate. Indeed, grim humorists have cal- 
culated that, had the process continued. 
in another generation the entire GNP. 
would have been consumed by science! 
Surely, rational men should have been 
able to recognize that the cornucopia 
was not inexhaustible, but when the de- 
cline in appropriations began, the cries 
of anguish echoed down laboratory cor- 
ridors. Some statesmen of science had 
warned that a limit was being ap- 
proached; few listened to the Cassandras 
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so long as the day of reckoning seemed 
postponable. 

During the period of continuous 
growth, little thought was given to the 
formulation of an explicit national sci- 
ence policy; almost everything that was 
worth doing was supportable. We did 
not have to make choices between basic 
and applied research, between organic 
chemistry and anesthesia, between health 
research and space research. I do not 
mean to suggest that choices were not 
being made even then, but the determi- 
nations were made by a scientific elite 
able to support a promising new devel- 
opment without discontinuing a tradi- 
tional field of inquiry. Now, with the 
total science budget in real dollars ac- 
tually declining or at best fixed, a deci- 
sion that a new field merits major sup- 
port has the immediate consequence 
that an equivalent amount must be sub- 
tracted from a previously supported but 
now less favored discipline. Apart from 
the jockeying for position that results, 
such a decision requires a reasoned 
basis, a basis other than scientific purity 
(the need to climb the mountain because 
it’s there). Yet, there are dangers to the 
setting of priorities on the grounds of 
obvious relevance alone; a preoccupa- 
tion with immediate results may stifle 
the far greater benefits that can flow 
from a research area apparently remote 
from current crises. Once it is clear that 
we cannot support everything, we have 
to have a basis for deciding what we 
will support, Having avoided formulat- 
ing a general solution to this problem 
during the fat years, we are at a great 
disadvantage in fashioning policy solu- 
tions under the gun of budget cuts. 

Consider a second example from the 
academic campus. Universities have 
grown at an enormous rate. In 1958 
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there were only ten institutions with an 
enrollment of more than 20,000 stu- 
dents; they accounted for only eight 
percent of the national student body. 
Eleven years later, there were 65 of that 
size (of which 26 held more than 30,000 
students) accommodating more than a 
quarter of the total student population.* 
But is bigger really better? A persuasive 
case can be made that growth beyond 
a critical size (in the range of 3,000 to 
9,000 students) is dysfunctional be- 
cause of the disproportionate multipli- 
cation of administrative structures, de- 
crease in personal interactions, and the 
resulting alienation of students and 
faculty in an institution that has lost 
human proportions.? But what is an op- 
timal size? The same question can be 
raised for the modern teaching hospital 
with its proliferation of specialty serv- 
ices, its problems of communication and 
its lack of awareness of the relation 
between the complex disease problems 
it manages and the general health of 
the community it is meant to serve.? 

In university and in hospital, institu- 
tions I choose because I am familiar 
with both, the approaching moratorium 
on building and the worsening budget 
crises pose issues none of us had to face 
during the past two decades. If a field 
not represented within the institution 
is judged to be a major growth point 
for new knowledge, then how does the 
dean or the executive faculty go about 
providing funds and space for the new 
department when existing departments 
hold a lien on available resources? 
Clearly, to start department Z, one has 
to cut departments X and Y, chosen 
because they are no longer productive, 
or else reduce all departments A. through 
Y on a proportionate basis. The first 
Solution requires hard judgments; the 
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second postpones judgment making for 
a doctrine of "fairness" that avoids the 
difficult but inevitable task of assessing 
relative contribution. Areas of science 
do play out. It does not require intimate 
knowledge of the university to write the 
scenario for the political infighting that 
develops as each department prepares 
to resist encroachment on its own turf, 
a demesne to which it has primary loy- 
alty rather than to the domain of the 
university as a whole.? 

The same holds true for welfare agen- 
cies within a United Chest; which agency 
executive or trustee has stepped for- 
ward to propose a reduction in his own 
budget when the need to support a new 
black community agency becomes evi- 
dent? As patterns of human needs 
change (for example, as the result of 
prevention or cure of a previously crip- 
pling disease), a naive citizen might 
expect to see categorical agencies close 
their doors to be replaced by others de- 
signed for new problems. Instead, what 
he observes are obsolescent agencies in 
search of a “need.” Self-perpetuation 
has replaced service, This illustrates in 
particularly sharp fashion what is a pre- 
vailing professional dilemma: a growing 
tendency with time for professional or- 
ganizations (whether of doctors or 
nurses, social workers or teachers) to 
substitute self-serving for the public 
good they originally functioned to guar- 
antee. Standards, initially fashioned to 
guard against charlatanism, all too 
readily become a defense of traditional 
practice against the unsettling threat of 
change. An A.P.A., whether psychologi- 
cal or psychiatric, begins to think that 
what is good for General Motors is good 
for the nation.‘ 

I begin with this unpleasant truth 
about ourselves as a necessary step in 
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coming to grips with special interests 
that do not profess to serve the general 
good. If we behave this way, shall we 
be surprised that surburbanites resist 
the taxation needed to support the inner 
city? They do what we do (and what 
some of us who are suburbanites join 
them in doing); namely, to develop an 
elaborate rationale that justifies the pro- 
tection of enclaves of privilege in the 
name of noble goals. 


L“ us turn from these narrow profes- 
sional myths to issues more central to 
human welfare. We fight wars, not for 
aggrandizement or protection of mar- 
kets, but to “defend democracy.” To 
lessen our burden of guilt for murder, 
we dehumanize the “enemy” into a 
pseudospecies. We resist welfare bud- 
gets, not because we resent the cost of 
helping the down-trodden, but to “curb 
cheats and chislers.” We argue against 
a guaranteed annual income, not be- 
cause it would reduce our own, but to 
protect the cash incentive “essential” 
to a productive economy. To lessen our 
burden of guilt, we invent myths that, 
on the one hand, dehumanize the poor, 
and, on the other, allege that income 
is being redistributed for their benefit. 

Americans believe that welfare fam- 
ilies are loaded with kids and have kids 
to get more money. In fact, the typical 
welfare family has a mother and three 
children; since 1967, its birth rate (like 
that of the general population) has been 
dropping. Americans believe that wel- 
fare families are black; in fact, the 
largest racial group is white. Americans 
believe that welfare recipients buy Cad- 
illacs and go to Florida on tax money; 
in fact, welfare families in all but four 
states are kept on a dole well below 
poverty standards. Americans believe 
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welfare people аге cheats; in fact, despite 
repeated efforts to detect fraud, efforts 
that dissipate public funds, cheating 
occurs in less than four-tenths of one 
percent of the total case load nation- 
ally. Each of you can make his own 
estimate of the cheating on defense con- 
tracts, state payrolls, and income tax 
returns. Just what should we call the 
LT.T. contribution to the Republican 
National Convention? Americans be- 
lieve that, once. on welfare, always on 
welfare; in fact, the average family has 
been on the rolls for less than 23 months. 
Americans believe that welfare rolls are 
full of loafers; in fact, less than one per- 
cent are able-bodied unemployed males, 
55% are children, 25% aged or perma- 
nently disabled, and 19% women, most 
of them family heads, four out of five 
eager to work if work and child care 
arrangements were available. The enor- 
mous discrepancy between belief and 
reality defines the magnitude of the task 
facing advocates of human welfare and, 
if you will, provides a measure of our 
failure in the public arena. 

No less pernicious are the myths sur- 
rounding federal, state, and municipal 
tax structures." Taxes are viewed solely 
as a means for generating the revenue 
needed to maintain essential govern- 
mental services. Almost never are they 
understood for what they are: instru- 
ments of public policy based on implicit 
values. And we professionals, no less 
than the general public, have been gulled 
by public officials adroit in the manipu- 
lation of symbols into the belief that we 
have a progressive tax structure, The 
facts are strikingly different. 

Consider the social security tax; pack- 
aged as insurance, it now brings the 
federal government $64 billion in rev- 
enue, two-thirds as much as individual 
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income tax returns ($95 billion) and 
almost twice as much as corporate in- 
come tax ($36 billion). Not only is it 
not progressive, it is regressive in con- 
cept; not soak the rich, but soak the 
poor. The rate (5.2%) is the “same” 
for all wage earners but only up to 
$9,000 annual base. Thus, the more 
money earned, the lower the actual per- 
centage paid in social security tax. If 
federal, state, and local taxes are 
summed, those in the $2,000 to $4,000 
income range are taxed at the same rate 
(27%) as those in the $10,000 to 
$15,000 bracket." In 1969, 574 Ameri- 
cans with incomes exceeding $200,000 
paid no taxes. In 1970, after tax “re- 
form" aimed at the 18,000 wealthy in- 
dividuals in privileged sanctuaries, they 
paid at an overall rate of four percent 
and there remained 1,338 with incomes 
in excess of $50,000 who enjoyed the 
status of non-taxpayers!? Equally dis- 
criminatory but less obvious are the 
subsidies buried within the tax struc- 
ture. Mortgage and property tax exemp- 
tions available to the middle and upper- 
income home owner subsidize his 
housing in an amount three-and-a-half 
times the federal investment in public 
housing projects." Again, agricultural 
subsidies (two thirds of which accrue to 
the upper one-sixth of farm owners) 
exceed the cost of all federal, state, and 
local welfare expenditures. And how 
shall we classify the $5 billion the public 
pays for oil import quotas without even 
reckoning the cost of the oil depletion 
allowances? We are a welfare state, a 
welfare state for the wealthy. There are 
welfare chislers: Lockheed and Penn 
Central are their names, corporations 
bailed out by a government solicitous, 
no doubt, of the widows and orphans 
among their stockholders.19 
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M making is not limited to the ra- 
tionalization of tax policy. It is ap- 
plied with equal skill to the process 
governing expenditure of public funds. 
The President, in an effort to obscure 
the racism of his stand against bussing, 
announced a $1.5 billion program for 
compensatory education. Analysis of 
his proposal reveals nothing more than 
a relabeling of funds already allocated 
so as to imply the availability of new 
money that isn't there. Similar deliberate 
obfuscation surrounds the debate on a 
guaranteed annual income, By appear- 
ing to accept the radical view while 
turning it into its opposite by advocat- 
ing levels of support well below that 
now incorporated into the welfare sys- 
tem, Republicans and conservative Dem- 
ocrats alike debase the meaning of lan- 
guage and degrade public understanding. 
Slogans have always been cheap. 
They appeal to both political parties. 
Remember Johnson's *war against pov- 
erty?" It deserves to be remembered for 
the role professionals played in it. The 
con game then was "interrupting the 
cycle of poverty." Think about that 
phrase. In bald terms, it meant that the 
poor were poor, not for so simple- 
minded a reason as lack of money, but 
because of their behavior. Society's vic- 
tims were held responsible for their own 
victimization. The poor were invested 
with new labels: "culturally impover- 
ished,” “matriarchal,” “disadvantaged.” 
They were proferred professional “help.” 
Redeemers were not lacking—at a con- 
sultation fee. Money was transferred— 
but into professional pockets. The poor 
remain poor; they still need money. 
The Administration acknowledges a 
crisis in health care, proclaims “bold 
new initiatives” but is careful to avoid 
tampering with the privileges of private 
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medical practitioners. Not only are the 
funds proposed for expanding medical 
education and for establishing health 
maintenance organizations grossly in- 
adequate, but federal policy conspicu- 
ously fails to address the need for a 
health care system.? Until this issue is 
faced, nothing will increase except med- 
ical costs. Some of us thought we had 
won a major victory when Medicare was 
established, but the A.M.A. was the real 
winner. By incorporating Medicare bene- 
fits into the traditional fee-for-service 
payment scheme, it reinforced the most 
dysfunctional elements in episodic medi- 
cal care. Now A.M.A. and Administra- 
tion are allied in attacking basic medical 
research, as if the diversion of the two 
percent of total medical costs now in- 
vested in research back into the service 
budget would make a perceptible differ- 
ence in national health indices. Its one 
clear consequence will be a tragic re- 
duction in the probability of discovering 
how to treat and prevent the major 
causes of death: heart disease, cancer, 
and stroke, of discovering how to treat 
and prevent the major causes of suffer- 
ing: mental disease and drug addiction. 

If my examples seem to have strayed 
over the map, ranging as they do from 
competition for space and funds be- 
tween agencies, through inequities in 
tax policy, to income maintenance and 
health care, they have been chosen to 
illustrate the necessity of uniting in a 
crusade for human services in place of 
our customary categorical campaigns. 
It is an absurdity to demand funds for 
community mental health without at the 
same time supporting comprehensive 
health care, effective public schools, and 
income maintenance. It is an absurdity 
to support taxes for public services with- 
out at the same time demanding reform 
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of the tax structure that worsens the іп- 
equities it purports to correct. It is an 
absurdity to fight for a share of the fed- 
eral budget without at the same time 
demanding an end to war and prepara- 
tions for war. What is spent for guns 
will not be spent for butter. 

If ever it was in doubt, it is now clear 
that we cannot escape active involve- 
ment in the political arena if we are to 
serve our clients. Those who daily con- 
front the victims of social injustice have 
an inescapable responsibility to bring 
the meaning of that injustice to public 
attention whatever the personal cost in- 
volved, Narrow professionalism is a per- 
version of the ends our professions were 
created to serve, What matters is human 
welfare. 
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Economic policies of the past decade are surveyed, and the relationship of 
economic conditions to the funding of human services is discussed. The 
author foresees little relief in the fiscal crisis at state and local levels without 
a restructuring of national systems of taxation and spending. He points out 
the effect of policy contradictions on public attitudes (e.g., seeking to main- 
tain unemployment, while insisting that those on welfare must work), and 
offers some steps toward a solution. 


he theme of the 1972 meeting of the 

American Orthopsychiatric Associa- 
tion is that a national emergency exists 
in the delivery of services to the poor. 
Somehow, the term emergency suggests 
a condition that is temporary, one that 
will pass with time. I offer you no such 
hope. The crunch we are in has all the 
makings of a longer term condition. The 
purpose of my paper is to trace our de- 
scent into the current mess, and to sug- 
gest directions for a way out. I should 
like to warn you, however, that I have 
no easy answers, no handy slogan for a 
political platform or a revolutionary 
manifesto. 


Go back with me through time to 
Camelot. Remember? It seems but a 
short time ago that the New Frontier and 
the Great Society prosecuted their War 
Against Poverty. Everybody we know 
had a grant to demonstrate a new way 
to cure juvenile delinquency or to рге- 
vent high school drop-out or to do re- 
search on the nature and causes of vari- 
ous social ills. Action research, what- 
ever that meant, was in vogue. And there 
was a lot of wheat among the chaff. 
Many of the antipoverty programs were, 
after all, serious efforts to deal with 
serious problems and, more to the point, 
there was a sense of commitment and 
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compassion in the air. Nor was all this 
confined to matters of poverty. A need 
was felt to use human services to im- 
prove the quality of life, and to tax our- 
selves accordingly, Medicare legislation 
is a case in point, After three decades of 
opposition by the American Medical 
Association, a bill was passed to give 
the aged better access to decent medical 
care. The principal beneficiaries were 
not the poor. Indeed, Medicaid went al- 
most unnoticed in the debates over the 
bill. 

In short, the wherewithall seemed to 
be there to improve society. Money 
flowed like wine at the wedding at Cana. 
And therein lies a tale. 

The Eisenhower years had been a 
period of economic stability and stagna- 
tion. The stability—or apparent sta- 
bility—was in price levels. I say appar- 
ent stability because forces were already 
at work that would drive the rural poor 
off the land, where they were invisible, 
and into the cities, where they are very, 
very visible. The stagnation was in the 
rate of economic growth. Between 1955 
and 1961 the nation’s total output of all 
goods and services grew at an average 
rate of 2.1% * per year.? That increase 
had to support a growing population 
with rising expectations for consumer 
goods, along with what were then the 
“normal” demands of the Cold War. 
Little was left over for anything else. 

In contrast, the Kennedy administra- 
tion set out deliberately to increase the 
country’s real rate of growth, that is, to 
get the economy to use resources that 
were standing idle. Perhaps the most 
important weapon in the administra- 
tion’s strategy was a reduction in federal 
taxes. Politically, this conformed to the 
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public’s desire for more consumer goods 
to be purchased in the private sector, 
rather than the sorts of human services 
with which this meeting is concerned. 
The economy responded nobly, reacting 
even in anticipation of the tax reduction. 
Unemployment declined, and real eco- 
nomic growth rates went over four per- 
cent, more than double what was re- 
corded in the previous period.? We were 
in a boom. 

This created an interesting dilemma. 
As a result of the boom, federal tax 
revenues went up. The reduction in 
taxes only drove revenues further up, 
thus threatening to slow what looked 
like a healthy rate of growth. It was 
necessary, therefore, for the federal gov- 
ernment to continue spending, so as to 
sustain the boom. There was, so to 
speak, money to burn. What better cause 
to spend it on than to improve life for 
the poor and afHuent alike? To some 
extent, we were making a virtue out of a 
necessity. I do not want to seem overly 
cynical, but it is worth pointing out that 
a rapidly growing economic pie made it 
possible for most people to get bigger 
slices. People are likely to be more gen- 
erous, more compassionate—perhaps 
even more rational—when they feel well 
off. 


number of forces were at play in 

the early 1960s that, even absent 
the escalation in the Indochinese war, 
would have contributed toward today’s 
problem, These included: 1) the move- 
ment of the rural poor into the cities and 
the concurrent move of non-poor whites 
out of the cities, a situation that in- 
creased the need for transfer payments 
and for human services while simultane- 


*] am aware of the criticism that can be leveled against this statistic; I use it merely as a 
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ously reducing the ability of localities to 
pay for it; 2) the steady rise in the cost 
of all services; and 3) our balance of 
payments problem, stemming from an 
uninterrupted outflow of dollars, which 
hampered our ability to regulate the 
domestic economy by requiring a mone- 
tary policy that would slow our rate of 
growth. Without going into the complex 
sets of causes behind each of these 
forces, suffice it to say that all are rooted 
in the political and economic structure 
of the nation. Back in the 1960s these 
were chickens, hardly noticed, but on 
their way home to roost. 

The impact of the war was profound. 
The economic pie kept growing, to be 
sure, but the slice needed for guns grew 
faster than the slices available for other 
public needs and for private needs. Since 
we could not have all the guns and all 
the butter that we wanted, it was neces- 
sary to reduce the one in order to get 
more of the other. We taxed the butter 
to pay for the guns, The tax manifested 
itself in two ways: 1) through inflation, 
a process that reduces the real income 
of some people and thus requires them 
to buy less, and 2) through politically 
legislated taxes, which similarly reduce 
the value of incomes. With respect to 
taxes, it is important to remember that 
state and local taxes had been rising 
steadily throughout the 1960s. Such 
taxes tend to be regressive. One way or 
another, the ordinary citizen taxpayer 
began to notice that his real income was 
no longer going up. And then came the 
crunch, 

At the federal level, the decision was 
made to cool the overheated economy, 
and the decision became operative once 
the 1968 elections were over with. The 
strategy of choice was monetary policy, 
a device that is understandably popular 
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among bankers. Between November and 
December 1968, the prime rate of in- 
terest rose from 644% to 63496, and 
by the following June it had actually 
reached an astonishing 8% % ! 1 In some 
areas, mortgage loans became simply 
unobtainable, But how is this related to 
the emergency in human services? The 
connection, as we shall see, is quite 
simple. 

The goal of the restrictive monetary 
policy was to halt price inflation by in- 
ducing unemployment and slowing—or 
stopping—the rise in the nation’s out- 
put of goods and services. It certainly in- 
duced unemployment. The rate of un- 
employment (a rough but useful 
measure) had been declining throughout 
the 1960s, reaching a low of 3.5% in 
1969. The average rate for 1970 was 
4.9%. Monthly rates went above 6% 
that year and in 1971, and only now 
are they declining to the range above 
5.5%. Please bear in mind that a rise 
from 3.5% to 6.0% is a rise of 70%! 
The unemployment, like any other tax, 
changed the relative sizes of the slices 
in the economic pie. And the whole pie 
grew more slowly in 1968-69 (as a 
result of the federal surtax) and actu- 
ally declined by 1⁄2% іп 1969-70.8 
Crunch! 

When the federal government needs 
funds it can, so to speak, print money. 
Indeed, the federal budget deficits have 
been at record heights in the past two 
years, State and local governments do 
not have this power. Hence, while the 
need for services offered by state and 
local governments continued to rise, 
spurred both by the recession and by 
the longer term forces that I mentioned 
earlier, the ability to pay for them did 
not. A taxpayers revolt developed. That 
revolt, let me tell you, is very real. 
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As if to compound matters further, 
new needs have come into focus. De- 
mands are being made to do something 
about the environment, to reduce pollu- 
tion, and so forth. These are genuine 
demands about genuine needs, and they 
impose genuine costs. To put it another 
way, the resources available for ecology 
problems will be, ultimately, resources 
not available for services to the poor. 


T2 worst of the crunch is over: the 
recent slump in business has re- 
duced some of the pressure on our re- 
sources, there is certainly a plentitude 
of educated labor available and looking 
for work, and the direct cost of the war 
in Indochina has dropped sharply. 
Nevertheless, the emergency remains 
very much with us. Let me touch on 
some of the reasons. 

The fiscal crisis at the state and local 
level continues. It was developing 
throughout the 1960s, and the combina- 
tion of inflation and slump only com- 
pounded. it. Needs continue to grow. At 
the level of the national economy, it 
appears that the government is seeking 
to operate the system at from 596 to 
51596 unemployment, with a concur- 
rently reduced rate of growth, so as to 
maintain as stable a price level as pos- 
sible. Price controls are certainly not in- 
tended to bear the burden of stabiliza- 
tion if, indeed, they do very much in 
that direction at all. (For different rea- 
sons, the intent to control wages is 
probably greater.) We are entering a 
period in which the economic pie will 
—intentionally—be kept from growing 
as rapidly as in the 1960s. The present 
mini-boom is likely to be the exception 
rather than the rule. 

This means that the choice between 
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guns, other public goods, and private 
goods will have to be made under the 
limits imposed by a slow rate of growth. 
The political process seems to ensure 
that the slice allotted to war and de- 
fense and space will not shrink. The de- 
cline in defense expenditures that oc- 
curred in 1971 is over. Expenditures are 
slated to rise just a bit in fiscal 1973, 
and to jump sharply in the year follow- 
ing. I don't expect that it will make 
much difference who wins the election. 
So much for the “peace dividend." 
This brings me to a crucial point. The 
slower the rate of economic growth, the 
harder is the choice between public and 
private goods and services. The less we 
all have, the more it hurts to give up 
anything. Virtue ceases to stem from the 
necessities of an economic policy, and 
ceases to be cheap. The more it costs, 
the less you see of it. To use the lingo 
that is currently in vogue, the voters 
are busy reordering their priorities, as- 
signing higher values to the things from 
which they benefit or think they benefit, 
and lower values to helping other people, 
especially poor people of working age. 
Given the size of any economy, the 
levels of taxes and governmental ex- 
penditures are essentially choices be- 
tween private goods and services (what 
our take-home pay will actually buy) 
and public goods and services (which 
include much of the human and social 
services). At the risk of simplifying 
things a bit, let me divide the public 
outlays on goods and services into: 
1) those that the taxpayers need, 
want, like, and are, in effect, purchasing 
collectively. Any redistribution of in- 
come that occurs here is incidental and 
possibly unintentional. Education might 
be an example, especially when viewed 
from the level of the local school dis- 
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trict. National defense might be another, 
peculiarly interesting because it involves 
an enormous upward redistribution of 
income; 

2) those that primarily redistribute 
income, that is, what are ordinarily 
called transfer payments when made in 
cash, but are also “transfers-in-kind;” 
many human services fall into this cate- 
gory. Such outlays can further be divided 
into those: 

a) where most taxpayers don’t know 

that an income redistribution is taking 

place, or don’t understand the nature 
of the redistribution. An important 
example is Social Security, which 
transfers income between age groups 
and, in a highly complex manner, be- 
tween income groups; nevertheless, 
most people tend to think of it as 

a sort of insurance scheme, analogous 

to private insurance; 

b) where the taxpayers don’t mind 

the redistribution of income because 

the cause is a “worthy” one, or the 
poor are “deserving” (i.e., their be- 
havior patterns are pleasing to the 
affluent), or because it doesn’t cost 
much anyway. The category might in- 
clude Boy Scouts, old people (pro- 
vided they don’t ask for too much), 
and refugees from Cuba (but not from 

Haiti); 

c) where the taxpayers sure as hell 

do mind, and mind a lot. The prin- 

cipal example is welfare spending on 
the working-age poor and their chil- 
dren. 

The hysteria that surrounds any dis- 
cussion of welfare reflects what happens 
when rising need collides with a tighter 
purse. Welfare has never been popular, 
even in the best of times. Its unpopu- 
larity today is more extreme than at any 
time in recent history. 
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The process takes on a dynamic of its 
own. Forces that lie below the surface 
when virtue is cheap come to the fore 
when we scramble for the slices of a 
pie that no longer grows very fast, and 
when unemployment and inflation levy 
heavy taxes on many of us. The poor 
provoke emotions of hatred (including 
racial hatred) and fear among us. In 
the face of an economic policy that is 
designed to maintain a relatively high 
level of unemployment, we insist that 
the poor be forced to get jobs. Rational 
calculation gives way to hysteria. Given 
the distribution of political power in this 
country, this state of affairs suggests 
possibilities that are frightening to any- 
one who is acquainted with the history 
of the 1930s. 


| promised you no panacea, but I did 
offer to suggest some directions for 
a way out. The suggestions that I am 
about to make are intended to help re- 
store a climate for reform. They do not 
constitute permanent reforms as I, or 
anyone else, would see them. But we 
have to start somewhere. 

The first thing to work for is a climate 
of vigorous economic growth. This is a 
necessary but not sufficient condition 
for programs that will effectively in- 
crease the flow of income and services 
to the poor. You might call it the Fat 
American Theory: raising the real in- 
come of the non-poor majority will make 
them better disposed toward helping the 
poor. It reduces the relative cost of pub- 
lic services and income transfers by pro- 
viding more resources for private and 
public purposes. 

The rate of growth must be pushed to 
the point where it yields far lower rates 
of unemployment than the contemplated 


760 


goal of five percent.* Unemployment 
makes a mockery of manpower training 
programs, welfare reforms of the nega- 
tive tax variety (such as contained in 
FAP or Н.В. 1), and of all other devices 
that are intended to move the poor into 
the labor market. 

This, in turn, means that we have to 
find innovative ways to deal with in- 
flation. This may require economic con- 
trols that are more effective and mean- 
ingful than the ones presently in force. 
We may also want to reconsider our at- 
titudes toward inflation. Is a mild infla- 
tion really worse than unemployment? 2 
The alternatives are high rates of unem- 
ployment and low rates of growth. These 
are selective taxes levied upon those who 
are unemployed or poor, for the purpose 
of stabilizing the incomes of those who 
are employed and non-poor. Such taxes 
are patently unfair as well as destructive 
to the society. 

At the same time, we must find ways 
of dealing with the dollar crisis, or 
else we shall not be able to regulate our 
domestic economy so as to produce full 
employment. The connection between a 
тип on the dollar and the emergency in 
human services seems remote, but it is 
there, nonetheless. We protect ourselves 
against a run by raising interest rates. 
High interest rates depress business ac- 
tivity and reduce employment. And so 
forth. 

While this is happening, we must re- 
structure the federal-state-local fiscal 
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system with respect to taxes and expendi- 
tures, On the spending side, matters 
that are basically national problems 
must be funded from the federal bud- 
get. Efforts to solve national problems 
at local levels lead to frustration, rage, 
and repression. Witness welfare. How 
can Detroit, New York, Chicago, Balti- 
more, Boston, and Philadelphia be ex- 
pected to bear a substantial portion of 
all the nation's welfare expenditures? 
Obviously, by trying to get rid of them. 
On the taxing side, a way should be 
found to induce a shift from regressive 
to progressive state and local taxes. 
Since states compete among themselves 
to offer low tax burdens to enterprises 
and their executives, an outside induce- 
ment is needed. With a little imagina- 
tion, a revenue sharing bill could be 
devised to aid states and localities pro- 
vided that their tax efforts were substan- 
tial and their rates were progressive. 

Essentially, what I have suggested is 
that if we generate more income we will 
have more to spend on human services. 
We must also learn how to use those re- 
sources more efficiently than we have in 
the past, but that is a tale for another 
time. 
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A community mental health model is described in which neighborhood-based 
programs are emphasized. The rationale for such a model is that its programs 
are more likely to be responsive to local needs than are those of a more cen- 
tralized system. Resulting problems of coordination are discussed. 


he mental health professions enter 
Т 1970s facing a familiar problem: 
poor prospects for obtaining much- 
needed resources. The early 1960s were 
an exception to the long funding drought 
so typical in the field. So we began the 
new decade with much more money than 
we ever had previously. Further, the 
rapid expansion of mental health de- 
livery systems during recent years often 
has been in response to the dictum that 
next year’s funding will begin from this 
year’s funding base. It is not surprising, 
then, that funding agencies, legislators, 
and critics are demanding more account- 
ability from mental health administra- 
tors. 


While the reaction is not unexpected 
and was predicted by leaders in the pro- 
fession, it should be noted that the criti- 
cism is as much a function of the press 
of other priorities and old prejudices, 
as of genuine concern that the money 
not be misspent. The oldest CMHCs 
funded by NIMH, for example, are 
slightly more than five years off the 
drawing boards, barely time enough to 
solve some of the organizational and ad- 
ministrative problems. Nevertheless, 
there are many major tasks to be faced 
in the fields of health, education and wel- 
fare, and mental health programs will 
be faced with stiff competition for funds 
in the future. We will be held accounta- 
ble, like it or not. 
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ACCOUNTABLE TO WHOM? 

But accountable to whom? As Robert 
Leopold? so aptly put it, community 
mental health centers are faced with 
multiple mandates and multiple choices. 
Federally-funded CMHCs, for example, 
are held accountable to staff members 
of NIMH. But this is different from be- 
ing held accountable to Congress, differ- 
ent from accountability to the nation- 
wide constituency that elects congress- 
men, and different from accountability 
to the local community to be served by 
a particular Center. 

Most schemes for promoting account- 
ability attempt to make Center manage- 
ment more accountable to higher levels 
of the bureaucracy, or to funding 
sources. The situation approximates the 
ideal only if the community served by an 
agency provides all of the funds to sup- 
port that agency. More typically, how- 
ever, local communities do not have the 
taxing power or the resources to do that. 
Money to provide services usually comes 
from more central taxing authorities at 
the state or federal levels because of 
their greater resources, 

The problem, however, is that policy 
decisions tend, likewise, to be made by 
those providing the funds. In most cases, 
therefore, funders and policymakers 
are quite distant from the communities 
that will be affected by them. Legislative 
bodies are quite reluctant to provide 
funds without strings attached; witness 
the defeat of revenue sharing proposals 
put forward by the present Administra- 
tion. So funds provided by central au- 
thorities invariably come via specific 
programs with specific guidelines. Bu- 
reaucrats interpreting these guidelines 
tend to have specific models of imple- 
mentation in mind, reflecting what has 
worked elsewhere and what is wanted 
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by the funders. The community move- 
ment has attempted to alter this by 
bringing consumers into positions of in- 
fluence via the construction of advisory 
boards, inviting citizens onto boards of 
directors, etc. What has largely been 
ignored, however, is the pluralistic na- 
ture of our society. 

American society has constantly been 
changed by the flow of immigrants from 
all corners of the world. To be sure, 
immigration occurs somewhat differently 
today, but Cubans, Mexicans, Puerto 
Ricans, Greeks, and Middle Europeans 
continue to arrive for much the same 
reasons and with similar differences in 
cultural values and beliefs as did their 
Italian, German, and Irish predecessors, 
To this one must add pockets of older 
immigrants who, by living together and 
retaining a common language, maintain 
fundamental differences in living pat- 
terns to this day. Especially in our major 
cities, ethnic and racial groups living 
side by side have perceptions and visions 
of the world and of man that vary 
markedly.19 

It is the thesis of this paper that if 
Schemes for promoting the accounta- 
bility of our service systems are to be 
effective they must emphasize accounta- 
bility to communities and must take into 
account the pluralistic nature of our so- 
ciety. A corollary of this is that those 
organizational forms that recognize and 
promote the development of the various 
self-identified communities coexisting in 
any geographic area will be most likely 
to promote such accountability. 

If one of the goals of the community 
mental health movement is to bring com- 
munity representatives into the mental 
health arena, as I believe it is, it must 
be anticipated that such representatives 
will not be content to enter the mental 
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health system as is, to incorporate its 
values, attitudes and beliefs, and to work 
on behalf of its objectives.? More likely 
they will hold primary allegiance else- 
where, and will attempt to stretch the 
mandate of the mental health system in 
keeping with the wishes of their respec- 
tive constituencies. When the service 
area is heterogeneous, and composed of 
clearly differentiated constituencies, tugs 
of war and skirmishes may be held 
among the several constituencies, as well 
as between community groups and 
mental health care providers. In fact, I 
suggest that it is the evidence that such 
tugs of war are taking place and that the 
mental health mandate is being stretched 
that is the true mark of community in- 
volvement in mental health programs, 
even more than the existence of com- 
munity advisory boards or consumers on 
boards of directors. 


ORGANIZATIONAL FORMS 

Historically the organizational form 
constructed to promote accountability 
has been the pyramid. Pyramidal struc- 
tures were designed for the implementa- 
tion of policies and programs initiated 
by those at the apex. Modern critics of 
such structures have recognized their de- 
ficiencies in not promoting responsive- 
ness to those workers closer to the base 
and have suggested flattening the pyra- 
midal form to allow for more feedback 
and initiative at all levels. Strauss 12 has 
even used the concept of an arena to 
highlight the negotiations and exchanges 
among various groups in psychiatric hos- 
pitals. It is clearly a more realistic image 
than the pyramid, in that it takes into 
account the allegiances that the several 
groups in any system hold to outside 
constituencies such as professional or- 
ganizations. Its deficiency, in turn, lies 
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in the absence of any directional thrust. 
Whereas the pyramid has a clear com- 
mand structure from the top down, an 
arena has none at all, and relies entirely 
on negotiations among the various 
parties for the determination of any ac- 
tion. 


THE FUNNEL CONCEPT 

An image that may better depict a 
system emphasizing accountability to 
citizens would be a funnel with several 
spouts. The service providers would put 
resources into the funnel, and the many 
spouts would make them available to 
the several constituencies or community 
groups that undoubtedly exist in any 
population upwards of 100,000 people. 
The task is conceptualized as providing 
the various local groups with the re- 
sources to meet objectives they define 
as important. 

The advantage of such a decentral- 
ized system is that it builds on and 
strengthens the leadership at a very lo- 
cal level, which is so critical in the task 
of strengthening the fabric of the com- 
munity as a whole. For a community 
to be able to provide the many services 
and supports that are its proper function 
and purpose, it needs leadership to help 
it to define and articulate its needs, and 
to plan and obtain the resources to meet 
them. A community mental health pro- 
gram, or any major service program, for 
that matter, can be organized in such a 
manner as to support and foster that 
leadership, or to usurp and co-opt it. 

A service program that is conceptual- 
ized and organized narrowly to provide 
a particular service is likely to have раг- 
ticular notions about the best way to 
provide that service, and is therefore 
likely to want to incorporate community 
leadership into the service system. The 
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service system, nevertheless, remains in- 
tact and even may be strengthened by 
the active support of the able community 
leadership. By contrast, a service pro- 
gram that is conceptualized and orga- 
nized with the broader view of support- 
ing community leadership as well as pro- 
viding a particular service, will take 
pains to do nothing that may rob the 
community of its leadership (either by 
ignoring or co-opting it) in order to 
provide the service in a particular way. 
In fact, program mandates will be 
stretched to be more responsive to the 
needs of local groups, encouraging local 
leaders to articulate the specific de- 
mands of their constituencies. The threat 
that mandates will be stretched so far as 
to endanger the funding will be mini- 
mized if funders and local groups are 
brought together to negotiate the man- 
date. 


DISADVANTAGES 

Such a model has certain disadvan- 
tages, and these should be noted. A ma- 
jor difficulty lies in attempting to iden- 
tify the distinct communities in any 
larger area. Communities segregated by 
ethnic, racial, or class distinctions may 
be more easily distinguished, but noth- 
ing short of finding out what commu- 
nity people identify with will do the 
job. Within communities there may be 
several factions and, while these should 
be encouraged to work together, some- 
times this is not feasible. In fact, sup- 
porting several community constituen- 
cies may temporarily promote further 
factionalism.® Similarly, decentralized 
programs will require vigorous coordi- 
nation among the many components of 
the system and will necessitate consid- 
erably more negotiation and compro- 
mise than in a tighter system. In short, 
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systems emphasizing local autonomy 
will have less unity and overall identity. 

Reinhold Niehbur," in an article en- 
titled, “Without Consensus there is no 
Consent,” noted that what enables 
Western democracies to function despite 
their many contending groups, is a basic 
adherence to certain values and a belief 
that the political framework will ulti- 
mately provide justice for all parties. 
Thus, in America, the state is not en- 
dangered by the overthrow of particular 
governments, even though a substantial 
minority, or even a majority, of the 
population may be in opposition to the 
new government. Extrapolating to a 
smaller system, such as a community 
mental health center, it is probable that 
considerable attention must be paid to 
fashioning an agreement on certain basic 
values, and in the establishment of 
mechanisms for the provision of justice, 
if such a system is to survive. Perhaps 
the primary responsibility of the admin- 
istration of such a system is to help to 
define and articulate the core values, 
As far as mechanisms for justice are 
concerned, a governing body represent- 
ing the various community constituen- 
cies and health care providers, appears 
to provide the best solution. The latter 
should take care, however, to avoid rule 
by all or none outcomes, whenever pos- 
sible. If a majority can continually out- 
vote a minority, and if no attention is 
paid to the need to achieve consensus, 
and to provide justice, the system will 
be endangered. 


A PROGRAM EXAMPLE 

A community mental health program 
that exemplifies many of the issues out- 
lined above is located in Chicago and 
is sponsored by the Medical Center 
Complex of the Illinois Department of 
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Mental Health and the Department of 
Psychiatry of the University of Illinois 
College of Medicine. Federal funds be- 
gan in October 1967, so the program 
has now been in operation for four and 
one-half years. The geographic area 
served by the program is just southwest 
of Chicagos Loop and immediately 
south of the large West Side Medical 
Center. The population of 125,000 
people is relatively segregated into three 
major ethnic and racial groups: Blacks, 
Mexicans and Central Europeans. 

The black neighborhood of 20,000 
people, called the Near West Side, is 
immediately south of the Medical Cen- 
ter. It is very poor, with many people 
on welfare and/or living in the high and 
low-rise public housing and deteriorated 
private homes and apartment buildings 
available in the area. The area south 
of that consists of a long, thin corridor 
which extends four miles southwest to 
the city limits. The eastern portion is 
by now almost entirely Mexican. These 
recent immigrants have replaced and 
displaced Central Europeans formerly 
living in the area. The western portion 
of the corridor is still predominantly 
Central European, although Mexicans 
are moving in at an accelerated pace. 
At this point, both groups probably 
number 50,000 but by the end of the 
decade Mexicans will outnumber their 
predecessors considerably. The Mexi- 
can portion of the corridor, still called 
Pilsen, consists primarily of tenements 
of three or six apartments, not as badly 
deteriorated as in the black community. 
Many more are owner-occupied. Aver- 
age family income is $6,000-7,000 a 
year. Spanish is spoken widely and the 
community clearly has a Barrio flavor. 
The Central European area, called Little 
Village, has many one or two family 
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bungalows with a high rate of owner 
occupancy, and is a more stable working- 
class or even lower-middle-class com- 
munity with the typical ethnic feeling. 
Polish, Czech, and Bohemian restau- 
rants predominate, but are now begin- 
ning to give way to Mexican establish- 
ments. 

Because of the make-up of the area, 
it was decided to open storefront-based 
programs in each neighborhood, backed 
up by the hospital-based programs in 
the Medical Center. This plan was com- 
pleted in Pilsen and Little Village, with 
professional staffs of seven at each out- 
post complemented by five community 
workers, In the Near West Side, how- 
ever, the year-long process to establish 
an outpost began with a relatively open- 
ended attempt to construct an advisory 
committee, and ended with the decision 
to subcontract for service with two mili- 
tant community organizations that di- 
vided the area in half along Ashland 
Avenue. 

These programs are staffed predom- 
inantly by local people, appointments 
are of the patronage type, and profes- 
sionals in each program number only 
one or two of the total of approximately 
eight staff members. The early planning 
phase of the program,® the process in 
the black community,® and an assess- 
ment of the subcontract arrangement 
after two years? have been described 
in detail elsewhere. Thus, at the present 
time, there are four outposts—one each 
in the Mexican and Central European 
communities, and two in the black com- 
munity. 

Each of the four outpost programs 
has its own character, in keeping, we 
hope, with the needs of the various 
communities. Each outpost staff is com- 
plemented by a team from the Institute 


766 


for Juvenile Research, which concen- 
trates on children’s programs, again 
quite different in character depending 
on the nature of the community. Thus 
in Little Village, for example, there is 
a heavy concentration of clinical pro- 
grams supplemented by consultation to 
a local general hospital, consultation 
with local clergy, sponsorship of English- 
speaking classes for the incoming Mexi- 
cans, sponsorship of a Golden Age Club 
for the elderly Central Europeans re- 
maining in the area, some school con- 
sultation, the development of a crisis 
telephone service for teenagers with 
drug problems, the development of other 
youth programs to work with gang 
members, etc. In short, there is a variety 
of programs reflective of the concerns 
of the Central Europeans with their 
children and with the elderly, and of the 
Mexicans likewise with their youth, but 
also with their language difficulties, 

An earlier attempt to develop an ad- 
visory board for the program failed be- 
cause of community apathy, but efforts 
to involve citizens in specific projects, 
such as the crisis telephone service for 
teenagers with drug problems, have been 
more successful, probably because of 
the immediacy and concreteness of the 
issue. Citizens now becoming active in 
a number of the small sub-programs 
will ultimately be encouraged to form 
an advisory board for the local program. 
In a relatively stable community such 
as this, with institutions and agencies 
that appear to meet the needs of the 
residents fairly well, no community 
groups have arisen to challenge the ex- 
istence of the mental health program or 
its mandate. Since the provision of men- 
tal health services has not been an issue, 
has not provoked any conflict to speak 
of, encouraging community involyement 
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appears to be a slow and painstaking 
process. 

In Pilsen, on the other hand, the de- 
veloping sense of Chicano identity has 
shaped a program of a different sort. 
While there are an abundance of clinical 
programs, as in Little Village, these are 
supplemented by special attention to the 
difficulties that Mexican children have 
in school, and by a focus on community 
organizational efforts. Mexican children 
have the highest school drop-out rate 
in our area, exceeding even that of black 
children, The children’s teams and out- 
post staffs work side by side in providing 
consultation to most of the schools in 
the neighborhood, both public рё 
rochial. The outpost chief, а Mexican 
social worker with a special interest in 
community organization, spends the 
majority of his time working with 
emerging Chicano community groups, 
and has the able assistance of about 
three other Mexican staff members, both 
professionally trained and otherwise, in 
this regard. Thus they have been instru- 
mental in developing a neighborhood 
youth center, a drug abuse program, and 
a New Careers program. Funding for 
all of these has gone to or will go to 
community organizations. In addition, 
they have assisted other community 
groups in developing teacher training 
programs to attempt to recruit Spanish- 
speaking college students at the Circle 
Campus of the University of Illinois into 
the teaching profession, which devel- 
oped the Benito Juarez Health Center, 
etc. 

An earlier attempt to develop an ad- 
visory board for this outpost program 
also failed for several reasons, including 
the absence of enough Mexican staff 
members (including a director), the ill- 
ness of the community organizer at a 
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critical time, and the decision to exclude 
many of the activist residents of the 
community who were then engaged in 
a major battle with a local, federally- 
funded community organization, said 
battle having virulent Protestant-Catho- 
lic overtones. More recently, an advisory 
board has been organized that now in- 
cludes the leadership of all of the major 
activist community organizations of the 
neighborhood, and is soon expected to 
make its weight felt in the decision- 
making structure of the Community 
Mental Health Program. 

In the black community, the two 
evolving programs also have different 
flavors. The first, run by the West Side 
Organization, provides less clinical serv- 
ice than in the aforementioned because 
of the nature of the staff. This has al- 
tered somewhat in the last year due to 
the addition of a full-time professionally 
trained social worker and a part-time 
psychiatrist. Both have provided some 
clinical experience and training for the 
staff, and the clinical programs are now 
increasing. Much energy is expended, 
however, on other programs conducted 
by the West Side Organization. Prior 
to the advent of the Community Mental 
Health Program onto the scene, the 
West Side Organization had organized 
a welfare rights organization, which 
pressed for improvements in the wel- 
fare system at both an individual and 
an organizational and policy level. The 
Organization was likewise involved in 
helping people with problems in the 
areas of housing and employment, pub- 
lished a community newspaper and was 
involved in economic development.? 

Funds from the Community Mental 
Health Program have enabled the West 
Side Organization to continue to expand 
these services. Perhaps the most remark- 
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able product of the relationship, how- 
ever, has been the development of a 
drug abuse program that is now serving 
over 300 addicts. The struggle of the 
Organization to obtain direct funding 
for this community based program was : 
monumental, taking two years, and 
reaching to various levels of govern- 
ment in Springfield and Washington; * 
the program was finally funded for three 
years on July 1, 1971. Its success has 
provided an enormous sense of pride 
to the Organization and has demon- 
strated just how well a community or- 
ganization can perform when provided 
adequate resources. 

The fourth local mental health pro- 
gram is subcontracted to the Student 
Afro-American Group, composed of 
younger men and of more recent vintage 
than the West Side Organization. Their 
mental health program also has a 
smaller clinical component than those 
in Pilsen and Little Village, compounded 
in part by their difficulties in recruiting 
full or part-time professionals. Originally 
funded by the YMCA, the organization 
still retains a recreational and youth- 
oriented flavor, providing Ping-Pong 
tables, television and hi-fi equipment, 
summer lunch programs, picnics, etc. 
Its major accomplishment, however, has 
been to induce the University of Illinois 
Medical School to provide a health cen- 
ter for its community, known as the 
Valley. The health center has been open 
for more than two years, and, together 
with the back-up services provided by 
the University Hospital, makes compre- 
hensive health care available to the com- 
munity of 10,000 people. Since the 
mental health program is located in the 
same building as the health center, many 
of the mental health patients are referred 
by the health clinic. 
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There is one large children’s team 
serving the entire black community, 
which works with both outposts, While 
also devoting efforts to school consulta- 
tion and to treatment of children and 
their families, special emphasis is placed 
on programs for teenagers. An after 
school recreational program makes bas- 
ketball, Ping-Pong, table games, etc. 
available to the children, and provides 
opportunities for tutoring, counseling, 
or other individualized needs to be met 
on an informal basis. An additional pro- 
gram works with teen-age offenders who 
are on probation. 

Pressure is now being placed on the 
West Side Organization to develop an 
advisory board for its mental health 
program to broaden the base of com- 
munity involvement. But the leadership 
is somewhat reluctant because of the 
fear of diluting its considerable influ- 
ence on the Community Mental Health 
Program and of reducing its maneuver- 
ability. West Side Organization leaders 
feel that there is intense competition 
for resources on the urban scene, and 
they are understandably reluctant to 
alter a style that has proven to be so 
successful thus far. In recent years they 
have come to own a paper factory, to 
manage a Shell station and a Mac- 
Donald’s hamburger franchise, and are 
involved in a corporation that is build- 
ing private housing in the area. Needless 
to say, their track record is enviable. 

The Student Afro-American Group is 
likewise being encouraged by the Com- 
munity Mental Health Program leader- 
ship to develop an advisory board and 
is less resistant to the idea because of 
similar expectations placed on it by the 
Medical School in connection with the 
Health Program. 
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DECENTRALIZED PROGRAMMING 

As has been pointed out, then, each 
of the four local programs is quite dif- 
ferent in character and relatively au- 
tonomous, in keeping with the nature 
of the local communities, Whereas com- 
munity input to the various programs 
has heretofore been informal, efforts are 
now being renewed to develop advisory 
boards. As has been indicated above, 
there has been considerable community 
influence in shaping these programs, but 
there has not been any formal mecha- 
nism for doing so. Attempts to develop 
advisory boards previously were un- 
successful, for the variety of reasons 
noted. 

In a sense, the overall CMHP was 
built from the bottom up and is still 
quite decentralized. The director's en- 
ergy in the first few years was primarily 
spent in developing the local centers, 
at least in the Mexican and Black com- 
munities. While part of his time, in ad- 
dition, was spent in trying to develop 
the institutional portions of the program, 
they did not develop successfully until 
additional staff was recruited and dele- 
gated responsibility for that task. 


PROBLEMS 


But the nature of the development of 


the overall Program has posed certain 
problems, and these should be dis- 
cussed. It has been suggested that the 
local programs are more in keeping 
with the wishes of the local staffs than 
with the communities in which they 
work. While this may be true, it is our 
contention that the decentralized pro- 
grams provide more opportunity for re- 
sponsiveness to community needs than 
would a centralized structure. Whether 
community input to local programming 
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is actually substantial is a function of 
other factors as well. 

Other major problems have had to do 
with the need for coordination among 
the many components of the Program, 
and with the need to provide mechan- 
isms for resolving disputes among the 
four communities themselves. The Pro- 
gram is sometimes said not to be a 
CMHC at all, because of the need for 
so much coordination and negotiation 
among the various components. An 
ideal Center would be more centralized, 
with clear-cut mechanisms for making 
program-wide policy decisions and hav- 
ing them implemented. This Center 
sometimes experiences difficulties in that 
regard, The outposts, as well as other 
Program components, are quite autono- 
mous in their attitudes and behavior. 

Don’t these difficulties, then, chal- 
lenge the assumption that emphasizing 
the development of the local communi- 
ties, emphasizing the decentralized “fun- 
nel” concept, is self defeating? Isn't a 
more centralized approach more pro- 
ductive? 


COMMUNITY INVOLVEMENT 

We think not. We think it is more 
difficult to encourage meaningful com- 
munity involvement once а program is 
centralized strongly, than to effect satis- 
factory coordination among the various 
local components once they have de- 
veloped. While both community involve- 
ment and satisfactory mechanisms for 
coordination are important features for 
a successful program, for us community 
involvement is more important and 
more difficult to obtain. There are al- 
ready examples of community mental 
health programs that resulted in a strug- 
gle between community representatives 
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and mental health care providers. In 
the situations we know of in which one 
group has won at the expense of the 
other, it is the providers who have 
won." With the resources, the knowl- 
edge and the experience, they are usu- 
ally more than a match for the con- 
sumers. Unless residents of service 
communities also get the resources, the 
knowledge and the experience to chal- 
lenge mental health care providers, they 
will become junior partners in the ven- 
ture, with little influence to stretch men- 
tal health mandates to meet their needs. 

Norman Mailer has said that in order 
for two parties to negotiate, both need 
property. We suggest that many of the 
communities that are now being asked 
to send representatives to advisory 
boards or boards of directors will find 
that little has been changed by such 
maneuvers. Providers of service pro- 
grams will still have more to say about 
how the resources are used unless these 
representatives have some property with 
which to negotiate. While some com- 
munities may have the resources, knowl- 
edge, and experience to enter the process 
on equal footing with service providers, 
most will not, especially in impoverished 
areas. Some degree of developmental 
process will probably have to take place 
first so that the communities can acquire 
some of the necessary skill and experi- 
ence in organizing and planning to meet 
their needs, which in this sense is the 
necessary "property." 

In the Medical Center Community 
Mental Health Program, we believe the 
four communities in the service area are 
now in a much better position to come 
to the negotiating table as equals than 
they would have been a few years ago. 
And since there clearly is а need for 
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better mechanisms for overall policy 
formulation and implementation, steps 
are being taken to institute them. 

A three-step process is envisioned. 
The four outposts are now engaged in 
the task of developing advisory boards. 
Each board will elect an equal number 
of representatives to an overall program 
advisory board. Finally, each commu- 
nity will send one voting member to the 
top-level decision-making structure of 
the program, the policy committee, to 
complement the directors of the four 
sponsoring institutions who will also 
have voting rights. 

Hopefully, the new centralized pro- 
gram advisory committee and policy 
committee will better be able to estab- 
lish and to implement program policies, 
and to resolve disputes among the four 
communities. Without a doubt, how- 
ever, considerable negotiation will still 
be required to achieve the kind of con- 
sensus that is inimical to any stability. 
But because of the nature of program 
development thus far, emphasizing the 
response to leadership at a local level, 
Such stability should not be at the ex- 
pense of community involvement, to us 
fhe single most important feature of 
community mental health, 
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INCREASING BLACK STUDENTS’ 
UTILIZATION OF MENTAL HEALTH SERVICES 


Kenneth Davis, M.S.W., and Jacqueline Swartz 


City College of San Francisco 


Patterns of utilization of college mental health services are similar to those 
of community services, in that both are under-used by black people, who are 
seen mainly at crisis points. The senior author, a black psychiatric social 
worker, discusses the reasons for this, and describes methods that significantly 
increased black student participation in a pilot program of mental health ser- 


vices at a city college. 


Е many black people, going to а men- 
tal health service is a ready admission 
of being crazy. For black males, the sug- 
gestion that they are not coping effec- 
tively with their lives touches highly 
sensitive areas of identity and mascu- 
linity. For females, concern for feminin- 
ity does not seem to be as much of an is- 
sue as anxiety over not being able to deal 
adequately with problems, handle crises, 
and arrive at appropriate solutions. Most 
black people do not come in contact with 
psychiatric clinics unless overtly disrup- 
tive, psychotic, or arrested. Psychiatry 
is often viewed as a punitive profession 


and is frequently associated with social, 
or medical agencies identified with in- 
vasions of privacy and confidentiality. 
Then there are the clinics themselves, 
with their cumbersome intake proce- 
dures and often derogatory prerequisites. 
If treatment is initiated, the therapist 
will most likely be white and will prob- 
ably be viewed as an alien person unable 
to understand the personal and socio- 
logical pressures that are obvious and 
inescapable to a black person. The white 
therapist might be thought of as part 
of the white power structure—an author- 
ity figure whose orientation and training 
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will most probably mean a long, te- 
diously analytic process designed to plug 
the patient into his childhood while ig- 
noring the basis for suspicion and dis- 
trust that summon feelings of impotence, 
frustration, and anger in black people. 
This is hardly a milieu for successful 
therapy. Treatment is complicated by 
agencies that often view the patient as 
resistant, suspicious, and hostile, while 
remaining insensitive to what it is that 
makes for this reaction. Black people, 
who have survived a society that has 
denied and delayed possibilities for the 
fulfillment of basic human needs, can 
hardly be expected to be receptive to the 
delayed gratification process that therapy 
represents. It seems plausible that blacks 
often want to focus on the “here and 
now.” 

Black people who appear at mental 
health clinics usually come because of 
a crisis and are often referred to emer- 
gency units offering immediate psychiat- 
tic attention. One of my goals as a 
black therapist at City College of San 
Francisco was to see students before 
they reached the crisis point, This pre- 
ventive orientation required particular 
knowledge of black students and their 
context at the college. 


CITY COLLEGE 

City College of San Francisco has a 
full time day population of 14,000, 
within which is contained a wide variety 
of backgrounds. About 25% of the stu- 
dents are Chinese, 14% black, 7% 
Spanish-American, and 5% American 
Indian, Filipino or other than caucasian, 
Fifty-six percent of the students come 
from families with incomes under 
$6,000, and a quarter are supported by 
welfare. Fifteen percent of all registered 
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students take a leave of absence some 
time during each semester. About 10% 
re-register after having dropped out of 
school without completing an earlier 
semester. In “Minority Group Attrition 
at City College—A Case Study,” Dr. 
Joseph H. Jacobsen documents that 
53% of the black students entering in 
1963 dropped out by the end of the year. 
In discussing the College’s lack of hold- 
ing power for these students, Dr. Jacob- 
sen concludes that: 


The heart-breaking disappointment, the waste 
resulting from only partially achieved goals 
and unused capacities, and the potential eco- 
nomic and social problems evident in these 
cold figures are a challenge to the entire 
faculty. Surely one of the highest priorities 
at City College of San Francisco fust be 
given to ways and means of salvaging the 
educationally disadvantaged black students. 


Among his suggestions are increased tu- 
toring and other kinds of individual at- 
tention; more financial assistance through 
jobs or stipends; more intensive coun- 
seling; encouragement through close re- 
lationships with faculty; and an orien- 
tation at City College more in keeping 
with student needs. 

In working positively with black stu- 
dents, the faculty member, administra- 
tor, or helping person should be aware of 
the multiplicity of problems students 
face, problems clearly reflected in lan- 
guage and reading skills and character- 
ized by borderline academic achieve- 
ment as defined in terms of the white 
majority culture. In addition, there are 
problems created by the difference be- 
tween the ethnic and cultural identity 
of many students and the milieu of the 
school in which students spend a block 
of time on campus with a minimum of 
social involvement. About the only siz- 
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able gathering place is the cafeteria, and 
the location of the college in a residential 
area isolated from the main parts of the 
city precludes the existence of a campus 
community. Many students are further 
distanced from campus life by having to 
work part or full time, often in areas 
that are miles away from the school. 
Like most urban community colleges, 
City College was established as a post- 
high school institution designed to serve 
a homogenous group of students inter- 
ested in completing university parallel 
programs. Today, the students at City 
College are much more representative 
of the total San Francisco population so- 
cially, ethnically, culturally, and eco- 
nomically. Sixty percent are enrolled in 
university parallel courses, and 40% 
in vocational programs. The response of 
the College to the changing nature of 
the student body and the heavy minority 
representation has been to establish 
remedial programs. These range from 
“English As А Second Language” 
(mainly used by minority students with 
no knowledge of English) to tutorial 
services, to a program funded by Senate 
Bill 164 designed to recruit people from 
the ghettos, place them in school, and 
supply them with remedial classes until 
they are able to enter regular college 
classes, While these programs might fill 
educational gaps for people who have 
deficiencies in basic reading or mathe- 
matical skills, they do not serve to moti- 
vate or offer a challenge to students 
whose intelligence has only been turned 
off by consistently negative school ex- 
periences. City College should be aware 
of those students it has failed to teach 
and should provide them with a meaning- 
ful education, Students from diverse 
backgrounds often have special knowl- 
edge and sensibilities, and these re- 
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sources could be tapped atthe same time 
that creativity and motivation are de- 
manded. Indeed, a teacher who re- 
sponded to the special contributions of 
students who are motivated rather than 
oppressed by an education system that 
recognizes no diversity would not find 
himself in the position of talking down 
to students, Although ethnic studies 
could be posed to show a response to 
the cultural diversity of the student body, 
ethnic studies occupies a low priority 
in the school's curriculum. More impor- 
tant, however, is the predominant insti- 
tutional attitude, according to which 
grade point average is not only the mea- 
sure of success but the motivation for 
learning. Those students who manage to 
study often do so for grades only. And 
those who stay in school but find it diffi- 
cult or impossible to concentrate usually 
blame themselves instead of the methods 
of delivery and the content of the edu- 
cation they are supposed to be receiving. 
They feel they should make a huge effort, 
not because of the rewards of self-fulfill- 
ment, knowledge, or increased aware- 
ness, but because good grades and con- 
formity to the teacher's goals can mean 
a better job, security, and status—re- 
wards that come only after a long period 
of self-denial. This situation exists, of 
course, in middle-class universities and 
certainly in graduate schools. Students in 
the large or elite universities have in- 
sisted, however, that their education be 
rewarding and exciting; this demand can 
be seen from philosophy classes to medi- 
cal schools. Yet if the quality of educa- 
tion at middle-class institutions has glar- 
ing deficiencies, these deficiencies, while 
perceived less, have even more effect on 
the community college population de- 
scribed above. 

City College students come in large 
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numbers from three black areas: Hun- 
ter’s Point, Western Addition, and 
Ocean-Merced-Ingleside, The vast ma- 
jority of residents of these areas in any 
college program are at City College. 
There are certain documented or as- 
sumed problems in these areas, includ- 
ing low average incomes, high unem- 
ployment rates, substandard and crowded 
housing contributing to family and 
marital conflict, low education levels, 
and a high crime rate resulting in nu- 
merous arrests. Since the college popula- 
tion comes from these areas, it can only 
be expected that the students will bring 
with them the influence of their environ- 
ment. 


MENTAL HEALTH SERVICES 

In January 1970, the Student Health 
Advisor, a public health nurse, and the 
administrator of California Medical 
Clinic for Psychotherapy were success- 
ful in setting up mental health services 
at City College. The staff for these ser- 
vices, all working part-time, was funded 
by private and federal grants. Guidelines 
were developed that included a policy 
of open intake and complete confidential- 
ity. Moreover, no student was seen 
against his wishes, and therapy was never 
used punitively. There were two types of 
services, the most important of which 
was direct service to the student, The 
second type of service, indirect, involved 
consultation with student groups, faculty, 
departments, and administrators. The 
goals here were numerous. With student 
groups it was hoped that inroads would 
be made in informing groups on campus 
and in the community of the new pro- 
grams. Mental health services were pro- 
vided to student organizations, and 
contact made with community represen- 
tatives from agencies serving minority 
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students in order to get broader perspec- 
tives on identifying and meeting the 
needs of students who might avail them- 
selves of services. Staff members from 
the mental health service met with fac- 
ulty, departments, and administrators in 
order to make them more aware of stu- 
dent health needs and to extend their 
view of the educational process to in- 
clude these needs, realizing that better 
health makes for better students, They 
were informed of the existence of mental 
health problems and the frequent con- 
nection of these problems to academic 
difficulties. The administration was also 
made aware of the need for privacy and 
confidentiality. The student’s ability to 
make the decision to enter therapy had 
to be respected. 

The guidelines also stated that it was 
hoped that students would use mental 
health services in the same racial per- 
centage that they existed in the student 
body. To encourage this, at least 50% 
of the mental health staff was from 
minority groups. Their presence was de- 
signed to help minority students feel at 
ease in coming to the health service. 
More important than that, of course, is 
that a minority staff member has a spe- 
cial background and knowledge enabling 
him to tune in to the minority student as 
well as to represent an identity model. 
The latter is important, since for many 
students City College provides the last 
chance or only access to a college educa- 
tion or desirable job skills. In spite of 
many obstacles the opportunity is not as 
quickly discarded if there is a visible 
model of someone close who has “made 
it.” Furthermore, the model of the minor- 
ity professional working with people of | 
his own group sets an example contrary 
to that of the person who, having re- 
ceived training and certification, quickly 
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moves to a middle-class area where the 
need for him is minimal compared to that 
in his own community. The program at 
City College has indeed shown minority 
staff that working with one's own people 
can be a successful and rewarding experi- 
ence, both professionally and personally. 


BRINGING THE SERVICE 
TO THE STUDENT 

The staff at the student health service 
was aware that minority students tend to 
be blocked from utilizing services. Staff 
members began to investigate innovative 
ways of bringing the service to these stu- 
dents, keeping in mind the student's own 
cultural patterns and value systems while 
trying to maintain the goals of delivering 
care and improving prevention. As a 
black therapist, I was especially con- 
cerned with developing new ways of 
bringing the service to black students. 
To do this I used a variety of methods. 
I arranged for several local public radio 
stations catering to blacks to run a con- 
tinuing blurb on the mental health pro- 
gram at the college. I emphasized, iden- 
tifying myself by name and giving my 
on-campus location, that a "brother" was 
available for individual and group coun- 
seling, I stressed some of the problems 
students were likely to feel, including 
personal, family, and marital conflicts, 
and gave tips on how to use the service 
that were compatible with black stu- 
dents' identity. I projected a degree of 
informality and suggested that students 
drop by the Health Service if only to 
check out who I was. 

Working with the general goal of in- 
direct consultation and the specific one 
of providing direct service to black stu- 
dents, I contacted all black staff in key 
positions at the college, including the 
Dean of Men, the chairman of Afro- 
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American studies, and the campus group 
advisor. I circulated with various black 
faculty and was able to meet many black 
students on a personal basis. I felt that 
students were able to relate to me as a 
black person, yet see me as a mental 
health professional. Reaction was favor- 
able, and succeeding contacts were often 
made by students on a formal and infor- 
mal basis around a variety of problems. 
I also met informally with members of 
the Black Student Union at their head- 
quarters on campus. 

In all of the above efforts, I tried to 
be visible as a non-faculty professional. 
In doing so I learned that informality and 
professionalism can be extremely com- 
patible and indeed more penetrating than 
the usual formally structured therapist- 
client interaction. I went outside the 
usual process in which the client makes 
an appointment and is then told when he 
may be seen at the therapist's office. It 
was essential to make contact with the 
students in their own milicu, whether 
that be the cafeteria (where contact with 
one student would often generate other 
contacts), parking lot, or the Black Stu- 
dent Union, Mobility was a key factor in 
this approach, according to which my 
visibility as a therapist became the mes- 
sage. Although this method was impos- 
sible to evaluate thoroughly, it does in- 
dicate that the service can be brought to 
the student. While this was the primary 
objective, another goal was reached when 
students began to drop by the office on 
an informal or "rap" basis. This was 
done partially through initial casual con- 
tacts around campus, when I would sug- 
gest setting aside some time to talk in 
more detail in my office, Some students 
were seen on a short-term informal basis, 
others for more long-term, ongoing treat- 
ment. And there were some who were 
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actually regulars although they never 
made an appointment. The “open door” 
policy attracted a number of students, 
some of whom could only advance to the 
point of putting one foot in the door. 
Others came accompanied by a friend 
who, after an initial introduction, might 
proceed to make an appointment. 

The increase in intake of black stu- 
dents can be shown over three periods 
of the 1970 spring semester. From Jan- 
uary 1 to March 20, black students rep- 
resented 9% of the total intake at the 
Mental Health Service; from March 20 
to May 8, black intake jumped to 21%; 
from May 11 to June 12 it rose to 
23.6%. This increase in intake clearly 
reflects greater utilization of the service, 

The black students who requested 
treatment were usually not seriously dis- 
turbed, and many had conflicts over 
concrete problems such as finances, fam- 
ily, and school. There seemed to be a 
minimum of focus on the interpersonal 
problems typical among white students, 
such as depression and anxiety over leav- 
ing home or dating conflicts. The black 
Students did present identity problems, 
however, and some felt conflict over 
being unable to identify with black mili- 
tants on campus while believing they 
ought to give their allegiance to this 
group. Many students come to the Men- 
tal Health Service at a pre-crisis level, 
and I could speculate that the timing of 
the intervention had preventive signifi- 
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cance. Coupled with the fact that many 
black people receive treatment only at 
a crisis point I could predict that within 
the City College population, if there 
were no intervention prior to crisis, some 
students would resolve their problems 
themselves; others would use such means 
as drugs, drinking, dropping out, and 
bizarre behavior. Once students were in 
treatment, most were seen from two to 
four times; some were seen as many as 
ten times, however, In keeping with the 
“here and now” orientation, the present- 
ing rather than underlying issues were 
dealt with in crisis treatment. 


CONCLUSION 

One of the most important factors in 
changing utilization of services was per- 
sonalized contact. I found that by em- 
phasizing my own visibility through use 
of informal techniques, I was able to 
facilitate contact and reach a sizable 
number of the black target population. It 
should be added here that, because of 
the turnover of the student population 
in one- or two-year programs, continued 
outreach efforts have to be maintained. 
During my year-and-a-half at City Col- 
lege, I was able to make contacts by 
taking steps out of the ordinary realm 
of conventional intervention. Certainly 
any professional who sets out to reach 
a unique groups of clients should tailor 
his choice of methods to the needs of the 
target population. 
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COMMUNICATION PROBLEMS BETWEEN RURAL 
MEXICAN-AMERICAN PATIENTS AND THEIR PHYSICIANS: 


Description of a Solution 


Hugh James Lurie, M.D., and George L. Lawrence, Ph.D. 


University of Washington 


Some of the unique communication problems that occur between rural Mexi- 
can-American patients and their private physicians are outlined. The authors 
discuss the disparity between the types of behavior physicians expect from 
their patients and the kinds of behavior that Mexican-American patients 
desire from their physicians. An effective procedure used by a group of physi- 
cians in eastern Washington to resolve some of these differences is described. 


T* material in this report was ob- 
tained from interviews with physi- 
cians, nurses, translators, and Mexican- 
American * patients living in a cluster of 
rural communities in the lower Yakima 
Valley, an agricultural section of eastern 
Washington State. The overall popula- 
tion of these communities was approxi- 
mately 60,000 in 1958, of which the 
number of Mexican-Americans was es- 
timated to be about 9,000, or about fif- 
teen percent. These communities were 


settled in the late nineteenth and early 
twentieth centuries by persons of Anglo- 
Saxon ancestry. Beginning in the 1930s, 
a sizable number of Mexican nationals 
were imported as migrant workers for 
the crops of the Valley.? They were part 
of the migrant labor "stream" of the 
western United States (extending north 
from Arizona through southern Cali- 
fornia to Oregon and eastern Washing- 
ton). Since the early 1950s, many of the 
*migrants," influenced by poor economic 


* The term Mexican-American will be used 


to describe those persons of Mexican ethnic 


background living in the United States, although Chicano or Spanish-speaking are sometimes 
used by the people themselves. The term Anglo, commonly employed in these communities 
by Mexican-Americans to refer to a Caucasian not of Mexican ethnic background, will be 


so used in this discussion. 


Submitted to the JOURNAL in October 1971. 
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conditions in the lower Rio Grande Val- 
ley, have left the migrant stream and 
have settled in the Yakima Valley per- 
manently. Those Mexican-American 
workers who chose to remain in the Val- 
ley share many of the problems of all 
migrant farm workers: “poverty; lack of 
education; poor housing and health; and 
lack of economic and political power.” 3 


CONFLICTING EXPECTATIONS 
OF PATIENTS AND DOCTORS 

The national loyalties of Mexican- 
Americans of the Valley are a source of 
uncertainty both to the Anglos and to 
the Mexican-Americans themselves. 
Among older Mexican-Americans there 
is often the feeling that Mexico remains 
the spiritual home to which one is ob- 
ligated to return in the case of death or 
serious illness. Such a belief naturally 
creates resentment on the part of the 
physician who may be treating such a 
patient and reinforces the often-held 
notion that all Mexican-Americans are 
a superstitious lot. If the physician feels 
that he is being consulted merely as a 
matter of expediency until the patient 
can return home, he is less inclined to 
develop strategies that would keep the 
patient in treatment. By contrast, 
younger Mexican-Americans of the Val- 
ley—particularly those born in America 
—tend to feel less conflict of national 
loyalty, particularly in regard to medical 
issues, The uncertainty that some Mexi- 
can-Americans feel about relying on 
local physicians when they are seriously 
ill raises, of course, grave doubts in the 
minds of physicians about how much of 
a doctor-patient relationship does or can 
exist. Both younger and older Mexican- 
Americans of the Valley are united in 
their search for adequate medical care, 
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A second area of frequent frustration 
for physicians and their Mexican-Amer- 
ican patients in the Valley is language 
differences. Although increasing num- 
bers of Mexican-Americans who seck 
medical care are permanent residents, 
a significant number of these patients 
know virtually no English, despite hav- 
ing lived in the United States five years 
or more. Even young children born in 
the Valley of Mexican-American settlers 
are frequently found to know only Span- 
ish. Many of the adult patients have too 
much pride to reveal to their doctors any 
limitations they have in English. Thus, 
such patients may pretend to understand 
medical instructions or explanations, and 
only when a medical fiasco occurs does 
the nature and extent of the lack of 
comprehension become apparent. The 
reluctance of these patients to reveal 
their possible deficiencies in English is , 
strikingly in contrast to the studies of 
Clark et al. in which Mexican-Ameri- 
cans made no secret of their limitations 
in English and, in fact, resented being 
expected to know any English. 

Another area of difficulty, particularly 
for Anglo physicians, is the occasional 
Mexican-American patient who remains 
completely mute during a physician's 
exam, particularly when there is a ques- 
tion of a surgical emergency. Following | 
surgery or treatment, the same patient 
may thank the physician in fluent nae 


lish for his help, revealing that he under- 
stood all the questions the physician tried 
to ask him before. This kind of behavior 
is a symptom of a very common reluc- 
tance to name causes or states ("nam- 
ing") for fear that the naming of them 
will result in their coming to pass (in 
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the case of unfavorable events) or fail- 
ing to mature (fortunate events).? Be- 
lief in the evil eye, for example, is a 
common manifestation of this fear; it 
is found in all cultures, though it is 
undoubtedly more prevalent in Mexico 
today than in the United States. When 
silence or reticent answers occur in re- 
sponse to a doctor’s queries, therefore, 
it is hard to decide whether the patient 
is avoiding verbalization out of fear, or 
whether he has genuine difficulties with 
English, It is only natural in such cases 
for the physician to assume that the 
patient has recently arrived in the Valley 
or is a transient worker and, because 
these physicians of the Valley are often 
extremely overworked, it is tempting 
to feel less responsibility toward such a 
patient. 

From our interviews with Mexican- 
Americans, it seemed clear that one 
essential step for the physician faced 
with such a patient is to assume that 
the patient probably does not clearly 
understand the illness or the treatment. 
It is very important for the physician 
Э in such cases to explain іп as complete 
е а manner as possible the rationale for 

the treatment and for the questions 

asked. Though the Mexican-American 
patient may thoroughly understand the 
process of diagnosis and treatment as 
\ practiced in indigenous medicine (cur- 
anderismo) or by a medical doctor in 
| Mexico, he cannot be expected, in his 

"anxious state, to comprehend equally 

well the Anglo physician’s point of view, 
| diagnostic tools and thinking, or treat- 

ment plan.* 


i HOW THE DOCTOR LOOKS AND ACTS 
| Mexican-American patients and their 
T Anglo doctors may vary in their cultural 
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expectations about how a physician 
should look and act. Mexican-American 
patients of the Valley expect, in gen- 
eral, that their doctor be friendly, but 
that he maintain an image of benevolent 
authority: this includes dressing con- 
servatively, having meticulous manners, 
not being brusque, and conveying a 
sense of not being rushed. Some of the 
Northwest Anglo physicians, on the other 
hand, pride themselves on their highly 
individualistic life style, including dress 
and speech; for example, a doctor may 
wear tennis shoes or cowboy boots, and 
a sport shirt with a string tie. These 
personal idiosyncrasies do not, however, 
influence the physician's expectation that 
his professional role is to be “efficient 
and scientific” and that social amenities 
have a relatively low priority. 


MODESTY AND SEX ROLES 


An issue that was readily apparent 
to us when we spoke with Mexican- 
Americans who had been patients in 
Anglo physicians’ offices was the in- 
tensity of the embarrassment that Mexi- 
can-American men feel when a woman 
in a physician’s office asks them to 
undress. Though office nurses routinely 
ask patients to get undressed, to give 
urine specimens, etc., these procedures 
are extremely distasteful to Mexican- 
American men and are seen as threaten- 
ing to their masculinity and self-esteem. 
A number of patients simply will not 
comply with the requests of nurses, thus 
preserving dignity; to the physician and 
the office nurse, however, this delicacy 
may seem to imply lack of cooperation 
when compared to the response of most 
Anglo males. When Mexican-American 
women are asked to undress by nurses, 
they may comply more readily than 
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would their husbands; but a separate 
problem is the reluctance of husbands 
to leave the examining room during ob- 
stetrical and urogenital examinations of 
their wives, since they feel that the 
role of a good husband is to preserve 
his wife’s modesty. This reluctance may, 
again, be seen by Anglo physicians as 
stubbornness or stupidity. There appears 
to be a strong preference, particularly 
among Mexican-American women, to 
consult Roman Catholic physicians, 
especially for prenatal care. The search 
for a Roman Catholic physician in 
eastern Washington is bound to be some- 
what unsuccessful in view of the limited 
number of Catholic doctors in the area. 
Some families solve this problem by 
seeking the services of a non-Catholic 
physician; others by dispensing with 
prenatal care. 

Modesty and embarrassment are ех- 
tremely important issues when a Mexi- 
can-American man seeks a physical ex- 
amination for the possibility of venereal 
disease. Though VD is obviously a sensi- 
tive topic to most men, some Mexican- 
American men have considerably more 
trouble managing the situation with dig- 
nity because of limitations of language. 


HOSPITALIZATION 

When a Mexican-American patient 
has to be hospitalized, some additional 
complications arise that may jeopardize 
the doctor-patient relationship. Along 
with the normal fears of any hospitalized 
patient, some Mexican-Americans, ac- 
cording to the reports of some Anglo 
physicians and some patients we spoke 
to, have unrealistic expectations about 
the role of the doctor in the hospital 
setting. They think that the doctor will 
take the time to be very friendly and sup- 
portive, since he will realize the fears of 
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hospitalization the patient may have. 
Because of many other demands on the 
physician, this is usually virtually im- 
possible. It is our impression, from the 
Mexican-Americans with whom we 
spoke, that reality factors—such as time 
limitations of physicans due to doctor 
shortages and the comparatively routine 
nature of hospitalization in the United 
States—are often not explained to ра- 
tients. Such a lack of special attention 
and support by a physician is then in- 
terpreted as a lack of interest, and per- 
haps as prejudice. Mexican-Americans 
in hospitals may also expect a great 
deal of visiting from their families, as is 
common in many other parts of the 
world—considerably more than most 
American hospitals or physicans would 
consider desirable for the routine of the | 
hospital. This conflict between what the | 
hospitals and physicians consider de- 
sirable and what Mexican-Americans 
and their families want or need іп а 
hospital setting at times leads to hos- 
tility, both covert and open, and might 
take the form of a patient leaving the 
hospital against medical advice. 


EMOTIONAL PROBLEMS 

When language difficulties between 
patient and doctor are marked, it is 
almost impossible for a doctor to deal 
effectively with an emotional problem 
in his patient, At times, even when lan- 
guage is not a factor in the doctor-patient 
relationship, the doctor and the pati 
may have quite different notions of 
propriate intervention. For older Mexi- 
can-Americans, as has been noted, the 
Anglo physician's role tends to be seen 
as that of a benevolent authority who dis- 
penses medication and treatment, but 
not as that of a person with whom one 
discusses one's feelings or problems. The 
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latter are reserved for discussion with 
family or priest. Thus, if an older Mexi- 
can-American were depressed, a physi- 
cian could legitimately dispense medica- 
tion such as vitamins, anti-depressants, 
or possibly placebos at regular intervals 
as the vehicle for doing supportive treat- 
ment. Supportive treatment without med- 
ication, however, might be seen as a 
serious intrusion into the patient's per- 
sonal life, Among younger Mexican- 
Americans with whom we spoke, there 
was much less rigid expectation about 
what a physician's role should be. On 
the other hand, there was also a dis- 
couraging expectation that most Anglo 
physicians could not be expected to help 
their Mexican-American patients with 
their emotional problems, since they did 
not understand the family structure, life 
style, or interpersonal difficulties of such 
patients. 

Among adolescent Mexican-American 
patients, cultural and emotional conflicts 
are often related. For example, among 
rural Mexican-American families in 
eastern Washington, there is the cultural 
expectation that girls should not attain 
as high an educational level as boys. As 
a result, girls receive less attention and 
few of the rewards that go with educa- 
tional attainment. Physicians may see 
evidence of this conflict in girls in the 
form of obesity, anxiety, and sexual 
delinquency, as well as in overt signs 
of depression. For Mexican-American 
boys and girls from this area who at- 
tend college, there are likely to be prob- 
lems caused by conflicting loyalties be- 
tween family, college responsibilities, and 
involvement in the emerging Mexican- 
American political movement. Local 
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Anglo physicians are less likely to treat 
the student who is away at college, but 
they may very well observe the effects 
of these conflicts on other family mem- 
bers whom they do see. If a solid patient- 
physician relationship exists between an 
Anglo physician and such a family, the 
physician often has an opportunity in 
effect to explain current Anglo values 
to older Mexican-Americans as well as 
to act in support of the Mexican-Ameri- 
can adolescent who is feeling guilty about 
leaving the family emotionally and cul- 
turally. 


A PRACTICAL SOLUTION 

One group of physicians in the Ya- 
kima Valley has adopted a new approach 
to help bridge the gap between languages 
and cultures that has been described in 
this paper.* This approach involves add- 
ing to the office staff a person familiar 
with medical procedures but who comes 
from the same cultural background as 
many of the patients. In this particular 
situation, the person is a translator who 
is also a licensed practical nurse of 
Mexican-American extraction.** She 
was born in Texas of Mexican-born par- 
ents and settled in the Yakima Valley, 
together with her husband, who was born 
in Mexico. This translator, who is in her 
mid-40s and who has been connected 
with this group of physicians for the 
past dozen or so years, plays an invalua- 
ble role in the health care delivery sys- 
tem of this group of doctors, and we 
believe that she is one of the chief 
reasons why Mexican-Americans seek 
out this group. The similarity of the 
translator's background to that of many 
of the patients she sees, as well as the 
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** Carolina Chavez, L.P.N. 


782 


fact that her adult life has been spent 
in the same geographical area, allows 
the office of this group of physicians to 
be seen as a place where Mexican- 
Americans will be accepted and under- 
stood. This translator’s professional role 
is different from that of some Mexican- 
Americans who have entered Anglo 
medical training programs and who have 
emerged with a stronger identification 
with Anglo peers than with the cultural 
milieu from which they came. The pre- 
dominately friendly and easy going, yet 
basically efficient manner that this trans- 
lator displays is a style the Mexican- 
American patients of the Yakima Valley 
seem able to accept readily, and is in 
marked contrast to the over-riding desire 
for “efficiency” as described by Clark.* 


ROLES OF THE TRANSLATOR 


A description of what the translator 
actually does is significant, since it in- 
cludes professional, paraprofessional, 
and indigenous medicine roles. After 
checking in with the receptionist, the 
Mexican-American patient meets the 
translator before seeing the physician. 
This gives the translator a good chance 
to assess how well the patient can speak 
and understand English; such an assess- 
ment is usually made in the process of 
taking a brief medical history and state- 
ment of presenting complaints. Her eval- 
uation is probably more accurate than 
one made by an “Anglo professional” 
explicitly inquiring whether or not the 
patient can understand English. From 
this assessment and intake, the translator 
is able to determine her role in the trans- 
action between each particular patient 
and the physician. If the translator feels 
that understanding English may indeed 
be a problem, she prepares the patient 
for what the transaction with the doctor 
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may be like. She explains that the physi- 
cian may ask certain questions, may 
want the patient undressed, may be in- 
terested in certain kinds of information, 
and, if she feels that it is pertinent, may 
explain why such tests, information, and 
examinations may be necessary. Thus, 
the translator enables the physician to 
work rapidly while assuring that the 
particular needs—both cultural and 
emotional—of the patient are being met. 

In the treatment phase, the translator 
may be called upon to play one or more 
specific roles. 

Treatment Plan. The first of these 
roles may be to emphasize the impor- 
tance of returning for further medical 
care in order for the treatment to be 
effective. Again, she would carefully 
explain, if there were any specific ques- 
tions, the plan and rationale of the 
treatment. The translator uses the pa- 
tient’s identification with her on a cul- 
tural level to emphasize the importance 
of following through with unfamiliar 
procedures. 

Pure Translation. The second role 
of the translator is that of translating, 
with explanations if necessary, during 
the physical examination. In the case 
of a Mexican-American man presenting 
with venereal disease, this involves her 
being a purely “mechanical instrument.” 
During interviews between the Mexican- 
American patient and the physician, the 
translator acts as anonymous as possible 
and in fact stares at the floor continually 
throughout this procedure as if she 
weren’t really there. The man seeking 
treatment of venereal disease also usu- 
ally acts as if the translator were not 
there and looks around the room and 
never directly at the translator. Unfor- 
tunately, this role rarely gives the trans- 
lator any leverage to facilitate the return 
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of such a patient for further medication 
if it is indicated. 

Women Patients. The third role of 
the translator involves her in an attempt 
to lessen the husband’s concern about 
his wife’s obstetrical or urogenital exam- 
ination as well as to facilitate the physi- 
cian’s need to examine the patient as 
rapidly and effectively as possible. She 
may escort the husband from the office 
and return to be present during the 
examination, and is thus to some extent 
seen as a midwife. 

Hospitalization. The fourth role of 
the translator is to prepare the patient 
and his family for hospitalization or 
possible surgical procedures. She not 
only familiarizes the patient with the 
specific procedure the doctor is recom- 
mending, but also acquaints the patient 
with the setting and routine of a general 
hospital, which may be quite different 
from the patient’s previous experience. 
She may often be in the valuable posi- 
tion of allowing the patient and his fam- 
ily’s concerns about hospitalization to 
be verbalized and acknowledged, while 
at the same time supporting the necessity 
for modern medical procedures. 

Payment. The final area in which the 
translator plays an important role is in 
dealing with financial arrangements. The 
experience of this group of physicians 
has been that payment should not be 
requested of Mexican-American patients 
during the initial workup, but should be 
discussed by office personnel, including 
the translator, only after treatment has 
begun. It has been found that Mexican- 
American patients become much too 
anxious if there is a great deal of dis- 
cussion about medical care coverage 
prior to any contact by the patient with 
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the translator or with the physician him- 
self. 

Because the use of this translator in 
these roles has been so successful, she 
has gradually assumed a teaching role 
in helping other LPN trainees, particu- 
larly of Mexican-American background, 
to become more familiar with ways in 
which such Spanish-speaking LPNs may 
be uniquely valuable to the Anglo physi- 
cians they work with. 


SUMMARY 


We have summarized some of the dif- 
ferences in expectancies and the com- 
munication problems that occur between 
rural Mexican-American patients and 
the private physician, The paper de- 
scribes an effective solution adopted by 
a group of physicians in eastern Wash- 
ington State to resolve some of these 
mutual differences by the use of a 
Spanish-speaking translator who serves 
a professional, paraprofessional, and 
indigenous medicine function, and who 
is able to minimize the differences of 
language, cultural expectation, and med- 
ical practice between Anglo physicians 
and their Mexican-American patients. 
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INTEGRATING CORRECTIONAL 
AND FAMILY SYSTEMS 


Harris Chaiklin, Ph.D. 
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The Community Reintegration Project is a prison prerelease program that 
works with incarcerated men and their families to prepare both for reunion. 
Continuing problems are referred to appropriate community agencies. Co- 
ordinated treatment and planning, in contrast to the traditional mode of 
treating prisoners as if they existed in a vacuum isolated from community 


influences, has proven effective in reducing recidivism. 


hat almost all offenders have signifi- 

cant family ties, for good or ill, is the 
best kept secret in American correc- 
tions. The Community Reintegration 
Project is a prerelease program designed 
to test the proposition that it is necessary 
to integrate correctional, social service, 
and family systems if offenders are to be 
successfully released into the commu- 
nity. 

The Project is family focused, volun- 
tary, and builds preparation for release 
around normal prison routine. (Family 
is loosely defined, and includes any “ѕір- 
nificant other” identified by the of- 


fender.) The aim is to minimize inevita- 
ble pressures in the transition from in- 
stitution to community.!? Services are 
developed by assessing individual and 
family needs. Until there is other evi- 
dence it is assumed that the man and 
his family are psychologically normal. 
Social work techniques are used for 
diagnosis, brief counseling, and prepara- 
tion for referral. Sociodrama groups en- 
able the offender and his family to 
“practice” what they expect to encounter 
on release. Relatively few individual and 
family problems are resolved within the 
Project, during the four months a case 


Presented at the 1972 annual meeting of the American Orthopsychiatric Association, in Detroit. 
The project described was carried out under Grant ASA-26-O from the Maryland Governor's 
Commission on Law Enforcement and the Administration of Justice. The author developed 
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is open. Referrals are made to appro- 
priate community agencies as indicated, 

There is nothing in this program that 
is disconcerting to either the correctional 
system or offenders and their families, 
Working in the interstitial area between 
institution and community has meant 
that the staff did not have to contend 
with established service procedures or 
existing spheres of job authority. Despite 
these factors service implementation has 
been difficult. Institutions do not change 
old patterns easily. 

When a man is incarcerated it is pre- 
sumed that something should be done 
with him so that he will not offend again. 
But in the literature on penal treatment 
there is little agreement on how to ap- 
proach this goal? and—regardless of 
the combination of confinement, retribu- 
tion, and treatment used in any prison— 
little evidence that anything works.1% 
Polemical battles over service model 
definitions obscure a universal behavior 
pattern that occurs in all confinement 
institutions, no matter how benign their 
intent? The Maryland Correctional 
Camp Center is one of the finest installa- 
tions in the country, but it is still a 
prison. 

The debilitating effects of prison stem 
not from physical or verbal brutality but 
from losing decision making ability by 
living in a totally bureaucratic environ- 
ment. Galtung* has analysed the way 
certainty and ambiguity in prison create 
a jello world. A prison existence has no 
future; one gets up, eats, goes on sick 
call, gets laundry, goes to bed, and ac- 
complishes all life’s necessities on an 
unchanging schedule. It has no present, 
either, Although each offender accumu- 
lates an enormous file, it is such a mass 
of trivial detail that it is difficult to get 
access to important data or to be sure 
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that the “facts” are accurate. Inmates 
are often hazy about their exact release 
dates, total account funds, parole hear- 
ing dates, and other matters important 
in planning for the future. When they 
request information, they never know 
when they will get the answer. 

This creates a highly dependent insti- 
tutional personality. Any resistance to 
following the routine is identified as de- 
viant. Communication between offender 
and correctional personnel is liturgical; 
many words are exchanged, but there is 
little understanding. To get any response 
from institutional functionaries a man 
must display the right attitude: show 
respect, state that he has “turned him- 
self around,” and demonstrate an inter- 
est in institutional programs. 

The keepers and the kept can not 
have too much to do with each other if 
the institution is to continue to function 
efficiently. Both sides in this ritualized 
interaction see it as a “con,” but the way 
offender services are organized permits 
little else. Each institutional component 
operates in its own sphere of authority. 
No one is in charge of planning for an 
offender. Each official deals only with 
his own job. He never knows when 
someone else will interrupt what he is 
doing. We have seen men transferred 
who were within one week of completing 
training programs. It would appear that 
institutional personnel and offenders 
can not invest too much in any work 
they do with each other. A retreat to 
well-rehearsed verbalization is the only 
way to mask the discomfort of being in 
an undefined situation. 

This organization of services is char- 
acterized by Street, Vinter, and Per- 
tow 18 as reflecting a “unilateral strat- 
egy” and an “inward perspective:” the 
belief that the correctional system can 
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do all that is necessary to change the 
offender, and that it can do it in the 
institution, Add to this the lack of ser- 
vice coordination, the relative scarcity 
of resources, the lack of program and 
treatment skills among institutional per- 
sonnel, and the incapacity that results 
from stereotyped communication—and 
it is not hard to see that it took the sys- 
tem some time to accept a project that 
stressed coordinated, community ori- 
ented planning for offenders and their 
families. , 


үс {һе offender’s family affects 
all phases of his life, and vice 
уегза,® 7,14, 15,20 Unless one considers 
the network of important social rela- 
tionships the offender is involved in, it 
is probable that every rehabilitation 
program is compromised in some way.!* 
People do not change in limbo. If they 
alter their behavior, those most closely 
connected to them must be prepared to 
accept the change. No correctional pro- 
gram can succeed if it does not include 
those who the offender will live with 
after prison. 

It is seldom that links have to be re- 
made or established. Almost every of- 
fender has some ties to the outside 
through mail, phone, or visits. In addi- 
tion, the offender and his family have 
considerable contact with representa- 
tives of the criminal justice system, espe- 
cially in relation to sentence and parole 
investigations. The significance of those 
contacts lies in the way they affect indi- 
vidual and family behavior. The families 
often suffer from severe emotional and 
material deficiencies. They do not relate 
well to bureaucratic systems. There is 
little consistency in the information they 
give and receive. (It isn’t unusual for a 
family to tell the offender they want him 
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home and then write the parole board 
that they do not want him.) Unless in- 
stitutional representatives and agencies 
are coordinated, they stand a good 
chance of contributing to the problems 
they are trying to resolve. As L. K. 
Frank? said: 

The family is expected to resolve these pro- 
fessional conflicts, to reconcile these incon- 
gruities and often mutually contradictory 
advices into a coherent, consistent pattern of 
living, a reconciliation which the professionals 
will not or cannot attain. Is it wholly un- 
warranted to say that the American family is 
being demoralized and often torn asunder by 
the various agencies and professions upon 
which they are dependent for services? (p. 45) 


Where professional contradictions are 
encountered, prerelease preparation be- 
comes difficult. One Project practice 
standard is to keep from getting involved 
in the continuous complaints of offenders 
regarding institutional rules and person- 
nel. Our usual position with the offender 
is that even if he is correct it would delay 
working on meeting his community 
needs. A defense against facing prepara- 
tion for release is to stay involved in 
institutional wrangling. But it is a re- 
ciprocal thing; by keeping a man in- 
volved in petty conflicts over rules, de- 
cisions, or access to information and 
programs, the institution makes sure he 
remains until the moment he leaves. 
From this perspective most “rehabilita- 
tion" programs are instruments of con- 
trol. They are not focused on the of 
fender’s life in the community. 

The following case, representative of 
about fifteen percent of those worked 
with, illustrates the effects on the of- 
fender of this lack of coordination among 
institutional agencies and personnel: 
Mr. A is in a preparole status, He has a good 
institutional record and a marketable job skill. 
He was desirous of increasing his job skills. А. 
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referral was made to vocational rehabilitation 
and he was placed in a work release position 
that included on-the-job training. Mr. A is 
married and has three children.* While he was 
in prison his wife had a child by another man. 
Mr. and Mrs. A see no hope of reconciliation, 
A referral was made to Legal Aid to initiate 
divorce proceedings and to negotiate Mr. A's 
legal right to see his children. After the worker 
visited his mother's home, he questioned Mr. 
A's plan to live with her.** Since his father's 
death a few years ago, Mr. A's mother has 
begun to show signs of emotional disturbance. 
Mr. A felt he could not take living with his 
mother, but that he had no alternative. Plans 
were made to develop other living arrange- 
ments and to get help for his mother. Finally, 
Mr. A has an addiction problem. Plans were 
made to refer Mr. A to an agency that would 
provide counseling. 


While these matters were being worked on, 
Mr. A raised a question about his parole hear- 
ing. He had papers in his possession that in- 
dicated he would be eligible for parole four 
months earlier than his classification officer 
said he would. Mr. A said the parole officer 
agreed that he was entitled to a hearing at the 
time shown on his papers. A check was made 
with these individuals, and they held to their 
contradictory interpretations. 


A request was made to the classification officer 
to clarify the policy so that the worker could 
interpret the facts to Mr. A. The records in 
the administrative office indicated Mr. A was 
to have a hearing at the later date; the clerk 
said this was based on information received 
from the parole office. The worker contacted 
the parole office, and was told to call the 


parole board. At this point a letter was written “ 


to the division’s central office, requesting clari- 
fication. The central office referred it to the 
parole office. The parole office said it would 
review its original determination. The latest 
word is that the court did not forward the 
necessary information. Mr. A did not get his 


787 


parole hearing at the time his paper indicated. 
The matter is not resolved. 

During this time preparation for release 
ground to a halt. The worker’s time went into 
following the bureaucratic trail. Mr. A was 
extremely angry. Scheduled sessions could do 
little more than allow Mr. A to ventilate 
feelings. If Mr. A is released without resolving 
the family issues that have been identified he 
will be returning to the same pressures that 
initially led to his getting into trouble. 


These problems could have been 
avoided if there was a coordinator for 
the agencies that contribute information 
necessary to determine time computa- 
tion. When these issues are brought up 
with institutional personnel they respond 
with their own rubrics: “Give us the 
money and we will do the job,” and, 
“We can’t do anything unless society 
changes its attitude.” These stands re- 
flect a certain hopelessness about what 
it is possible to do with present re- 
sources, While it is probable that all 
correctional systems need more money 
the experience in California, which for 
fifteen years gave the system all it asked 
for, suggests that such additions should 
not be made without an organizational 
analysis.1° What must change are not 
attitudes but organizational rules, Katz 
and Kahn 12 have noted a tendency to: 


2... persist in attempting to change organiza- 
tions by working on individuals without chang- 
ing the sanctions of the system, and without 
changing the expectations of other role in- 
cumbents in the organization about appropri- 
ate role behavior. 


There is nothing to prevent any cor- 


* While Mr. A was in prison his wife went on welfare. As a result of the nonsupport complaint 
she had to make to receive aid, Mr. A received an eighteen month concurrent sentence, While 
this does not add to the time he will serve in jail it does give him another conviction on his “rap” 


sheet. 


** The rules of parole require a verified home and job. These are seldom evaluated. There 
is a veritable black market in homes and jobs for those who need them to qualify for parole. 
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rectional system from organizing its rec- 
ords so that the information is accessi- 
ble, coordinated, and reflective of an 
adequate psychosocial diagnosis. Most 
systems have computers and the neces- 
sary information is already in existence 
in probation reports, pre-sentence re- 
ports, institutional reports, medical rec- 
ords, and so on. Large numbers of men 
have psychological examinations. The 
results are seldom acted on because 
their main function is to shift decision 
making responsibility from legal to ad- 
minstrative channels. Records need to 
become working instruments rather 
than ends in themselves. 


ithin the Community Reintegra- 
tion Project this is done with a 
psychosocial assessment, amenable to 
computer handling, to identify needs 
and strengths of the offender and the 
family members with whom he has sig- 
nificant interaction. For every problem 
identified some action must be taken, 
even if it is to decide to do nothing. At 
this stage of their development the in- 
struments focus on what is observable 
and on confirmed diagnoses. This en- 
ables the worker to identify service 
priorities. If a man has health problems 
that interfere with his ability to work 
and he needs a job it is clear that no job 
can really be obtained until his health 
is taken care of. It is felt that this ap- 
proach avoids the problems on which 
most attempts to develop psychosocial 
classification schemes have foundered; 
the inability to record at the same level 
of abstraction elemental data from sey- 
eral systems.! 
Once needs are determined and ser- 
vice priorities established, referrals are 
made to appropriate agencies. Many 
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agencies will deliver service in the in- 
stitution. For example, some offenders 
have no Social Security number, and 
others have many. We have established 
a liaison with the local Social Security 
Office; after it is notified that a man 
wants service, it takes over. Similar liai- 
sons have been established with the De- 
partment of Social Services and with 
health agencies. Appointments for Legal 
Aid are organized so that several men 
are seen on one visit. The probation 
officer in the family court works with 
our men prior to release, so that sup- 
port payments can be arranged while the 
man is still in prison. Many men who 
Sound as if they know the procedures 
they are to follow do not have the first 
idea how to proceed. It often takes the 
court several months to get in touch 
with the men. They then have to return 
to jail because they have accumulated 
an arrearage that is impossible to meet. 
It would appear that, though social re- 
Sources are in short supply, an equally 
large problem is that many people do 
not get services they are entitled to and 
can obtain if only the proper agency is 
located and a referral made. The ineffi- 
cient, inappropriate, and under utiliza- | 
tion of services is a topic that needs a 
major investigation. 

While correctional systems can utilize 
many social services within their present 
program organization, working with the 
offender and his family prior to and in 
the community after release would re- 
quire a change of policy and additional | 
funds. The critical question is to what 
extent and for how long should the in- 
stitution establish reciprocal relations 
with families and community agencies. 
The Project has found that community 
oriented social work is often the differ- 
ence between a successful and unsuc- 
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cessful release. Mr. Q is a typical ex- 
ample: 

Mr. Q is a relatively young man who has been 
in prison for half his life. He says all the ap- 
propriate things about how to live in the com- 
munity but his behavior belies this. Prior to 
and after release Mr. Q has been helped to 
obtain housing, employment, a community 
sponsor who would see him regularly, and 
long-term professional counseling. 

Mr. Q retains close and complicated contact 
with a large family, There was mutual agree- 
ment between the family, Mr. Q, and the 
worker that he should not live with them, Mr. 
Q was concerned about his family’s needs. 
Based on a family assessment the following 
referrals were made: Department of Social 
Services, for public assistance and application 
to public housing; Department of Education 
Special Services, for tutoring a sibling; and 
referral to the Department of Social Services 
and a pre-natal health center for a sister who 
was about to become an unwed mother. As 
Mr. Q has seen his family needs being met he 
has begun to be a little more realistic about 
himself. 


Mr. Q and his family represent the 
modal case in the Project. These people 
do not require radical new techniques, 
the standard elements of social work 
practice are sufficient. 

The need for correctional services to 
consider family issues is reflected in al- 
most every case the Project has served. 
Certain problems are so salient that for 
correctional services to ignore them is 
to guarantee the offenders return to 
prison or to some other institution. One 
of these is re-establishing contact with 
relatives when the offender has been iso- 
lated. In one instance a nephew saw to 
it that his uncle was able to work out 
a living plan; he had not been involved 
before because nobody asked him. In 
another, a woman who had gone with a 
man twenty years previously was instru- 
mental in helping her old boyfriend re- 
adjust to the community. This matter is 
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most important to older offenders who 
often are unable to deal with the most 
elemental plans for their release: 


Mr. E is almost 70 and has been incarcerated 
for 30 years. He has glaucoma in both eyes 
and a heart condition. He was serving a life 
sentence on a commuted death penalty. He 
entered the CRP six months after he had been 
granted parole. It took another four months 
to obtain his release. In such cases the 
governor must sign the release papers. He does 
so at his convenience. The one relative who 
was located lived in another state. After re- 
establishing contact he agreed to take Mr. Е 
into his home. 

A referral was made to the welfare depart- 
ment in the area Mr. E was going to. Prior 
to leaving prison Mr. E was certified for 
financial and medical assistance. There was not 
enough money in Mr. E’s account to pay his 
transportation and the bond required for men 
on parole who go to another jurisdiction. In 
collaboration with the parole agent the bond 
was set aside. A referral was made to Travelers 
Aid to help with travel arrangements. On the 
day he left, the prison kitchen provided him 
with a lunch and the worker accompanied 
Mr. E to the bus station. There, some college 
students who were traveling to the same 
destination were recruited as ad hoc volun- 
teers. At last word Mr. E was making an ade- 
quate adjustment. 


Without help it is doubtful if Mr. E 
would have been able to survive in the 
community. If institutions define the 
end of their responsibility as the time 
when the man walks out the door they 
will often be sending their "rehabili- 
tated" offender right into another public 
institution. About ten percent of the 
men in the Project fall into Mr. E's cate- 
gory. A second and less frequent occur- 
rence is the man who is emotionally dis- 
turbed: 


Mr. L is about 40. Over the years he had been 
incarcerated several times for minor offenses 
associated with drunkenness. He has been in a 
mental hospital at least twice. While in prison 
Mr. L spent most of his time standing in the 
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hallway in an almost catatonic state. He has 
a convulsive disease that requires constant 
medication. Mr. L has a family but it is not a 
source of help. Every adult in it is being re- 
ferred for help. 

A case review prior to Mr. L’s release led to 
the conclusion that he needed a protective 
foster home. No commitment for this could 
be secured before release. On the day of his 
release the worker went with Mr. L to the 
welfare department to secure emergency funds 
and to request that they find a placement for 
him. He was taken to the community mental 
health center, which refused to see him, and 
then to a mental hospital, which also refused. 
The hospital did provide his needed medica- 
tion. 


Within a few days, Mr. L had committed 
another offense. The worker convinced the 
court that Mr. L needed a protective environ- 
ment. The charges were to be dropped but 
community pressure convinced the district 
attorney that he had to prosecute. At the 
present time Mr. L is in a mental hospital. 
The worker is continuing to coordinate plan- 
ning for this so that he is not discharged with- 
out adequate care. 

The institution was aware of Mr. L's 
problems. It even tried to protect him. 
A few days before his discharge he com- 
mitted a theft at the instigation of an- 
other offender. Rather than handle it in 
the usual way, officials transferred him 
to another place until the time of his 
discharge. Mr. L certainly does not be- 
long in the correctional system. If some- 
thing is not done to stop Mr. L going 
from prison to hospital in alternate cy- 
cles it will cost the state hundreds of 
thousands of dollars. No service will be 
given and Mr. L will have his life short- 
ened in the bargain. 


Ta final family issue is that approx- 
imately 40% of the offenders in the 
program are incarcerated for non-sup- 
port family offenses and for assault in 
relation to family quarrels, or will face 
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non-support charges on their release. 
The institution does not work to allevi- 
ate these problems. A high proportion 
of these men will be in and out of prison 
for the rest of their lives. Non-support 
offenses are continuing offenses. Once 
an offender has served his time, a new 
charge is automatically filed if his wife 
or the mother of his child is on welfare; 
if they are not on welfare a new charge 
can still be filed, If the offender was con- 
victed of non-support of the child of an 
unwed mother, serving time does not 
even wipe out his arrears. 

Approximately 85% of those who 
have a family law involvement have also 
committed a felony offense. There is no 
better evidence for investigating the re- 
lationship between family issues and 
crime. The offenders are interested in 
this even if the system is not. In the 
first 14 months of the Project, service 
was offered to 181 men; only 15 re- 
fused. The service was accepted even 
though the men know we cannot in- 
fluence their institutional fate in any 
way and that help means identifying 
needs, locating resources, and preparing 
to live in the community. 

In sum, the Community Reintegration 
Project is designed to demonstrate that 
service coordination and family contact 
are important in prerelease planning. To 
this point only four of the 165 men 
served have returned to the correctional 
system; three more have been arrested, 
with charges still pending. Without set- 
ting up separate prerelease facilities most 
correctional institutions can follow the 
procedures we have suggested. It does 
not have to be true that: 


Of all the correctional problems one of the 
most formidable is that the offender is often 
not prepared to make the transition from regi- 
mented life within a prison to independent 
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living in a community whose citizens are in- 
different to him or even unfriendly.? 


Neither does it have to be true that: 


The over-all effect of prisonization is to pro- 
duce a person who generally conforms to 
prison expectations and whose behavior upon 
release is contradictory to anticriminal norms.5 


As long as offenders are treated in a 
vacuum it will not matter if the prison 
is large or small, in or removed from the 
community, or follows a punishment or 
medical model. From the time he is 
arrested, the offender must be seen as a 
social being involved with others.!" Ser- 
vice planning must proceed accordingly. 
Its core must be that the individual de- 
velops or retains an ability to make de- 
cisions about his life. Correctional sys- 
tems can no longer avoid their responsi- 
bility to work in the community and to 
coordinate services both in and out of 
the institution. The family cannot be left 
out of any service program. All service 
delivery systems must be assessed in 
terms of what happens to their re- 
cipients. 
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CHARACTERISTICS OF MULTI-PROBLEM HOUSEHOLDS: 
A Study in Psychosocial Epidemiology 
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A study of 63 multi-problem families with psychiatric and psychosocial pre- 
dicaments provided data on their demographic characteristics and on the 
predicaments experienced. The study suggests that the previously used defini- 
tion of multi-problem families, based upon their high rate of use of com- 
munity resources, selects those with an incapacity to deal with problems, and 


thus biases the data. 


he multi-problem family is generally 

defined as one that becomes known 
to social and welfare agencies because 
of the multiple and long-term services it 
requires.» 8, %11 Because the definition 
has been based upon the service de- 
manded rather than upon the nature of 
the problems experienced, it has re- 
mained imprecise. As a result, few of the 
many studies reported have been com- 
parable; a common failing is the absence 
of control groups, so that statements as 
to the characteristics of the families 
studied are often difficult to interpret 
since it is not known whether the charac- 


teristics described are equally common 
to families that do not come to the at- 
tention of social and welfare agencies. 
The present analysis of 63 multi- 
problem families avoids the two metho- 
dological problems noted. First, the 
multi-problem family is defined here in 
terms of the frequency, not of its ap- 
plications for service, but of its experi- 
ence with one or more of fifteen human 
predicaments occurring among its mem- 
bers. Though this definition certainly 
does not include all of the problems that 
families have, it is at least precise and 
replicable. Second, the group of families 
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under study is compared with two groups lies are derived from comparisons be- 
of control families, so that inferences tween them and two groups of precisely 


drawn about the 63 multi-problem fami- 


defined families. 


METHOD 


POPULATION AND LOCALE 


The data upon which this report is 
based were collected in a psychiatric- 
parapsychiatric register maintained for 
a five-year period for the population of 
an island. Martha’s Vineyard, the locale 
of the study, is seven miles by boat off 
the southeast coast of Massachusetts and 
75 miles by road from the nearest main- 
land port to Boston. Because of the time 
required and the expense of travel in a 
low income population, the island locale 
tends to delimit its population. In- and 
out-migration are relatively small and 
countable. Ё 

The population under study were ће 
5,959 year-round inhabitants recorded 
as permanent residents on January 1, 
1965.* The summer visitors to the island 
were not subjects of the study. The popu- 
lation is notable in having a low per- 
centage of persons in the 20-25 year 
age group as a result of the out-migration 
of approximately 80% of high school 
graduates. The percentage of the popu- 
lation age 65 and over is higher than 
that for the state, largely because of the 
in-migration of retired persons and, per- 
haps, because of the longevity of the 
native population. 


DATA COLLECTION 


Every islander experiencing one or 
more of the fifteen predicaments listed 
in TABLE 1 during the period January 1, 
1964 to December 31, 1968, was re- 
corded in the register along with basic 


social data. The data collected on each 
subject, along with his unique subject 
number and household number, were 
punched into 80-column cards, The as- 
signment of a household number to each 
subject, based on a virtually complete 
household file for the entire population, 
permitted the data on individuals to be 
collated for households. The details of 
the procedures used have already been 
described.5 

A psychiatric event was defined as oc- 
curring when a person consulted a psy- 
chiatrist one or more times, generally 
at the local mental health center. School . 
disciplinary problems were those major 
infractions of the published school code 
as recorded in the high school princi- 
pal’s file. School underachievement was 
recorded when performance on the Iowa 
Test of Educational Development was 
more than 20% below that predicted by 
the intelligence test scores. This measure 
was used instead of grades because the 
“track” system and promotions based 
on other than educational performance 
made grades an unreliable measure, Ac- 
cident reporting was confined to the 
driver of a single-car automobile ac- 
cident, in order to eliminate the uncer- 
tainty of assessment of responsibility in 
multiple-car accidents. The occurrence 
of premarital pregnancy was determined 
by a comparison of date of marriage and 
birth date of full-term children. If the 
interval was 8 months-10 days or longer, 
the pregnancy was considered marital. 
If the interval was between seven months 
and 8 months-10 days, the family phy- 


* State Census of 1965,19 revised by special local survey. 
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Table ! 
PREDICAMENTS EXPERIENCED BY THE 244 MEMBERS OF 63 MULTI-PROBLEM HOUSEHOLDS: 
NUMBERS AND RATES FOR MULTI-PROBLEM HOUSEHOLDS AND TOTAL POPULATION 


———————— 


TOTAL 
MULTI-PROBLEM HOUSEHOLDS POULATION 

PREDICAMENT N RATE PER 100 RATE PER 100 
Psychiatric Disorder 

Psychiatric Treatment 85 35.8 6.0 

Mental Hospital 15 6.1 1.6 

Suicide Attempts 4 1.6 03 

Suicides 4 1.6 0.1 

Chronic Alcoholism 20 8.2 2.0 
Education Problems 

School Disciplinary Problems 22 9.0 27 

School Underachievement 18 74 28 
Marital Problems 

Marital Dissolution 10 41 2.0 

Premarital Pregnancy 28 115 13 
Socio-legal Problems 

Fine 44 18.0 4.8 

Probation 19 78 2.0 

Jail 2 0.8 0.2 

Juvenile Delinquency 2 0.8 0.5 

Single-car Auto Accidents 14 5.7 1.7 

Acute Public Alcoholism 10 4.1 17 

297» 


a Total greater than 244 persons since some experienced more than one predicament. 


sician was consulted for evidence of pre- 
maturity. Chronic alcoholism was de- 
fined as drinking that impaired physical 
health, familial, and social relationships 
or interfered with earning a living. The 
source of the diagnosis of chronic al- 
coholism were psychiatric facilities. The 
other predicaments are adequately de- 
fined by their titles. 

While the term “family” and “house- 
hold” are used interchangeably in this 
paper, the household was the actual unit 
of study. In the 63 multi-problem fami- 
lies, nine of the 244 persons in them 
were not actual members of the nuclear 
family. For the systematic and matched 
samples, the numbers of persons not 
actual members of the nuclear family 
were respectively three and none. Thus, 


the distinction between household and 
family is not a crucial one in this study. 

For the purpose of the study, a multi- 
problem household was defined as one 
with two or more persons in which more 
than 50% of its members had experi- 
enced one or more of the fifteen human 
predicaments listed in TABLE 1 over а 
five-year period. Thus, in order to meet 
the definition, two of a two-member 
family had to appear in the register, two 
or more of a three-member family, three 
or more of a four or five-member family, 
four or more of a six or seven-member 
family and five or more of an eight or 
nine-member family. Using this defini- 
tion it was found that 63 of the Island’s 
1,627 two- or more-person households 
qualified as multi-problem households. 
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SYSTEMATICALLY SAMPLED 
HOUSEHOLDS 

In order to determine the demographic 
characteristics, if any, peculiar to multi- 
problem families, a systematic sample of 
63 households was drawn from the file 
of all Island households. The 2,218 
household cards were first segregated by 
town, with the towns arranged in the 
file in alphabetical order. Within each 
town, the household cards were arranged 
in alphabetical order by family name of 
head of household. From a random start, 
every 14th card was scrutinized, If the 
card was one either of a single-person 
household or of a multiple household in 
which one or more of the subjects had 
had a predicament during the five-year 
period of the study, the next card was 
similarly scrutinized until one meeting 
the criteria was reached. The 14th card 
after that one was again subjected to the 
same procedure. 

This procedure is equivalent to having 
removed from the file the cards of all 
single-person households and of all pre- 
dicament households before the syste- 
matic selection process was begun. It 
was estimated that, with the two dis- 
qualifications noted, the use of every 
14th card would yield 63 appropriate 
households close to the end of the file; 
this proved to be the case. The procedure 
further made certain that the families 
selected would be a fair geographic and 
ethnic representation of the population 
at large. The two large segments of 
the population, “Portuguese” and “Old 
American,” each contain a great many 
individuals bearing the same repeated 
family name, Portuguese in one case and 
Yankee in the other. The systematic se- 
lection procedure therefore assured, to 
a greater degree than a random sample 
might, that one common Portuguese or 
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Yankee name could not be overly rep- 
resented. Thus, the two groups chosen 
were as far as possible selected only in 
respect to the presence of predicaments 
in one group and not in the other and 
any significant differences between the 
two should be related to this distinction. 


MATCHED CONTROL HOUSEHOLDS 


It is clear that the systematically se- 
lected households and the multi-problem 
households are likely to be different in 
size of household, age, and social class 
position. In fact, the systematically se- 
lected sample was selected in order to 
determine to what extent the two groups 
differed in these respects, The use of 
such a control sample, however, may fail 
to give equitable comparative informa- 
tion in respect to social class position. In 
the present study, the index of social 
class position used was the occupation 
of the head of the household by Hollings- 
head’s * classification. It is evident that 
occupational position is significantly in- 
fluenced by the sex of the head of the 
house. Further, occupational level often 
increases with age. As a result, two 
samples that are different in respect to 
the sex and age of the heads of house- 
holds might show significant social 
class differences due to those variables 
alone rather than to the one at issue— 
in this case, whether a household has a 
high rate of predicament or none at all. 

In order to eliminate the possible hid- 
den effects of differences in sex and 
age between the multi-problem and the 
systematically selected households, a 
second control sample was selected to 
match the multi-problem household in 
respect to family composition and ages 
of its members. A pilot review made it 
clear that precise matches of age and 
Sex for each family would probably not 
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ааа 
ТаЫе 2 
PERSONS IN MULTI-PROBLEM AND CONTROL HOUSEHOLDS BY SEX 


MULTI-PROBLEM SYSTEMATIC MATCHED 
SEX HOUSEHOLDS и — 
130 

Pii 114 из 121 
Both Sexes 244 210 244 
Sex Ratio (M/F) 1.14 0.86 1.03 
Multi-problem vs. Systematic Sample: X*—2.24; d.f.—1; P—n.s. 

Multi-problem vs. Matched Sample: X= 40; d. =n. 


be possible because of the great number 
of possible combinations of ages and 
sexes of those in any one household. In- 
stead, each multi-problem household was 
matched with another, the ages of whose 
two oldest members, presumably the 
parents, were within three years of those 
of the multi-problem household and that 
had the same number of siblings. It was 
assumed that by matching adult age and 
the number of siblings, the composition 
of the two groups would turn out to be 
similar in respect to age and sex of sib- 
lings. This proved to be the case. The 
multi-problem households were identical 
or quite similar to matched households 


in respect to sex (TABLE 2), age (TABLE 
3) and household size (TABLE 4). 

The actual process of selecting a 
matched family for each multi-problem 
family was begun at the site in the file 
of the multi-problem family's card. From 
that point on, the first following card 
with two adults whose ages were within 
three years of those of the multi-problem 
household and with the same number 
of siblings was chosen, with the further 
condition that none of its members had 
had predicaments during the five-year 
period of study. Thus, separate starts 
were made in the file from the position of 
each multi-problem family. 


FINDINGS 


PREDICAMENTS IN 
MULTI-PROBLEM HOUSEHOLDS 


The predicaments recorded for the 
244 persons in the 63 multi-problem 
households over the five-year period of 
the study are noted in TABLE 1. The 
table also gives the rate per hundred 
persons in the multi-problem households 
and the rates for the same predicaments 
in the general population. Eighty-five 
Persons, or more than one third of the 
244 members of the 63 households, had 
had an episode of Psychiatric treatment 
and six percent had entered a mental 


hospital Eight percent were recorded 
as suffering from chronic alcoholism. 
Since this diagnosis was arrived at only 
as the result of a psychiatric consulta- 
tion, it is an underestimation of the rate 
of alcoholism in this population, since 
undoubtedly most alcoholics do not 
reach a psychiatrist, For those 85 sub- 
jects who were examined by a psychia- 
trist, 23.5% had chronic alcholism, as 
compared with 12.2% of unselected psy- 
chiatric patients in the same community.® 

The rates per thousand for school dis- 
сіріпагу problems and underachieve- 


е 
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Table 3 
AGE DISTRIBUTION OF PERSONS IN MULTI-PROBLEM HOUSEHOLDS AND 2 CONTROL GROUPS 


MULTI-PROBLEM SYSTEMATIC MATCHED 

AGE GROUP HOUSEHOLDS SAMPLE SAMPLE 
0-14 33 58 37 
15-24 87 33 80 
25-34 26 23 30 
35-44 28 17 25 
45-54 43 25 42 
55-64 18 20 21 
65 and over 9 33 9 

TOTAL 244 210 244 
Mean Age 315 347 31.7 


ment in the high school, as given in the 
table, use as a base the 244 members 
of the multi-problem households. This 
suffices for the comparison with the rate 
for these predicaments in the general 
population, but it grossly understates the 
effective rates since only those actually 
in the high school were at risk of ex- 
periencing the two predicaments. The 
number of those in the multi-problem 
households who were actually in high 
school during the period of the study is 
not known, but using the 39 members 
of the multi-problem households age 14— 
18 as a base, the rate of school disciplin- 
ary problems was 56.4% and that 
of educational underachievement was 
46.1%, rates many times higher than 
those for the high school population as 
a whole. 

For similar reasons, the rates for mari- 
tal dissolution and pre-marital pregnancy 
deserve special scrutiny. During the five- 
year period of the study, 45 members of 
the multi-problem households married. 
Ten persons had their marriages dis- 
solved (divorce, desertion, separate sup- 
port) during the period. Thus, for every 
four marriages entered into, one was 
dissolved in these families in a five-year 
period, though not necessarily those en- 


tered into during the period. The num- 
ber of persons, male and female, mar- 
rying while pregnant was similarly quite 
large. Of 45 members of these house- 
holds entering a marriage, in 28 cases, 
or 62%, they were entering a marriage 
in which an infant was on the way. This 
premarital pregnancy rate is notably 
higher than that of 35% already found 
in this community for all marriages of 
women of child-bearing age.” In sum- 
mary, the members of the multi-problem 
households experienced predicaments at 
rates that generally ranged from three to 
nine times that of the general population. 


MULTI-PROBLEM 
AND SYSTEMATICALLY SAMPLED 
HOUSEHOLDS 

By the process of selection the multi- 
problem and the systematic control 
households differed in but one respect; 
the multi-problem households were 
those in which more than half the 
members had experienced one or more 
of the fifteen predicaments during the 
five years of the study, while none of the 
members of the systematically sampled 
households had experienced any of the 
predicaments. Therefore, any significant 
differences found between the two types 
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Table 4 
MULTI-PROBLEM AND CONTROL HOUSEHOLDS BY SIZE OF HOUSEHOLD 

PERSONS IN MULTI-PROBLEM SYSTEMATIC MATCHED 
HOUSEHOLD HOUSEHOLDS d: S 

2 18 

3 15 15 15 

4 " 12 " 

5 и 4 " 

6 4 3 4 

7 5 3 5 

8 - 1 æ 

9 I -- ! 

TOTAL 63 63 63 

Mean Size 3.87 3.33 3.87 
Median Size 4 4 4 


Multi-problem vs. Systematic Sample: X*—7.94; d.f.—5; Pans. 


Multi-problem vs. Matched Sample: 


of households may be assumed to be as- 
sociated with the experience or поп-ех- 
perience of the fifteen predicaments 
studied, 

Sex: the multi-problem households 
had proportionately more males than 
did the control households (TABLE 2). 
Since a previous study * has shown that 
males have generally higher predicament 
tates than do females, it might be 
expected that high-rate predicament 
households would have proportionately 
more males than would a control sample 


Identical distributions by selection 


of households, The actual differences be- 
tween the households failed to reach sta- 
tistical significance. 

Age: The mean age of the members 
of the multi-problem households was 3.2 
years below that of the control house- 
holds (TABLE 3). The distribution of 
the members of the two types of house- 
holds was notably different at the ends 
of the age scale; the multi-problem 
families had many fewer members below 
age 15 and above age 65 than did the 
random households. It has been noted 
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Table 5 
NUMBER OF PERSONS LIVING IN MULTI-PROBLEM AND CONTROL HOUSEHOLDS 
BY SIZE OF HOUSEHOLD 


PERSONS IN MULTI-PROBLEM 
HOUSEHOLD HOUSEHOLDS 
2 32 
3 45 
4 44 
5 55 
6 24 
7 35 
8 - 
% 9 
TOTAL 244 
Multi-problem vs. Systematic Sample: 


Multi-problem vs. Matched Sample: Identical 


SYSTEMATIC MATCHED 
SAMPLE SAMPLE 
50 32 
45 45 
48 44 
20 55 
18 24 
21 35 
8 = 
as 9 
210 244 


X'—395; d.£.—7; Р<.01 
distri 


bution by selection 
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Table 6 
MULTI-PROBLEM AND CONTROL HOUSEHOLDS BY OCCUPATION OF HEAD OF HOUSEHOLD 


OCCUPATIONAL MULTI-PROBLEM 
LEVEL4 HOUSEHOLDS 
1-1-1 21 
IV-V. 26 
М-н 16 

TOTAL 63 


799 
SYSTEMATIC MATCHED 
SAMPLE SAMPLE 
32 27 
24 19 
7 17 
63 63 


Multi-problem vs. Systematic Sample: X*—5.68; 4.4.--2; P<.10>.05 


Multi-problem vs. Matched Sample: 


before in a study from this community § 
that the predicaments studied are in- 
frequent at both extremes of the age 
scale, 

Size of households: The data in 
TABLES 4 and 5 show that the multi- 
problem households had more members 
than did control households and were 
of correspondingly larger mean size. 
Therefore, though the effect of larger 
size cannot be said to be notable, it is 
clear that 244 persons have a greater 
chance of experiencing human predica- 
ments than do 210 persons, all other 
things being equal. There were fewer 
two-person households in the multi- 
problem than in the random types, and 
similarly fewer persons in such house- 
holds. 

Social class position: The data in 
TABLE 6 show the distribution of multi- 


X= 1.84; d.f.—2; P=ns. 


problem and control households by occu- 
pational position of the head of house. 
Probably because the control households 
have older heads and more subjects over 
age 65, by which time a man has gener- 
ally reached his highest occupational 
level, the control households are of 
higher social class position, to a degree 
almost statistically significant. Thus, the 
social class difference in these two groups 
must not be taken as distinguishing mul- 
ti-problem from other families. A more 
crucial test of the possible relation of 
social class to multi-problem households 
will be given in the section comparing 
them with the matched households. 

One and two-parent households: The 
data in TABLE 7 show that there are 
significantly more one-parent households 
with children age 15 or younger among 
multi-problem than among control 


Table 7 


ONE AND TWO-PARENT HOUSEHOLDS WITH CHILDREN AGE 15 AND UNDER 
BY TYPE OF HOUSEHOLD 


MULTI-PROBLEM 


HOUSEHOLDS 
One-Parent Family % 
Two-Parent Family 30 
TOTAL 39 


SYSTEMATIC MATCHED 
SAMPLE SAMPLE 
2 Ц 
58 39 
60 40 


® Multi-problem vs. Systematic Sample: X°=7.57; d.f.—1; Р<.01 


® Multi-problem vs. Matched Sample: 


Х'—5.94; d.f.—1; P<.02 


9 Yates correction used. 
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households. For families with children 
age 15 or under, 23% of such multi- 
problem households had but one parent 
as compared with 3% of control house- 
holds. 

Disrupted households: Marriages dis- 
rupted by divorce, desertion, separate 
support, or by death were significantly 
more common in multi-problem than 
in control households (TABLE 8). At the 
beginning of the study, multi-problem 
households were more often "broken" 
than were control households, and during 
the following five years an additional 
nine of them, as against six of the 
control families, became so. 


MULTI-PROBLEM 
AND MATCHED HOUSEHOLDS 


Since the matched households were 
deliberately chosen wherever possible to 
match the multi-problem households in 
Iespect to sex and age of parents, it is 
not surprising, and indeed reassuring for 
the purpose of the comparison, to find 
that the two types of household are not 
significantly different in Iespect to sex 
(TABLE 2), age (TABLE 3), and size of 
households (TABLES 4, 5). 

Social class position: The reason for 
selecting the matched control group was 
to determine whether multi-problem 
households were different from no-prob- 
lem households in relation to social 
class position. Hollingshead's hierarchal 
Scale of occupations was used as a 
measure of social class position. Since 
Occupation may rise with age, and be 
related to the sex of the head of house. 
the use of a random sample might show 
apparent social class differences that 
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tween the multi-problem and random 
households as shown in TABLE 6. On 
the other hand, authentic differences in 
social class in the two groups might be 
Obscured by the compensatory factors 
of age and class. 

Having taken these precautions, the 
data on social class showed no significant 
difference between multi-problem and 
no-problem matched households ( TABLE 
6). 

One and two-parent households: 'The 
data in TABLE 7 show that there are 
significantly more one-parent households 
with children age 15 or under among 
multi-problem than among matched 
households, For families with children 
age 15 or under, 2396 of multi-problem 
households had but one parent as com- 
pared with 296 of matched houscholds. 

Disrupted households: Marriages dis- 
rupted by marital dissolutiófl Ог by death 
were not significantly more frequent in 
multi-problem than in random house- 
holds (TABLE 8). 


SUMMARY AND CONCLUSIONS 


The problems of the 244 members of 
the 63 multi-predicament families stud- 
ied may be described as follows: More 
than one-third had had an episode of 
Psychiatric treatment, many times the 
rate for the general population over 
the same period. One in seventeen had 
been in a mental hospital during the 
five years, again a rate many times that 
for the general population. Almost one- 
fourth of the 85 who had been in psychi- 
atric treatment had been assigned a 
diagnosis of chronic alcoholism, twice 
the percentage among all of the com- 
munity's psychiatric patients, Of those 
age 15 and over, one in eleven had 
Scen a psychiatrist for chronic alcohol- 
ism. Since certainly not all of the chronic 
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Table 8 
MARRIAGES BROKEN BY DEATH OR MARITAL DISSOLUTION BY TYPE OF HOUSEHOLD 


MULTI-PROBLEM 


HOUSEHOLDS 
Broken Marriage 20 
Intact Marriage 40 
TOTAL 608 
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SYSTEMATIC MATCHED 
SAMPLE SAMPLE 
13 10 
50 53 
63 63 


Multi-problem vs. Matched Sample: 


а Three fell into neither category; two were households of two adults of same sex, a third was of an 
unmarried mother, hence, not at risk of “broken marriage.” 


alcoholics in this community consult a 
psychiatrist for this condition it is 
likely that the actual rate among these 
families is even higher than that given. 

Two-thirds of the persons in these 
families contracting marriages during the 
five-year period of the study did so 
under pressure of an existing conception; 
the rate of premarital pregnancy among 
them was 62%, as compared with 35% 
for the general population of this com- 
munity. Approximately one-half of the 
children of high school age in the multi- 
problem families were recorded as hav- 
ing a major disciplinary problem and 
underachieving educationally relative to 
their intelligence during their high school 
years, rates many times that of the total 
high school population. 

In summary, the multi-problem fami- 
lies had high rates of psychiatric dis- 
order, mental hospitalization, and 
chronic alcoholism in the adult genera- 
tion. Those entering marriage did so 
with an infant on the way in almost two 
of every three marriages. Half of those 
on the way to making the next genera- 
tion already showed behavioral difficul- 
ties in school and educational achieve- 
ment below their potential, and likely 
to produce in their own image the next 
generation of multi-problem families in 
the same community. 


The essential social and familial char- 
acteristics of the multi-problem house- 
holds, as compared to controls, were as 
follows: their members were more often 
male, had fewer members below 15 or 
over 65 years of age, were in larger 
families, had more one-parent house- 
holds, and had a higher rate of broken 
homes. 

One finding of the study did not con- 
form to expectations: as compared to 
households similar or identical in respect 
to sex, age, and size, multi-problem fami- 
lies did not significantly differ in their 
social class distribution. 

Though the 63 multi-problem house- 
holds in the study carried a great burden 
and great variety of human problems, 
in but relatively few was there the mas- 
sive dependency on public welfare ге- 
sources noted in other studies.*: 11 Only 
seven of the sixty-three households 
(11%) received public welfare assis- 
tance at some time during the five years 
of the study. In four of the families the 
assistance was “aid to families of de- 
pendent children,” reflecting the absence 
or incapacity of the father; in two house- 
holds the aid was “disability assistance,” 
reflecting physical illness; and in one, 
“old age assistance.” There were no 
instances of families on “general relief.” 
The ten persons receiving some form of 
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public welfare among the 63 multi-prob- 
lem families made up 4.1% of the 244 
members of those households. For the 
entire population, the percentage of per- 
sons receiving welfare assistance was 
6.3%, a difference that is not statisti- 
cally significant. The higher figure for 
the: general population was probably due 
to the old age assistance given to many 
elderly people living alone, a group ex- 
cluded from this study. 

This is in contrast with reports 3 12 
that show high rates of family welfare 
assistance in multi-problem families, 
when the families are designated as mul- 
ti-problem “because they make multiple 
contacts with social agencies” or were 
selected, as in one Study, because they 
were “troublesome families” in a low- 
rent public housing project, 

The data of this Paper suggest, there- 
fore, that defining multi-problem families 
by their high rate of use of community 
Iesources selects those not simply with 
many problems but also those with an 
incapacity to deal with them. The 
method biases the data, since it neces- 
sarily selects families of low socioeco- 
nomic status. The families of this study 
were families in difficulty, to be sure, 
but they were not inordinately dependent 
on welfare resources and, based on the 
one-third who actually sought psychiat- 
ric help, they showed a notable ability 
to seek pertinent assistance for their 
problems. Finally, the study showed that, 
when such bias was not introduced into 
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structure and other characteristics, it 
does not provide data that explain why 
certain families have high predicament 
rates while others do not. The role of 
"fate," as for example with illness or 
early death of a parent, values, and belief. 
Systems, are among the variables that 
must be investigated in such families in 
the search for the factors in operation, 
Such studies will require much more 
detailed and intensive Scrutiny of such 
families than the epidemiologic method 
used in this research could provide. 
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Home and family variables were investigated for 80 high and 80 low achieving 
fifth-grade black children from lower-class urban families. Parents of high 
achievers were rated significantly higher in concern for education, awareness 
of the child as an individual, general social awareness, use of rational disci- 
pline, and structure and orderliness in the home. High achievers seemed to 
come from somewhat better socioeconomic circumstances within the working 


class. 


recent report by the National Urban 
League © underlines the fact that 
most writers have emphasized the weak- 
nesses of black families, especially at the 
lower socioeconomic levels, disregarding 
the wide variability that actually exists 
within class and racial groups and the 
considerable overlap among groups. 
Among the possible negative out- 
comes of the postulated disorganization 
of family life in the black lower class, 
one of the most frequently discussed is 
the relatively poor academic perfor- 
mance of children from such families. 
Here, again, the pathology model has 
produced an overgeneralized stereotyped 
view with emphasis, either directly or 
by implication, on the deficiencies of 
lower-class children in comparison to 


the middle class. While it is true that 
lower-class children as a group do not 
do as well academically as middle-class 
children, some lower-class chidlren do 
succeed in school. Comparatively little 
attention has been given, however, to 
the successful children. 

The purpose of this report is to ex- 
amine possible factors in the family 
background of black children from 
lower-class homes that might be related 
to achievement in our contemporary 
schools. This should not be interpreted 
as implying that responsibility for edu- 
cational success lies with the family. On 
the contrary, it is the school that must 
accept the challenge of providing suc- 
cessful learning experiences for all chil- 
dren. It should be helpful, however, to 
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our understanding of the range of chil- 
dren in our inner city schools if we ex- 
amine the evidence contrasting the 
backgrounds of children who are suc- 
ceeding or failing under present condi- 
tions. 

The data for this report were drawn 
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from a large-scale study? that investi- 
gated a broad spectrum of variables pre- 
sumed to be related to school achieve- 
ment, including cognitive, affective, and 
attitudinal traits, as well as the items 
from home and school background dis- 
cussed here. 


PROCEDURE 


SUBJECTS 

Two groups of disadvantaged black 
children, 80 “high” and 80 “low” 
achievers, were selected primarily on the 
basis of Metropolitan Achievement Tests 
given by the research staff to the fifth 
grade classes of ten public schools in 
one area of Central Harlem, New York 
City. High achievers were to be those 
scoring at or above grade level in Read- 
ing Comprehension and Arithmetic 
Computation; low achievers were those 
at least two years below grade level. 

Subjects in both subgroups had to 
come from lower-class families, deter- 
mined by parental occupation (no higher 
than “skilled manual or clerical worker” 
on the Hamburger * scale), parental ed- 
ucation (none beyond high school), and 
type of dwelling (tenement or low-in- 
come project). 

Finally, subjects had to fall within a 
“normal” group on intellectual, physical 
and emotional criteria (e.g., Otis Quick 
Scoring Test IQ between 75 and 125), 
and had to meet certain other standards 
designed to reduce sources of variability 
that might affect achievement (e.g., 
English-speaking parents). 

As revealed in TABLE 1, the high and 
low achievers who qualified for the final 
sample differed by over three-and-a-half 
years in mean Reading Comprehension 
grade equivalent scores (6.4 vs. 2.8) 
and by two years in Arithmetic Compu- 
tation (5.4 vs. 3.4), with no overlap. 


PARENT INTERVIEW 

An interview schedule consisting of 
54 questions was developed, principally 
to assess several dimensions of parental 
behavior and attitudes. The rationale 
was similar to that used by Wolf,* from 
whom several questions were adapted; 
the schedule stressed current practices 
presumed to be related to the learning 
differences under investigation rather 
than early antecedent material or more 
hidden psychodynamic processes. Sam- 
ple questions are given below for the 
five categories considered. 

The dimension, “Structure and Order- 
liness of the Home," included items such 
as: What does x do when he comes 
home from school? Who eats supper 
with X? Does x have any jobs around 
the house—what? 

"Awareness of the Child as an Indi- 
vidual” was assessed by such questions 
as: What would you like x to be? What 
do you think he would like to be? What 
does he do when he has difficulty with 
a task? 

Parents’ “Concern for Education” 
was elicited in response to such inquiries 
as: How far do you think x will go in 
school? What do you think of x’s teach- 
ers? Do you visit the school? Where does 
X do his homework? 

Broader aspects of “General Social 
Awareness” were tapped by asking such 
things ав: What newspapers and/or 
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MEAN GRADE EQUIVALENT SCORES IN READING AND ARITHMETIC FOR HIGH AND LOW 
ACHIEVERS 


HIGH ACHIEVERS 


Girls 

(N=40) 
READING COMPREHENSION a 
Mean 65 
SD 1.29 
Range 5.1-10.1 
ARITHMETIC COMPUTATION ® 
Mean 54 
SD 0.54 
Range 4.6-7.5 


а Metropolitan Achievement Tests given at 5.2 


magazines do you read? What do you 
think of the civil rights groups? 

Finally, questions were posed to in- 
vestigate “Rationality of Discipline,” 
namely: What do you do when Х mis- 
behaves? What would you do if x got 
a bad mark in school? 

Each of the five dimensions was rated 
by two observers using a five-point scale 
with “5” representing the positive end 
of the scale.* 

The schedule also included a number 
of questions requesting specific factual 
status information, e.g., What grade did 
you complete in school? What kind of 
work does x’s father do? In addition, 
there was an observation checklist for 
noting such items as care of apartment 


LOW ACHIEVERS 


Boys Girls Boys 
(N=40) (N=40) (N=40) 
64 34 33 

121 0.35 047 
4.9-9.7 2.5-3.8 2.1-3.8 
54 29 2.8 
0.69 0.38 0.32 
4.6-7.5 2.0-3.4 2.2-3.2 


(clean and neat vs. poorly cared for); 
and clothing (cared for vs. neglected; 
and adequate for weather vs. inade- 
quate). 

The interview took about one-and-a- 
half hours, with the mother, in most in- 
stances, the chief respondent. It was 
conducted by an experienced social 
worker ** who was not informed of the 
child’s achievement status. Disputing the 
myth that lower-class parents are not in- 
clined to communicate, these parents 
willingly gave their cooperation to a 
school-related project even though they 
understood that there was no immediate 
benefit to them or their children; of the 
170 families approached, only five re- 
fused to be interviewed. 


RESULTS 


PARENTAL BEHAVIOR 
AND ATTITUDES 


For each of the five dimensions, a 
two-way analysis of variance, by 


achievement and sex, was performed, 
with the .01 level of significance desig- 
nated. TABLE 2 presents F ratios for 
achievement effects; F ratios for sex and 


— — Lars ee АРД 
* The percentage of agreement (within one scale point) between tw: 
24 cases ranged from 83% to 100% for the five dimensions, 9 хаја for а sample of 


sele 


жж PON of the nature of the interview and the sample, a Negro social worker was deliberately 
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Table 2 
RATINGS OF PARENTAL BEHAVIOR AND ATTITUDES 
MEAN RATINGS 
HIGH LOW 
ACHIEVERS ACHIEVERS F ees 
or 
Girls Boys Girls Boys Achievement 
DIMENSIONS (N=40) (N—40) (N=40) (N—40) Effects 
ж 
1ї fH 41b 4.0 3.7 3.6 7.3 
Structure and Orderliness of Home Ke (029 En 
8. ** 
of Child 41 42 32 37 ! 
uS (0.99) (094) (109) (1.25) 
жж 
for Education 46 44 3.8 39 242 
тее ча (0.66) (0.70) (0.98) (1.08) 
General Social Awareness 34 33 25 27 16.6 ** 
(107) (1.10) (148) (1.23) 
Rationality of Discipline 
1. Poor School Marks 44 44 42 42 1.6 
(0.80) (0.73) (1.00) (0.89) Е 
2. Misbehavior 2.6 24 24 2.0 9.2 
(1.11) (0.83) (0.85) (0.99) 


® The F ratios for sex and interaction 
b The ratings have a possible range of 
© Numbers in parentheses are standard deviations. 
*р<.01 **<.001 df 1/156 


effects have been omitted since none approached significance. 
from | to 5, with 5 representing the most positive rating. 
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interaction effects were not significant 
and therefore were not included. 

The analysis of variance results re- 
vealed substantial differences between 
the families of the high and the low 
achievers, For each dimension, except 
Tationality of discipline re “poor school 
marks,” the quality of the family situa- 
tion of the high achievers was judged 
Superior. Their home life seemed to have 
greater structure and order. Their par- 
ents responded more often than did 
those of the low achievers with state- 
ments indicating their awareness of the 
child as an individual and they used less 
severe punishment for misbehavior. 
They evinced greater concern for edu- 
cation and were better informed about 
appropriate lines of action to achieve 
educational goals, e.g., designating an 


academic high school as preparation for 
college; they more often provided books 
in the home, The parents of the high 
achievers also gave evidence of being 
more interested in and aware of broader 
social concerns than those relating only 
to their own children and homes. 

Despite the differences between par- 
ents of high and of low achievers, the 
attitudes and behaviors of the low 
achievers’ parents were generally more 
positive than negative as demonstrated 
by ratings above the midpoint on most 
of the scales, (See TABLE 2.) 


BACKGROUND STATUS VARIABLES 
The findings for family status vari- 
ables, plus certain school items pre- 
sumably related to family functioning, 
are shown in TABLE 3 in terms of per- 
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centages of girls and boys in each 
achievement group who fell into spe- 
cified categories. For the analysis of 
variance, quantitative values were as- 
signed to categories; for instance; under 
“Care of Apartment,” “neat and clean” 
was coded “1” and “poorly cared for” 
for coded “0.” 

Although all subjects had been se- 
lected from the lower class, the parents 
of the high achievers had a significantly 
better average occupational level than 
did the parents of the low achievers. 
About 40% of the high achievers, but 
only 27% of the low achievers, came 
from homes in which father, mother, or 
both engaged in skilled or semi-skilled 
work. While 25% of the high achievers 
had parents who were unemployed or on 
welfare, 47% of the low achievers fell 
into this category. 

In educational attainment also, par- 
ents of the high achievers were signifi- 
cantly superior. Almost 90% of the high 
achievers had a parent with some sec- 
ondary schooling; this was true of only 
about 60% of the low achievers. 

Although there was little difference 
in the type of dwelling, with about three- 
quarters of the sample living in old tene- 
ments, the care of the apartment was 
rated significantly higher for the families 
of the high-achieving children. This may 
have been due in part to less crowding, 
as demonstrated by their significantly 
more favorable room/person ratio. 

Of the school items, the children’s at- 
tendance records differentiated most 
Sharply between the high and low 
achievers, with the high achievers having 
Significantly fewer absences, 

There were no significant sex or inter- 
action effects for any of the family status 
Ог school items. 
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DISCUSSION AND CONCLUSIONS 

The variability observed in the sample 
with respect to such items as parental 
occupational and educational level, care 
and orderliness of home, and room/per- 
son ratio, as well as the ratings of psy- 
chological qualities of the home, point 
up the dangers of oversimplification 
when the lower class is treated as a 
monolithic whole and only its deficien- 
cies are stressed. 

The data reveal consistent positive 
relationships between children’s school 
achievement and family circumstances 
or “strengths,” including both objective 
measures of status and ratings of the 
quality of parental functioning. Though 
families generally expressed concern for 
education, the parents of the successful 
children, themselves better educated, 
were rated signficantly higher in this 
area than were parents of the low achiev- 
ers. Moreover, the high achievers’ par- 
ents combined this concern with more 
sensitivity to the child as a specific in- 
dividual and with greater knowledge and 
sophistication, both with respect to the 
school system and to broader social is- 
sues; the fact that they worked at rela- 
tively higher level jobs may have con- 
tributed to their knowledge of the world. 
Furthermore, the evidence indicates that, 
on the practical level, parents of high 
achievers were more likely to implement 
their desire to have the child progress 
academically; they provided more struc- 
tured, better cared for homes and more 
adequate study facilities, and they pre- 
sumably encouraged better school at- 
tendance. 

It was interesting that several vari- 
ables often discussed in relation to lower- 
class school achievement do not differ- 
entiate between high and low achievers 
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Table 3 
DATA ON BACKGROUND STATUS VARIABLES 


PERCENTAGE OF CHILDREN 


HIGH LOW 
ACHIEVERS ACHIEVERS F Ratio a 
e for 
Girls Boys Girls Boys Achievement 
(N=40) (N=40) (N=40) (N—40) Effects 

PARENTAL OCCUPATIONAL AND 

EDUCATIONAL LEVEL 

Occupational Level b 10.1* 
Skilled: Manual and Clerical 15% 10% 0% 8% 

Semi-skilled: Manual and Clerical 32 22 30 15 
Unskilled Service 28 42 18 35 
Not Working: On Welfare 25 25 52 42 

Educational Level b 154% 
Н.5. Graduate 50 45 30 28 
Some Secondary School 42 40 38 25 
8th Grade or Less 8 15 32 48 

Work Status of Mother 2.0 
Full-Time 22 30 30 12 
Part-Time 20 22 5 20 
Not Working 58 48 65 68 

DWELLING CONDITIONS 

р» of Dwelling 0.9 

roject Ў 
Old Tenement % n ё " 

Care of Apartment 16.1** 
Clean and Neat 8 т 62 ў 
Not Clean and Neat 12 8 z 

Room/Person Ratio e 2 * 
1.5-4- Rooms per person 8 22 2 e 
1.0-1.4 rooms per person 38 2 
Less than | room per person 55 25 25 50 

FAMILY STRUCTURE 

Adult Male in Home 
Father 48 Б 43 
Relative or Other Male 5 Е 13 E^ 
No Male Аа Басар 

Adult Female in Home 3e Be E 
Mother 0.0 
Other Female e 22 ud 2 
No Female 2 д 15 12 

Number of Children 9 g 0 

6 
a d 18 30 40 
1-2 38 38 35 
Birth Order RE P 2 2 
dest or Оп! 0.0 
Middle. "7 m. cds з 22 
Youngest 2 25 50 60 
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Table 3 (continued) 
PERCENTAGE OF CHILDREN 
БЕ Se ee CDM uas 
HIGH LOW 
ACHIEVERS ACHIEVERS F Ratio a 
for 
Girls Boys Girls Boys Achievement 
(N=40) (N=40) (N=40) (N=40) Effects 
SCHOOL ATTENDANCE 
Attendance at Nursery and/or 
Kindergarten 45 

Yes 82 88 68 75 

No 18 12 32 25 
Number Different Schools Attended 0.8 

1-2 95 92 72 100 

3-5 5 8 22 0 

6-7 0 0 5 0 
Attendance Record: Days Absent 

Annually 27.9** 

Under 20 days 80 85 48 50 

20-30 days 12 5 10 8 

Over 30 days 8 10 42 42 


a For computing F ratios, quantitative values were assigned to each category and used as scores. The 
F ratios for sex and interaction effects have been omitted since none approached significance. 
b Based on level reached by either mother or father, if living at home, whichever was higher. Occu- 


pational categories from Hamburger.* 
* pc. 0l жж p.001 df 1/156 


in this study, e.g., absence of father, 
working mother, number of children in 
family, number of schools attended, and 
nursery/kindergarten experience. None 
of these items tapped quality, as did the 
ratings of parental behavior and attitudes 
or items such as care of apartment. The 
Coleman report! also noted that the 
presence of a father was not highly re- 
lated to school achievement, especially 
among the Negro population. Further, 
despite the widespread belief that there 
is great mobility in the lower-class black 
population, over 9096 of the children in 
this sample had attended only one or 
two schools during their first five years 
of schooling. Both in this respect and in 
the data on family structure, the findings 
for this sample are consistent with pre- 
vious studies in Central Harlem.’ 


The results of the present study sug- 
gest that lower-class children who 
achieve in school are subject to family 
influences similar to those usually as- 
sociated with middle-class school 
achievement, such as parental interest 
and orderly home environment. This 
should not be viewed, however, as con- 
stituting a rejection of lower-class values 
in favor of middle-class values, It seems 
rather to be associated with variation 
within the lower class, where those with 
better education, higher level jobs, or 
clearer social perceptions can translate 
into appropriate parental behavior those 
basic values and aspirations that parents 
in most social groups profess. Differ- 
ences within lower-class groups in many 
aspects of family and community life 
have been described previously.” 
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In the present study it is clear that, 
even within the limited range of our 
sample, differences in socioeconomic 
level are related to children’s academic 
attainment. One may speculate that in- 
creased economic stability, embodied in 
such proposals as guaranteed minimum 
income, might provide a more supportive 
background for school achievement. As 
Gordon ê pointed out recently, ће sim- 
ple expedient of introducing more money 
and better life conditions as a means of 
raising competency levels in lower-class 
children has not been tried. 

The parents of lower-class good 
achievers seem to have goals for their 
children that are consistent with the de- 
mands of current schools. The schools 
themselves, however, have not been 
Successful in making up for less favor- 
able home backgrounds in the case of 
those lower-class children who are fail- 
ing at present, nor have the schools de- 
veloped effective programs and methods 
to maximize the potential of ghetto chil- 
dren. Current emphasis on closer work- 
ing relations between schools and par- 
ents in the lower-class communities, 
combined with improvement in economic 
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conditions and educational opportuni- 
ties, could offer hope for positive change. 
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SENSITIZING PEOPLE BY MAKING 
THE ABSTRACT CONCRETE: 
Study of the Effect of 'Hiroshima-Nagasaki' 


- 


Donald Granberg and Norman Faye 


# Тһе movie, Hiroshima-Nagasaki: 1945, was found to increase the anxiety 
regarding nuclear war, decrease the desire to survive a nuclear war, raise the 
sufficient provocation threshold, and lower the maximum tolerable casualty 


threshold. Additional effects and non-effects are presented and discussed. 


n 1970, a coalition of citizens in Mis- 


We should be terrified [of nuclear weapons], 


souri conducted a campaign to stim- пора «рамада кс insensitivity 
ulate and organize opposition, at the , Д 
grass-roots level, to the deployment of Megaton, overkill, and estimates of cas- 
the ABM and MIRV weaponry systems. Valties ranging upward to 200 million, 
This was part of a persistent campaign lack the impact of concrete stimuli that 
to call to people's attention the nature 41е experienced directly by the individ- 
| of nuclear weapons and the necessity of UAL Minuteman missile sites (of which 
halting and reversing the arms race, Неге are 150 in west central Missouri) 
| An immense problem we have en- ®PPear as innocuous as fenced in park- 
countered is that many people have a ing lots, even though each houses a one- 
difficult time relating to the issue of nu- megaton warhead. For алуда traveling 
clear weaponry, since it has come to be through Missouri, опе site is even visible 
seen largely as an abstraction. Frank * from Interstate 70, just north of the 
discusses this as the psychological un- Freeway near АшуШе. Higginsville, 
reality of the danger: Missouri, has an offensive missile site 
Submitted to the JOURNAL in June 1971. 
DONALD GRANBERG is Assistant Professor of Sociology, University of Missouri; NORMAN FAYE 
is a graduate student in the Department of Sociology, University of Pennsylvania, 
) Hiroshima-Nagasaki: 1945, is a black and white, 14-minute film available for purchase at 


$96 from Columbia University Press, Center for Mass Communication, 440 W. 110th St, 


New York, N.Y. 10025. 
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within the city limits, which likewise ap- 
pears to be harmless. Polaris or Poseidon 
armed submarines are, of course, even 
more remote. 

It was our feeling that somehow we 
had to sensitize the people with whom 
we were meeting. In that connection, we 
obtained the recently released film, 
Hiroshima-Nagasaki: 1945, and used it 
for presentation to a large number of 
civic, fraternal, and religious organiza- 
tions, as well as to high school and col- 
lege classes. 

The movie is factual, yet dramatic in 
nature, It begins by showing and de- 
scribing the bombings, then it traces the 
effects on life and property, and gradu- 
ally gets more gruesome as the focus 
turns to the survivors. There are several 
moving scenes of people suffering (they 
are to have said, "Help, if I may ask.”), 
severely burned children, empty eye 
sockets, patterns of kimonos imprinted 
on women's skin, and the like. After 
several showings, it was our impression 
that the film was doing what we wanted: 
making concrete something that is ordi- 
narily seen as an abstraction, and sensi- 
tizing people to the victims and potential 
victims of nuclear war. 

At the same time, it was suggested to 
us by some people that we were using 
a stimulus that was so powerful that it 
would not have the desired effect. The 
movie was so arousing, some main- 
tained, that we were engaging in “psy- 
chological overkill,” and hence being in- 
effective as a consequence. Although we 
sensed this view to be incorrect, we 
nevertheless had to consider it as a 
possibility. 

Furthermore, we knew that the re- 
search on the effectiveness of different 
levels of fear arousal in producing atti- 
behavior change is still some- 
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what equivocal. The bulk of the research 
suggests that high levels of fear arousal 
are more effective than low levels, but 
there is some evidence to the con- 
trary.” 8,8 Therefore, we decided to con- 
duct an experiment with the purpose of 
determining what effect, if any, this 
movie was having on the attitudes of 
people who were seeing it. 


METHOD 

Subjects (N=113, 65 women and 48 
men) were recruited in Introduction to 
Sociology classes in the summer session 
of 1970 at the University of Missouri, 
and were given course credit for partici- 
pating. Subjects participated de small 
groups, ranging in size from -fhree to 
ten. They were assigned to one of three 
experimental conditions. Subjects in ex- 
perimental condition A (N=63) were 
given a lengthy questionnaire dealing 
with nuclear war (А1), saw the movie, 
and then filled out the same question- 
naire again (A2). People in condition В 
(N=32) filled out the questionnaire 
only once, after seeing the movie. People 
in condition c (N=18) filled out the 
questionnaire (c1), saw a movie un- 
related to nuclear war (TVA and the 
Nation), and then filled out the ques- 
tionnaire again (C2). 

The questionnaire was comprised of 
several previously validated measures,” 
and other additional items that had been 
pretested prior to the experiment, Sub- 
jects experienced no difficulty with the 
questionnaire, the specific content of 
which will become clear in the next sec- 
tion. The few subjects who indicated 
they had previously seen the Hiroshima 
movie were excluded from further con- 
sideration and are not included in the 
Ns given above. 
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RESULTS 

The crucial statistical tests compared 
A1 + C1 vs. В; Al vs. A2; and СІ ys, c2. 
People in the control condition (c) 
showed virtually no change. In the a2 
vs. B comparisons, there was no dis- 
cernible commitment effect on the part 
of people in condition a, as these com- 
parisons were consistently insignificant, 

The bulk of the results is presented 
in two sections. First, we shall consider 
what effects the movie did not have: 

1. The movie had no effect on the 
estimates made by people of the number 
of nuclear weapons in possession of the 
US and the USSR that are mounted, 
aimed, and capable of delivery. The 
tendency was to underestimate, espe- 
cially in judgments of the US arsenal,? 
but the movie had no effect on this 
tendency. 

2. The movie had no effect on the 
estimates made by people as to how 
likely it is that a nuclear holocaust will 
occur during their lifetimes. This is of 
interest, since it contrasts with a report 
by Lerner. He found that reading а 
Civil Defense pamphlet had the effect 
of increasing the estimated likelihood 
of war. Apparently, information as to 
what steps the US government has taken 
in preparation for a future war increases 
war expectancy, while a documentary 
about a past war has no effect in this 
area, 

3. People were asked whether they 
thought nuclear weapons would be used 
in the event of a war between the US 
and the USSR, and whether they thought 
they would survive “an all-out nuclear 
war between US and USSR.” Responses 
to these items were not affected in any 
Consistent way by having seen the Hiro- 
Shima-Nagasaki movie. 

4. Another item asked respondents 
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whether they would feel more secure or 
less secure when the ABM system was 
installed in Missouri, Although there 
was substantial variation in responses to 
this item, the variance was unrelated to 
having seen the movie. 

5. Finally, subjects did not show a 
significant change in their responses to 
a seven-item pacifism scale.? There was 
a trend on each item for an increase in 
pacifism as a consequence of having 
seen the movie, but for five of the items 
and for the overall scale, the changes 
were within the range that could be 
attributed to random fluctuations. 

We now turn to those aspects of ori- 
entations toward nuclear war on which 
the film produced an effect, All of the 
differences reported below are reliable 
at the .05 level or less in each critical 
comparison: 

1. People were presented with a 
series of ten circumstances, varying in 
the degree of provocation, and they were 
asked to check each circumstance that, 
in their opinion, constituted “sufficient 
provocation to warrant the use of nu- 
clear weapons by the US." 9 The result- 
ing measure, which we have called the 
latitude of acceptance for the use of 
nuclear weapons, is based on the num- 
ber of checks made by the individual. 
Seeing the movie has the effect of re- 
ducing the size of this latitude of ac- 
ceptable circumstances. In other words, 
the movie raises the provocation thresh- 
old for using nuclear weapons. Thus, 
following the movie they require greater 
provocation before being willing to 
countenance the use of nuclear weapons. 

2. Another item attempted to hold 
provocation constant, while varying the 
projected US casualties. The hypo- 
thetical situation involved the USSR 
carrying out a nuclear attack on the 
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European allies of the US, while stating 
that it would not initiate an exchange 
with the US. The question is, Should 
the US respond by an attack on the 
USSR knowing that this, in turn, would 
prompt an attack by the USSR on the 
US?? For most people, if provocation 
is held constant at that level, and you 
increase the projected US casualty level, 
you reach a point (threshold) at which 
they would no longer be willing to coun- 
tenance an attack. Respondents checked 
one of seven alternatives (stated in per- 
centages) to indicate the highest pro- 
jected level of US casualties they would 
be willing to accept and still order the 
US attack on the USSR. The Hiroshima- 
Nagasaki movie had the effect of lower- 
ing the highest tolerable casualty level. 
That is, the tolerable casualty threshold 
was lowered. 

3. The movie had the effect of de- 
creasing the percentage of people who 
want to survive an all-out nuclear war. 
This can probably be traced to the focus, 
in the latter portion of the movie, on the 
survivors of the Hiroshima and Naga- 
saki bombings. Note, however, the dis- 
tinction. Following the movie, the per- 
centage who thought they would survive 
was virtually unchanged, while the per- 
centage who wanted to survive decreased 
substantially. 

4. The items, in the pacifism scale 
mentioned above, which were signifi- 
cantly related to the film, were the fol- 
lowing two statements: 

a. The US must be willing to run any risk of 
war which may be necessary to prevent the 
spread of Communism. 

b. Pacifism is simply по i 

in the world nd cai 
The film had the effect of decreasing the 


level of adherence to both of the state- 
ments. 


SENSITIZING PEOPLE 


5. Finally, the film greatly increased 
anxiety regarding nuclear weapons. This 
was measured by simply asking respon- 
dents, “How much anxiety do you feel 
regarding nuclear weapons?” Nine al- 
ternatives were provided, the ends being 
labeled “no anxiety whatsoever” and 
“the greatest anxiety possible.” Substan- 
tial shifts in the direction of the latter 
end were observed as a consequence of 
having viewed the Hiroshima-Nagasaki 
movie. This was true both when change 
was considered in the absolute and the 
relative sense. 


DISCUSSION 


This last finding, regarding anxiety, 
leads to what we consider to be a short- 
coming of the movie, at least for our 
purposes. After showing some of the 
most severely wounded victims, the 
movie ends with a) a nuclear test scene; 
b) Robert Oppenheimer saying that 
when a nuclear weapon was first ex- 
ploded, he knew the world would not 
be the same and quoting a Hindu scrip- 
ture, "Now I am become death, the 
destroyer of worlds;" and c) a statement 
concerning the size of bombs currently 
available. So while the movie is dramatic 
and arousing, as reflected by the increase 
in anxiety reported concerning nuclear 
weapons, it is open-ended in the sense 
that it does not propose a solution. Pre- 
vious research suggests that an attempt 
at persuasion is more effective if it has 
been preceded by creating a state of 
arousal, and that the arousal-persuasion 
Sequence is particularly effective.? The 
Hiroshima-Nagasaki movie is clearly an 
excellent candidate for the first half of 
the sequence, but the movie does not 
include the second half. 

On the other hand, arguments de- 
Signed to persuade people toward atti- 
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tudes supporting the concept of world 
federalism (as an example) are often 
given in an unemotional manner, typi- 
cally not preceded by an emotionally 
arousing stimulus.? It seems likely that 
the use of these two procedures in con- 
junction with each other, and in the 
arousal-persuasion sequence, would pro- 
duce significantly more attitude change 
than either used separately, or both 
used together in the persuasion-arousal 
sequence, 

In conclusion, we can recommend 
extensive use of the Hiroshima-Naga- 
saki film on the basis of our research. 
It does not create instant pacifists, but 
it does serve as a sensitizer, raising the 
attitudinal threshold for nuclear war. 
Specifically, it raises the sufficient provo- 
cation threshold and lowers the max- 
imum tolerable casualty threshold. By 
presenting a vivid picture of what nu- 
clear war is like, it produces an increase 
in anxiety concerning nuclear war and 
Produces a decrease in the desire to 
survive a nuclear war. Finally, it is our 
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recommendation that the movie be used 
as the arousing part of an arousal-per- 
suasion communication Sequence. 
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THE SIGNIFICANCE OF NONHUMAN OBJECTS FOR 
NORMAL AND SCHIZOPHRENIC CHILDREN 


Luitgard N. Wundheiler 


Long Island University, Brooklyn, N.Y. 


Anthropomorphic relationships of normal and schizophrenic children to non- 
human objects are compared, and the theoretical implications of the data 
are explored. In schizophrenic children, anthropomorphism seems to be re- 
lated to affective attachment to nonhuman objects, while in normal children 


this is not the case. 


que study reported in this paper ex- 
plores the conditions under which 
anthropomorphic thinking occurs in nor- 
mal and schizophrenic children. Anthro- 
pomorphism as well as animism have 
been discussed in the psychological liter- 
ature repeatedly. Of the two, animism 
is the more inclusive concept; it is de- 
fined as a form of thought in which life 
is attributed to inanimate objects, while 
in anthropomorphism more specifically 
human characteristics, such as consci- 
ousness and the ability to feel and think, 
are imputed to nonhuman objects. 
Piaget? described animism in normal 
children in terms of a cognitive-develop- 
mental theory. He holds that the child's 
as yet undifferentiated schemas lead him 
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to understand physical phenomena, such 
as the light of the sun or the apparent 
movement of the moon, in terms of psy- 
chic processes, such as consciousness Or 
intentionality. Hence, consciousness and 
will are attributed by the child to i» 
animate objects. Like Piaget, Werner * 
explained development in terms of a 
hierarchy of stages, with more advanced 
stages characterized by greater psycho- 
logical differentiation than relatively 
primitive stages. He saw similarities 1n 
the formal aspects of perceptual, affec- 
tive, and thought processes of children, 
Psychotics, and members of primitive 
societies, and described these similari- 
ties in terms of syncretic and physio 
nomic thinking. Anthropomorphism was 
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seen by him as characteristic of a rela- 
tively primitive and undifferentiated 
stage of development. A third author 
concerned with this topic is Searles,® 
who documented animism and anthro- 
pomorphism in schizophrenic adults. 
Although he acknowledged cognitive 
factors as well as the much-discussed 
difficulty of schizophrenics in differenti- 
ating self from nonself and human from 
nonhuman,' 23,6 he emphasized affec- 
tive needs as determining factors in the 
relationships of schizophrenic patients to 
the nonhuman environment. 

The study reported in this paper was 
begun after the investigator had worked 
for four years with schizophrenic chil- 
dren between the ages of seven and four- 
teen. The observations made during that 
time seemed to corroborate Searles’s 
views regarding the relationship between 
affect and anthropomorphism. More 
specifically, it seemed that schizophrenic 
children often related to nonhuman ob- 
jects, such as plants, animals, clouds, or 
trains, because of the need to compen- 
sate for frustrations suffered in human 
relations, and that by relating to these 
objects the children identified with them. 
The concept of identification is used 
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here synonymously with the psychoana- 
lytic concept of “ego identification,” 5 
i.e., it is defined as a relationship to an 
object one wishes to emulate.“ 9 

This study had two purposes: 1) to 
determine whether there were quantita- 
tive and/or qualitative differences be- 
tween the anthropomorphism of normal 
and schizophrenic children, and 2) to 
see whether and how the differences that 
might emerge were related to the hy- 
potheses suggested by Werner and the 
clinical findings reported by Searles. 
Consideration of cognitive factors leads 
to the following hypothesis: 

1. Schizophrenic children of all ages 
anthropomorphize nonhuman objects 
more than normal children of the same 
ages. 

Consideration of affective factors 
leads to the following hypotheses: 

2. Schizophrenic children anthropo- 
morphize nonhuman objects to which 
they have affective relationships more 
than nonhuman objects that are affec- 
tively neutral to them. 

3. Schizophrenic children identify 
with nonhuman objects to which they 
have affective relationships, while nor- 
mal children do not. 


METHOD 


SUBJECTS 


The subjects were 25 institutionalized 
schizophrenic children and 25 normal 
children (fifteen boys and ten girls in 
each group). The schizophrenic boys 
ranged in age from 7:6 to 12:11 years 
and their WISC IQs ranged from 80 to 
106. The schizophrenic girls ranged in 
age from 8:1 to 12:6 years and their 
IQs (also WISC) ranged from 80 to 
102. The mean IQ of the entire group 
of schizophrenic children was 95. Neu- 
rological examination showed no evi- 


dence of organic damage. Twenty-three 
of the schizophrenic children were from 
middle-class backgrounds, and two were 
from upper lower-class backgrounds. 
The schizophrenic children were paired 
with normal children and each pair was 
matched for age, sex, and social class. 
Although the schizophrenic children 
were not the same group of children as 
those referred to in the introduction, the 
investigator knew them well when the 
study began. For six months she had 
spent several hours daily observing and 
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ИЕККЕ ИЛЕ тит 


Table | 
SAMPLE PORTION OF QUESTIONNAIRE ON 
PREFERRED ANIMAL FOR A 
SCHIZOPHRENIC BOY 
(AGED 12:1) 


1. "Do grasshoppers feel it when you pet them?” 
"Yes, | hold them in a special way and they 
like that." 

2. "Do they feel sad when they are thirsty?” 
"Yes." 

3. "Do they feel sad when they are lonely?" 
"Oh, yes." 

4. "How do they show if?” 

"You can tell by their eyes, they move the 
black part of their eyes, and it means they are 
scared." 

5. "Do they feel happy when you play with 
them?" 

"Yes," 

6. "How do they show it?” 
"They jump and they jump." 

7. "Do they feel scared when they are alone?” 
"Yes, but they will have light in the house | 
build for them." 

8. "Do they know anything?" 

"Oh, yes, they know how to jump, and they can 
find their way, and they know me." 


® Complete questionnaire with responses and 
scores available from the author on request. 


talking with the children in informal 
situations. During that time, the children 
frequently talked about nonhuman ob- 
jects. 


QUESTIONNAIRES 


Subjects were interviewed about three 
classes of nonhuman objects: animals, 
plants, and vehicles. Questionnaires used 
in the interviews dealt with the follow- 
ing topics: physical feelings (e.g., “Do 
plants ever feel thirsty?”), emotions 
about physical feelings (e.g., “Do plants 
fee] sad when they are thirsty?”), emo- 
tions about relationships (e.g., “Do they 
feel happy when you pay attention to 
them?"), expression of emotions (e.g., 
*How do plants show it when they are 
sad?”) and thought. A sample of the 
animal questionnaire, with a twelve- 
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year-old boy's responses, is presented in 
TABLE 1. 

The three classes of objects were se- 
lected for the following reasons. It ap- 
peared that the majority of children had 
had experience with plants and animals. 
Most normal children had pets and 
many of the schizophrenic children had 
had pets before they were institution- 
alized and continued to show great in- 
terest in animals while living in the in- 
stitution. Many of them developed what 
can only be described as close relation- 
ships to unusual animals, including 
grasshoppers and earthworms. In a 
study, one of whose purposes was to ex- 
plore children's affective relationships to 
nonhuman objects, it therefore seemed 
advisable to consider relationships to 
animals. Vehicles were selected because 
it seemed interesting to interview chil- 
dren on one inanimate object and to see 
whether their responses to animate and 
inanimate objects would be appreciably 
different. 

Most of the questions were based on 
remarks made spontaneously by normal 
or schizophrenic children during in- 
formal meetings that preceded the inter- 
views. For example, one question on the 
plant questionnaire reads: “How does 
this plant show it when it is sad?” It had 
been suggested by a six-year-old normal 
girl who remarked: “My flowers are 
sad when I don’t water them.” When the 
writer expressed doubt, she insisted: “I 
can tell because they look droopy.” The 
three questionnaires were as much alike 
as possible. Questions were formulated 
differently only when necessary to make 
them meaningful; for example, when it 
applies to vehicles, one question reads: 
“Can it feel it when it has an accident?” 
and when it applies to plants, it reads: 
“Can it feel it when its leaves are cut 
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off or when you pull it out of the 
ground?” 


INTERVIEWS 

All children were interviewed indi- 
vidually. In order to ascertain whether 
differences in affective relationships were 
related to differences in anthropomorph- 
ism, each child was asked to name one 
object in each class to which he felt at- 
tached and another that was affectively 
neutral to him, and was interviewed 
about each. The children were also 
asked to name the reasons for their at- 
tachments. Half of the schizophrenics 
and half of the normals were first inter- 
viewed about the objects to which they 
felt attached (preferred objects) and 
Second about neutral objects. For the 
other 5076, the order of questioning 
was reversed. Each child was inter- 
viewed in two or three sessions, the 
length of each session depending on de- 
gree of interest or fatigue of subject. 

As was pointed out above, the inter- 
views dealt with the same topics as the 
remarks the children had made in in- 
formal situations. Thus, the children felt 
that in the interviews they were asked 
to discuss topics of mutual interest to 
them and the investigator. They did not 
perceive the interviews as new situations 
in which they were asked strange ques- 
tions. Moreover, the investigator's rap- 
port with the children made it possible 
for her to help them focus on their 
Choices of objects and, perhaps more 
important, she could compare the 
Choices they made in the interviews 
With those they had made in informal 


* In another study,11 a scalogram analysis 
that in normal children anthropomorphism 
In that study were identical to those used 
can be considered an empirical basis for 
Which even the older children in the first stu 
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situations. The majority (80%) of the 
affectively significant objects selected by 
the schizophrenic children were objects 
for which they had also expressed posi- 
tive affect in informal situations. By con- 
trast, the affectively indifferent objects 
selected in the interviews had usually 
not been mentioned by the children be- 
fore. One reason for this was that the 
children seldom spoke spontaneously 
about something that was of no affective 
importance to them. Most schizophrenic 
children had difficulty understanding 
what was meant when they were asked 
to name an object they felt neutral 
about. It took a good deal of rephrasing 
and explaining to get them to understand 
what was required of them. The in- 
vestigator knew the normal children 
less well and could therefore not com- 
pare the objects they chose during the 
interviews with objects chosen in other 
situations. 


SCORING 

Anthropomorphic scores (H scores) 
were computed for each child, Re- 
sponses were assigned ratings of 0, 1, 
1.5, or 2 depending on the degree of 
anthropomorphism expressed. The sum 
of the ratings for each questionnaire 
constitutes an Н score. H(a) апа Н(а) 
denote, respectively, scores on preferred- 
and neutral-animal questionnaires, Sim- 
ilarly, H(p) and H(p), and H(v) and 
Н(у) denote scores оп preferred- and 
neutral-plant and vehicle question- 
naires.* 


of 96 normal children aged five to twelve showed 
decreases with age. The questionnaire items used 
here. Therefore, the scales developed in that study 
the ratings used in the present study. The items to 
Чу gave anthropomorphic responses were considered 


least anthropomorphic in the present study, and, hence, positive responses to them were rated 1; 
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Scoring the animal questionnaires 
raised some methodological difficulties. 
According to the scoring criteria, it is 
anthropomorphic to believe that non- 
human objects can feel and think. That 
seemed sensible procedure in regard to 
some animals (such as worms and flies) 
but not in regard to others (such as 
one’s pet dog). It would have been pos- 
sible, of course, to adapt the scoring 
criteria to the specific animal under con- 
sideration. However, to do so would 
have raised a new problem. According 
to Hypothesis 2, schizophrenic children 
anthropomorphize nonhuman objects to 
which they have affective relationships 
more than they do neutral objects. 
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Clearly, it is difficult to measure differ- 
ences in degree of anthropomorphism 
unless the word more is defined in terms 
of the same criteria, and inferences re- 
garding the relationship bewteen anthro- 
pomorphism and affective involvement 
would be ambiguous if one uses differ- 
ent criteria for different animals. Sup- 
pose one child likes grasshoppers and 
believes that they can feel, and another 
child likes dogs and believes that they 
can feel. To give the first response a 
higher anthropomorphic score than the 
second is to introduce a bias of “пог- 
mality” that would preclude the very 
information we are seeking. It was there- 
fore decided to use the same scoring 
criteria for all animals. 


RESULTS 


HYPOTHESIS 1 


The means of the anthropomorphic 
scores (H scores) are listed in TABLE 2. 
Inspection of TABLE 2 indicates that, 
contrary to expectation, schizophrenic 
children anthropomorphized preferred 
objects only slightly more and neutral 
objects significantly less than did normal 
children. Only one schizophrenic child 
and no normal child anthropomorphized 
vehicles. 


HYPOTHESIS 2 


The differences between the children’s 
H scores in regard to preferred and neu- 
tral objects provide information about 
the relationship between  anthropo- 
morphism and affective factors. Vehicle 
Scores Were not used because only one 
child anthropomorphized vehicles. Dif- 


ference scores, H(a)-H(a) and H(p)- 
H(p), were computed for each child. In 
order to ascertain whether the differences 
between the difference scores of normal 
and schizophrenic children were signifi- 
cant, t tests for matched pairs were per- 
formed. The means of the difference 
scores and the values for ¢ and p are 
shown in TABLE 3. That the values of 
t are significant is evidence that the re- 
lationship between affect and anthropo- 
morphism is greater in schizophrenic 
children than in normal children. 

The children's choices of animals were 
analyzed, and some examples are listed 
in TABLE 4. Three judges rated the mem- 
bers of each pair of animals (preferred | 
and neutral) named by the children as 
“more human” or “less human." An a _ 
tempt was made to use objective criteria: 
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items to which only the younger children had responded anthropomorphicall idered 
E n у were consi 
most anthropomorphic and, hence, positive responses were rated 7; positive responses 19 


intermediate items were rated 1.5. 
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A 
Table 2 


COMPARISON OF ANTHROPOMORPHIC SCORES (H) OF NORMAL AND SCHIZOPHRENIC 
CHILDREN (N—50) 


ANTHROPOMORPHIC SCORE 


PREFERRED NEUTRAL 
ANIMALS PLANTS VEHICLES ANIMALS 

вона, (Ncas) PLANTS VEHICLES 

M 33.8 13.1 03 21 7.0 00 

SD 7.68 10.0 - ТЕ! 9.39 - 
NORMALS (М--25) 

M 32.0 116 0.0 30.8 114 - 

50 5.42 6.1 - 5.18 6.2 - 

+ 0.51 0.9 - —3.85b —2.37% - 


ар<0.05 (one-tailed test); b p<0.005 (one-tailed test). 


animals relatively high on the phylo- 
genctic scale and household pets were 
judged “more human” than lower ani- 
mals and animals that are not pets. 
Agreement among judges was .91. In 
order to distinguish the ratings of the 
judges from the anthropomorphism of 
the children, the ratings were considered 
to have established which animals were 
“objectively” more human or less hu- 
man. The contrast between the choices 
of the normal and schizophrenic chil- 
dren was striking. Only two normal 
children (8%), but ten schizophrenics 
(40%) preferred an “objectively” less 
human animal; eleven normals (44%) 
and eight schizophrenics (32%) pre- 
ferred an “objectively” more human 


animal, and twelve normals (48%) and 
seven schizophrenics (28%) preferred 
one of two “objectively” equally human 
animals, 

Even more important was that, of the 
ten schizophrenic children who preferred 
an objectively less human animal, all 
but one child anthropomorphized the 
preferred animal more than the neutral 
one although the neutral one was the 
objectively more human animal. By con- 
trast, the two normal children who pre- 
ferred an objectively less human animal 
nevertheless anthropomorphized the ob- 
jectively more human, but affectively 
neutral animal, more. Similar analyses 
for plants were not done since the ques- 
tion of what plants are objectively more 


Table 3 


DIFFERENCE IN TENDENCY TO ANTHROPOMORPHISM (H SCORES) OF PREFERRED AND 
NEUTRAL ANIMALS AND PLANTS OF NORMAL AND SCHIZOPHRENIC CHILDREN (N=50) 


DIFFERENCE SCORES (H preferred-H neutral) 


SCHIZOPHRENICS (N=25) 


NORMALS (N=25) 


MEAN SD MEAN SD t 
ANIMALS (pref.-neutral) 12.8 1147 12 9.12 4.5148 
PLANTS  (pref.-neutral) ы 7.19 2 02 37332 


9 p«.005 (one-tailed test). 
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LL M 
Table 4 
EXAMPLES OF ANIMALS WHICH NORMAL AND SCHIZOPHRENIC CHILDREN CHOSE AS 
PREFERRED AND NEUTRAL a 


NORMAL CHILDREN 


PREFERRED NEUTRAL 
Deer Bull 

Cat Dog 
Monkey Bear 

Dog Rat 

Dog Pig 
Mackerel Bear 
Tiger Giraffe 
Fish Mouse 


SCHIZOPHRENIC CHILDREN 


PREFERRED NEUTRAL 
Butterfly Dog 

Dog Bird 
Earthworm Dog 
Butterfly Spider 
Oppossum Butterfly 
Grasshopper Cat 
Porpoise Hamster 
Snake Lion 


ғал ОНЫ ае о ү ER 
Animals whose names are italicized are those rated by judges to be the one of the pair that is more 
human; if neither is italicized, they were rated equally human. 


а Complete list available from author on request. 


human or less human is ambiguous, to 
say the least. 

Thus, the anthropomorphism of schiz- 
ophrenic children diverged from objec- 
tive and conventional judgment, while 
the anthropomorphism of normal chil- 
dren converged with it. 


HYPOTHESIS 3 

The reasons the children gave for 
their attachments to preferred plants and 
animals were analyzed and classified. 
The children’s statements suggested 
three reasons: identification, desire for 
interaction, and interest. “Birds are 
lucky; they can fly, they can always get 
away,” and: “I wish I could jump like 
grasshoppers” are examples of state- 
ments expressing identification. “I like 
my dog because he is good company," 
expresses a desire for interaction, and 
the statement: “Sunflowers always turn 
toward the sun, how do they know where 
the sun is?” illustrates interest. Fisher’s 
Exact Probability Test indicated that 
schizophrenic children are more likely 
to select objects because of character- 
istics they admire or envy, i.e., for rea- 
sons of identification, and normal chil- 


dren are more apt to give reasons ex- 
pressing desire for interaction or inter- 
est (p—.005). 


DISCUSSION 

The results of this study suggest that 
anthropomorphism is related to differ- 
ent factors in normal and schizophrenic 
children. Affect and anthropomorphism 
were found to be positively related in 
Schizophrenic but not in normal chil- 
dren. A close comparison of anthro- 
pomorphic scores of normal and schizo- 
phrenic children calls into question some 
earlier theoretical assumptions. The de- 
gree of anthropomorphism of schizo- 
phrenic children was approximately the 
same as that of the normals when their 
affect was high; but when their affective 
involvement was low, their anthropo- 
morphism was significantly lower than 
that of the normals. This finding makes 
it unlikely that low anthropomorphism 
in schizophrenics reflects more adequate 
cognitive functioning than high anthro- 
pomorphism. 

A qualitative analysis of some Ie” 
sponses of the schizophrenics sheds light 
on this question. Some schizophrenic 
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children did not impute any feelings, not 
even thirst and pain, to animals as “hu- 
man” as dogs when they were not at- 
tached to them, and they attributed dis- 
tinctly human feelings, like happiness 
and sadness, to animals as “nonhuman” 
as grasshoppers and butterflies when 
they felt attached to them. This differ- 
entiation in terms of affective significance 
and concomitant disregard for “objec- 
tively" human characteristics suggests 
that low anthropomorphism in schizo- 
phrenic children did not reflect cognitive 
adequacy. 

Responses dealing with expressions 
of feelings were equally revealing. They. 
were scored 0 when no expression of 
emotion was ascribed to the object under 
discussion, J when “object-adequate” 
expressions of emotion were perceived, 
and 2 when the object was believed to 
express emotions in a human way. For 
instance, when a child believed that a 
plant droops when it is sad, the response 
was rated 1 because it was based on the 
correct perception that plants droop; it 
is the interpretation of this perception 
that is anthropomorphic. On the other 
hand, when smiling was attributed to a 
Cat the response was rated 2 because 
smiling is a distinctly human response. 
Schizophrenic children attributed more 
human as well as object-adequate ex- 
Pressions of emotions to preferred than 
to neutral objects; neutral objects, on 
the other hand, were seldom believed to 
express emotions of any kind. Not even 
the purring of a cat was seen as an ex- 
Pression of emotion when the child was 
Dot attached to the cat. By contrast, 
normal children attributed more object- 
adequate expressions of emotions to all 
Objects than did schizophrenic children 
and rarely attributed human expressions 
of emotions to any objects. 
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Responses dealing with thought fol- 
lowed the same pattern. Normal children 
tried to differentiate between human and 
plant or animal thought, and attributed 
the former to some animals, e.g., dogs 
and monkeys, and the latter to less “hu- 
man" animals, such as birds, and to 
some plants. In contrast, schizophrenic 
children attributed no thought at all to 
neutral objects, not even when they were 
dogs, and they attributed human thought 
to preferred objects even when these 
were earthworms or sunflowers. In these 
cases, then, low anthropomorphism in 
schizophrenic children reflected a lack of 
differentiation and contained just as 
many distortions and "incorrect" judg- 
ments as did responses expressing high 
anthropomorphism. 

Another point of importance was that 
schizophrenic children were far more 
communicative during interviews about 
preferred objects than during interviews 
about neutral objects. During the latter 
interviews their responses were fre- 
quently limited to a brief “no,” grudg- 
ingly given. This made it difficult to 
judge the thinking behind their negative 
responses, but it suggests that they ex- 
pressed withdrawal and unrelatedness. 

Results for Hypothesis 3 indicated 
that schizophrenic children identified 
with preferred objects. The concept of 
ego identification is perhaps not suffi- 
cient to describe the complexity of the 
dynamics involved. Often, two processes 
seemed to be operating: The children 
identified with objects they felt attached 
to because they perceived and admired 
some characteristics these objects actu- 
ally had, and at the same time they pro- 
jected their own needs and feelings on 
to them. For example, the boy who 
built a house for grasshoppers (see 
TABLE 1) and then wanted to light the 
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house projected his own fear of the dark 
on to grasshoppers. One might say that 
two identificatory processes were oper- 
ating: ego identification and projective 
identification. 

In light of the study reported here, 
Werner's position seems implausible. If 
anthropomorphism in schizophenic chil- 
dren is chiefly determined by affective 
factors, but anthropomorphism in nor- 
mal children is not, it is unwarranted to 
explain both in terms of the same devel- 
opmental theory. Searles's formulations, 
which are based on minute and searching 
clinical observations, seem to account 
far more accurately for the psychic proc- 
esses involved in the relationships of 
schizophrenics to nonhuman objects. 


SUMMARY 


Anthropomorphic relationships to 
nonhuman objects were investigated in 
normal and schizophrenic children. 
Questionnaires were administered to 25 
institutionalized schizophrenic children 
and 25 normal children. Each child was 
interviewed about one affectively signifi- 
cant and one neutral object in each of 
three classes (plants, animals, and ve- 
hicles). Results indicated that schizo- 
phrenic children anthropomorphized ob- 
jects of attachment more than they did 
neutral objects. In normal children dif- 
ferences in affective relationships were 
not related to differences in anthropo- 
morphism. Moreover, normals and 
Schizophrenics were attached to non- 
human objects for different reasons; 
schizophrenics selected — identificatory 
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objects, while normal children preferred 
objects that interested them and with 
which they wanted to interact. 

Considering the striking differences 
between normals and schizophrenics, it 
is interesting that they were alike in that 
all children anthropomorphized plants 
more than vehicles, and animals more 
than plants. 
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NEW CHILD CUSTODY LAWS: 
Making Them Do What They Say 


Elissa P. Benedek, M.D. and Richard S. Benedek, J.D. 


Michigan's new child custody law is examined in terms of its meaning and 
its application by the courts, and the general relationship of laws, courts and 
behavioral scientists to the resolution of custody disputes is explored. The 
authors urge development of innovative programs that will maximize chances 
of properly assessing the “best interests of the child.” An existing program 
involving judges, lawyers, and behavioral scientists is described. 


O" April 1, 1971, a dramatically 
new law, known as the child cus- 
tody act of 1970, became effective in 
Michigan. As the act reflects thinking 
that is prevalent nationally among en- 
lightened professionals of various disci- 
plines, we can reasonably expect to see 
it emulated elsewhere in the near future, 
Thus, while the ensuing discussion was 
inspired by the Michigan law, and in 
One sense focuses upon it, in a truer 
Sense it explores generally the relation- 
ship of laws, courts, and behavioral sci- 
entists to the resolution of custody dis- 
putes. First examined, then, is the law 
itself, in terms of its meaning and its 


application by the courts; second, one 
child custody program that involves 
judges, lawyers, and behavioral scientists 
in the decision making process; finally, 
the role of the behavioral scientist as it 
pertains to this type of controversy. 
With approximately one out of six chil- 
dren victimized by divorce," society has 
sufficient investment to expect determi- 
nation of custody in a manner com- 
mensurate with the level of learning that 
has been attained in the legal and be- 
havioral sciences. Examined here are 
some measures that have been taken 
and some that should be taken to achieve 
this result. 
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FROM LEGISLATURE TO COURTHOUSE 


The interests of the child in custody 
disputes were expressly recognized in 
Michigan for the first time in the child 
custody act of 1970. While this law may 
not be perfect, it clearly stimulates a 
more sophisticated approach to the de- 
termination of custody than anything we 
have seen in the past. To appreciate 
just how far the law has come, it should 
be realized that in feudal times, when 
marriages collapsed, children automati- 
cally went to the fathers on the theory 
that they were his personal property. 
More recently, custody has almost in- 
variably been awarded to the mother on 
the assumption that she is indispensable 
to child rearing.“ Indeed, until enact- 
ment of the current law, there had been 
in Michigan, since 1873, a statutory pre- 
sumption favoring an award of custody 
to the mother of children under the age 
of twelve." 

Only recently has the idea emerged 
that the overriding consideration should 
be the child’s best interests and that this 
cannot be expressed in terms of rigid 
tules, Thus, the Family Law Section of 
the American Bar Association in 1963 
approved a proposed model law that 
stated, among other things, that “cus- 
tody shall be awarded . . . according to 
the best interests of the child.” While 
language such as this is certainly pref- 
erable to outmoded formulas, standing 
alone it fails to provide any standards 
for determining the children’s best in- 
terests, The difficulty, of course, is to 
retain this kind of flexibility and, at the 
same time, provide meaningful stan- 
dards. 

In its current law, Michigan has done 
a creditable job of achieving this objec- 
tive. The law states that in a custody dis- 
pute “the best interests of the child shall 
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control.” The keystone of the act, how- 
ever, is its combination of this declara- 
tion with a definition of “best interests of 
the child” as the sum total of ten desig- 
nated factors to be “considered, evalu- 
ated and determined by the court.” Fol- 
lowing are the factors specified: 


(a) The love, affection and other emotional 
ties existing between the competing parties and 
the child. 

(b) The capacity and disposition of compet- 
ing parties to give the child love, affection and 
guidance and continuation of the educating 
and raising of the child in its religion or creed, 
if any. 

(c) The capacity and disposition of compet- 
ing parties to provide the child with food, 
clothing, medical care or other remedial care 
recognized and permitted under the laws of 
this state in lieu of medical care, and other 
material needs, 

(d) The length of time the child has lived in a 
stable, satisfactory environment and the desir- 
ability of maintaining continuity. 

(е) The permanence, as a family unit, of the 
existing or proposed custodial home. 

(£) The moral fitness of the competing parties. 
(g) The mental and physical health of the 
competing parties. 

(h) The home, school and community record 
of the child. 

(i) The reasonable preference of the child, if 
the court deems the child to be of sufficient age 
to express preference, 

(j) Any other factor considered by the court 
to be relevant to a particular child custody 
dispute. 

Obviously one could quibble with 
some of this language or conjure up 
other factors that might have been in- 
cluded, but it is difficult to conceive of 
any definition that would not be vulner- 
able to this kind of criticism. On the 
positive side, whatever one may divine 
"best interests" to really mean, it should 
be conceded that the gist of that mean- 
ing is probably included in this list of 
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factors; also, that the final catchall factor 
does allow room for expansion. More- 
over, while a resistant or punitive judge 
could obviously place undue emphasis 
upon a single factor, doing this is at least 
discouraged by the format of a rather 
extensive list; thus, “moral fitness,” for 
instance, is merely one of ten items to 
be considered. 

A significant aspect of this definition, 
easily overlooked, is its comfortable 
blend of legal and social language. Thus, 
unlike, for example, various laws per- 
taining to insanity, social scientists 
should have little difficulty accepting or 
working within the purview of the child 
custody act, Likewise, the criteria that 
the courts are directed to consider should 
be equally palatable and acceptable to 
judges. As previously suggested, a hos- 
tile judge, perhaps harboring prejudices 
derived from experience under the 
former law, could quite easily frustrate 
the act’s objectives by exaggerating or 
distorting the significance of any factor 
to justify a preconceived or intuitive re- 
sult. However, on a more encouraging 
note (for the moment setting aside con- 
siderations of sophistication), most 
judges at least try to do what is right; 
moreover, they are accustomed to ap- 
plying laws the philosophies of which 
they do not necessarily share. A realistic 
concern, however, is that there will be 
a time lag while judges reorient their 
thinking, conscious and unconscious, 
from time honored concepts to the new 
Standards, While this accommodation 
Process may, in some instances, take 
agonizingly long, it is being unduly pessi- 
Mistic to assume that the statutory defi- 
nition of “best interests” will regularly 


* Appeals are discouraged by a pro 
on appeal unless the judge made fin 


827 


or deliberately be ignored or intention- 
ally circumvented, 

That examination of the child cus- 
tody act almost immediately turns to 
the courts should not, perhaps, be taken 
entirely for granted. While one may tend 
ordinarily to talk about laws and courts 
in the same breath, as though the rela- 
tionship between the two were invariably 
the same, this is not the case. Although, 
in a fundamental sense, the elements of 
any law may be its meaning (what it 
says) and its consequences (what it 
does) and the court is always final in- 
terpreter of what it says, with respect 
to many laws the court has no further 
function. Moreover, quite frequently the 
meaning of a statute is, in itself, rather 
explicit and unequivocal. 

But given the novel and somewhat 
general phraseology of the child custody 
act, judicial interpretation may signifi- 
cantly affect its application, In addition, 
the consequences of the act depend 
primarily upon the judges, since it is in 
the courtroom that it must not only be 
construed but fully implemented as well. 
Thus, in terms both of the meaning of 
this law and of its consequences, initial 
consideration must focus on the role of 
the courts. The role of the behavioral 
scientists will be considered later. 

First, then, as the law is inevitably 
interpreted by the courts, it is important 
that it remain free of unsound or falla- 
cious doctrine. While appeals may not 
be overly numerous,* some cases will 
undoubtedly wind up in the appellate 
courts, Their decisions, which are pub- 
lished and become precedent that trial 
courts are obliged to follow, may result 
in reincarnation of outmoded concepts 


ision i act stating that the trial court shall be affirmed 
Ыш ү, against the great weight of evidence or com- 


Mitted a palpable abuse of discretion or a clear legal error on a major issue. 
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or, conceivably, introduction of unde- 
sirable new ones. Needless to say, every 
effort should be made to avoid this and, 
although, fortunately, there is not any 
particular reason to anticipate this oc- 
currence, it must be recognized that ill- 
conceived case law has, at times, evolved 
in the past. 

Of course, at least until there has been 
developed a body of case law, good or 
bad, and to some extent thereafter, in- 
terpretations must also be made by the 
trial courts themselves. While theirs may 
not be as far-reaching as appellate deci- 
sions, both because they do not set 
precedent binding on other courts and 
because appeals from them are possible, 
they may be vitally important to the 
cases in which they are made. For in- 
stance, in construing “moral fitness” 
should traditional concepts of morality 
control or should it be assumed that in 
a rapidly changing society they no longer 
apply? Thus, is the mother who candidly 
admits that she is living with a man 
whom she has no intention of marrying 
less morally fit than the father who has 

. a discreet affair? * Many questions 
such as these will have to be answered 
by the trial courts. 

Important as the meaning of the law 
may be, more critical still (and, of 
course, limited to some degree by its 
meaning) is what the law does, its effects 
or consequences. A law's consequences 
might be simply viewed as the results it 
produces from a given set of facts. For 
example, the consequences of one law 
are that it enables a person to vote when, 
in fact, he reaches the age of 18 years. 
Thus, it is obvious that if the court is 
unable to interpret properly, or even 
recognize, facts pertaining to the various 
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elements that constitute “best interests 
of the child,” the child custody act can- 
not possibly work as it is supposed to 
and the intended consequences will not 
ensue. Thus, whether the preference ex- 
pressed by the child was “reasonable” 
or an attempt to manipulate may assume 
critical importance. Likewise, might the 
capacity to give “love and affection” 
manifested by the gift of a day spent at 
the ball park be upstaged by the gift of 
a trail bike? Will the “mental health” of 
a parent who has received psychiatric 
treatment, irrespective of ego strengths, 
be more suspect than that of the parent 
whose conduct may have contributed to 
the other’s emotional illness? 

In short, the key to effective imple- 
mentation of the act is the capacity of 
the court to extract relevant evidence 
(that may be concealed in an infinite 
variety of factual situations) and to 
translate, categorize, and evaluate this 
in terms of the ten designated factors 
that constitute “best interests.” Doing 
this is no small accomplishment, and in 
the final portion of this discussion the 
role of the behavioral scientist will be 
considered. 

An important corollary to the enact- 
ment of the child custody act, if the ten 
factors were indeed to control, was re- 
peal of the statutory presumption favor- 
ing custody to the mother of children 
under the age of twelve years, While we 
must evaluate any law primarily in terms 
of its present state, such evaluation of а 
new law suggests at least brief compati- 
son with its predecessor. It should be 
noted that the former law, while clearly 
expressing a preference for mothers, was 
cloudy in respect to the weight the pref- 
erence should receive. Consequently, ар- 
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pellate decisions interpreting it were both 
numerous and not entirely consistent. 

Yet, partly because it may have been 
tidy to do so, and partly because it was 
consistent with the proper philosophy 
of the times (a woman’s place is in the 
home) and partly because, though 
hedged, the preference was expressed in 
strong terms, it was generally held to 
mean that unless there was a compelling 
reason not to do so, custody should be 
given to the mother. There was, of 
course, some merit to this construction. 
First, if with a note of cynicism, it must 
be admitted that it did make the courts’ 
job of reaching decisions, especially in 
close cases, easier. And, while best in- 
terests of the children, particularly 
young children, will frequently continue 
to dictate that they be placed with their 
mother, this was perhaps more nearly 
а universal truth during an era when 
mother’s only role was considered to be 
the care and feeding of her brood. (Con- 
versely, some custody decisions today 
may resolve little more than the question 
of with whose baby sitter the child will 
Stay!) 

Іп any event, the former law un- 
doubtedly had the tragic effect of dis- 
Couraging some fathers to whom custody 
Should have been awarded, from even 
Seeking it, and upon others who did, 
from being successful. Perhaps almost 
as unfortunately, promiscuity of the 
mother emerged as the classic means for 
attempting to overcome the presump- 
tion, with chances for success being con- 
siderably enhanced if it could be proved 
that this occurred in the presence of the 
children, In this context the term “unfit 
Mother” became something of a house- 
hold word as, essentially, a euphemism 
for prostitute, 

Thus, while the statutory presumption 
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may have been historically highborn, it 
Clearly invited parties to wage custody 
battles in the gutter. Indeed, fathers de- 
siring custody actually had little choice 
but to do so, Such overtures to combat 
were, naturally, often met in kind. While 
it may be difficult to envision any sort 
of custody contest as pleasant, or as un- 
likely to leave scars, this approach 
seemed calculated to guarantee a night- 
mare with unnecessarily damaging rami- 
fications. For instance, the mother who 
failed to win custody might justifiably 
expect to be stigmatized by society as 
“unfit,” with all of the implicit соппо- 
tations. 

While it would, of course, be naive to 
believe that mud slinging has become 
obsolete or to assume that some new 
charm is soon to characterize all custody 
disputes, it does appear that a more posi- 
tive approach to the custody question is 
suggested by the new act. The courts 
are in an excellent position to seize upon 
this suggestion and thereby significantly 
influence the practice of domestic rela- 
tions law in this area. 

The child custody act, in other words, 
calls for a party seeking custody to bring 
forth evidence to establish his relation- 
ship with his children, To make an in- 
telligent decision, that is what the court 
needs to have. Obviously, presenting this 
kind of case and exposing another's 
faults are not necessarily inconsistent; 
however, we may expect to see a very 
constructive shift in emphasis. Endless 
haranguing, apart from being distasteful 
(often to both parties), can easily cause 
trouble likely to linger long after the di- 
vorce is over. Moreover, it is not un- 
common for this to degenerate into quar- 
relling and picayune fault finding, con- 
ceivably germane to the causes of the 
marital discord but, ordinarily, com- 
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pletely irrelevant to the issue of custody. 
- Thus, the approach induced by the cur- 
rent law, apart from being somewhat 
civilized, is likely to be far more pro- 
ductive as well. 


ONE PROGRESSIVE PROGRAM 

As we have seen, the ease with which 
a new concept may be made into law 
can obscure the intangibles involved with 
its implementation. Thus, while the child 
custody act of 1970 has become state 
law, and “best interests of the child" 
has, therefore, been given identical 
meaning in 83 counties, the task of de- 
ciding custody disputes in thousands of 
cases each year must remain the bur- 
den of individuals—a burden that, as 
suggested, has been increased by the 
repeal of the presumption favoring the 
mother. Since “best interests" is not a 
quantity ascertainable by formulas or 
with mathematical certainty, the skills 
and attitudes of those participating in 
the decision making process will in- 
evitably influence their results. While 
it is true that the ultimate responsibility 
is that of the court, make no mistake, 
this would be equally so if the decisions 
were those of behavioral scientists, Al- 
though we tend to stereotype our think- 
ing about the judicial or psychological 
outlook, in reality skills, training, and 
perspectives vary as widely among be- 
havioral scientists as they do among 
jurists. 

To a computerized society, grown 
accustomed to sweeping trends toward 
centralization and uniformity, this may, 
at first blush, sound alarming. But it 
must be remembered that the essentials 
of "best interests" cannot be plugged 
into a computer, nor does any one judge 
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(or behavioral scientist) have all the 
answers or a monopoly on good ideas, 
In short, we are talking about an area 
in which fresh ideas and original think- 
ing, generally the antitheses of similarity, 
are needed. Initiative, innovation, and 
experimentation, often possible where a 
degree of independence exists, are fre- 
quently crushed in the name of ad- 
vantages, sometimes superficial or imagi- 
nary, gained through consolidation and 
uniformity. Thus, the relative autonomy 
existing in each judicial circuit, coupled 
with the flexibility of Michigan's friend 
of the court laws, has made possible the 
establishment of a program in at least 
one county that otherwise woud not 
exist.* 

In that county, an investigation and 
recommendation to the court is made by 
a friend of the court social worker in 
every case involving minor children. The 
recommendation is governed by the best 
interests of the child. Where the parties 


are in basic agreement as to custody, . 


inquiry is naturally not as extensive as 
in those instances where custody is dis- 
puted. Where the latter condition exists, 
a thorough study is made and psychi- 
atric evaluations of the parties and of 
the children may be obtained by the 
friend of the court before the recom- 
mendation is filed. Objections to these 
recommendations are rarely made. 

If objection is raised, the court may 
order the friend of the court to conduct 
a full referee hearing. These hearings 
are conducted by friend of the court 
attorneys who are knowledgeable in 
family law and, where possible, have 
had prior experience and training in the 
behavioral sciences. In the very least, 
through the office milieu, intensive and 


* Co-author R. Benedek directs the program described. 
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extensive on the job training is inevitable 
and further study is encouraged. In ad- 
dition, friend of the court attorneys have 
the resources of the office at their dis- 
posal. 

While the hearing is conducted with 
decorum consistent with the significance 
of the matter being considered, it is held 
in a setting less inhibiting than the court- 
room. The idea is to make a basically 
unpleasant experience more tolerable 
for the participants, and more revealing 
as well. Experience has proved that these 
hearings tend to be considerably longer 
than those conducted by the court, per- 
haps suggesting that the intimidating 
atmosphere of the courtroom prompts a 
“let’s get it over with" attitude, Also, 
contrary to traditional practice of leay- 
ing selection of witnesses entirely to the 
discretion of the parties, participation 
by extended family is encouraged. A 
complete report is filed subsequent to 
the hearing that enables the parties, as 
well as the court, to know the referee’s 
recommendations and, of equal im- 
portance, the basis of his conclusions. 
A party who is nevertheless dissatisfied 
шау, of course, still have the matter 
heard by the court, but this does not 
happen very often. 

Thus, by involving judges, attorneys, 
and behavioral scientists in the decision 
making process, a great deal of contro- 
Versy is painstakingly resolved outside 
of the courtroom, While this program 
шау still be far from perfect, it is sub- 
mitted that it represents a relevant ap- 
Proach to implementation of rather 
Sophisticated legislation. 


ROLE OF THE BEHAVIORAL SCIENTIST 

It has already been suggested “that 
fundamental to the effectiveness of the 
Child custody act of 1970 is the ability 
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of the court to evaluate the evidence that 
comes before it. While the criteria to Бе · 
considered, expressed in terms of ten. 
designated factors, are sufficiently mean- 
ingful, unless the court is able to recog- 
nize the relevance of a given piece or 
pattern of behavior to a particular fac- 
tor, and then determine whether it is a 
strength or weakness in respect to the 
party’s relationship with his child, the 
objectives of the act will quite easily be 
frustrated. For example, the appearance 
of the children is frequently discussed. 
Yet, does the Dapper Dan reflect his 
mother’s disposition to provide him with 
clothing, give him love and affection, 
or satisfy some narcissistic need of her 
own, conceivably contrary to the child’s 
best interests? 

While we can, and sometimes do, 
generalize and develop guidelines, in the 
final analysis questions such as these can 
be answered only in the context of all 
of the facts of the particular case and, 
ordinarily, only after seeing the family 
or families involved. This is something 
the behavioral scientist should be will- 
ing to do and thereby provide invaluable 
assistance to the court. 

Yet, not infrequently, and for a va- 
riety of reasons, often contradictory, 
the behavioral scientist is reluctant to 
participate in custody disputes. Some 
take the position that these matters 
should not be handled in the courts in 
the first place and use this conviction as 
a justification (or copout) for not get- 
ting involved. While their hypothesis is, 
at best, debatable, and most of the al- 
ternatives suggested to date unrealistic, 
the fact remains that custody is decided 
in the court and, if the behavioral scien- 
tist is to have any impact on the decision, 
it is in that forum that it must be felt. 

Perhaps more candidly, many admit 
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resistance to having their methods, 
opinions, and conclusions challenged or 
disputed. For a discipline steeped in 
questioning and noting inconsistencies 
in others (and, incidentally, not neces- 
sarily reluctant to criticize the courts) 
this is somewhat of an incongruous, if 
not elitest, stance. The behavioral scien- 
tist who interprets a custody decision 
contrary to the one he would have made 
as necessarily being wrong, or takes this 
as a personal affront, would probably do 
better to appraise honestly his own abil- 
ity and feelings of insecurity. 

Yet for every behavioral scientist who 
is apprehensive about his wisdom being 
suspect, there is his counterpart equally 
frightened at the prospect of his recom- 
mendation being tantamount to the de- 
cision of the court. While this frequently 
may manifest the same kind of wishful 
thinking, the behavioral scientist should 
have sufficient confidence in his meth- 
ods and skills to believe that, in the un- 
likely event that the court were willing 
to abrogate its responsibility, he, the be- 
havioral scientist, would be capable of 
making a proper disposition. 

For much the same reasons as many 
behavioral scientists wash their hands of 
custody matters entirely, many who do 
get involved are cautious to avoid ever 
taking any definite position. This is 
readily accomplished in any number of 
ways. Commonplace is noting an infinite 
variety of variables pointing to the in- 
evitable conclusion that the data is in- 
conclusive and, therefore, that it is not 
possible to formulate a reasoned opin- 
ion. Another popular method is to hedge 
an opinion to such a degree, much like 
a guarded weather forecast, that, al- 
though it can never quite be considered 
incorrect, it offers little upon which one 
can rely. A further means of dodging 
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the issue is providing a discourse on ir- 
relevant aspects or proposing an alterna- 
tive that, even if theoretically ideal, 
obviously cannot be pursued in the par- 
ticular case. 

The trouble with this excessive devo- 
tion to flank guarding is that it reflects 
a preoccupation with the behavorial 
scientist’s own best interests instead of 
with those of the children involved, 
While there may be a modicum of truth 
to all of their positions, any experienced 
clinician knows that he is constantly con- 
fronted with the need to make decisions 
based upon limited data and in the face 
of deadlines over which he has no con- 
trol. Certainly excessive delay, causing 
a custody decision to hang in limbo for 
an inordinate period of time, is far more 
likely to harm the children and everyone 
else involved than a decision promptly 
made despite some unresolved contin- 
gencies or uncertainties. Likewise, a be- 
havioral scientist who has the oppor- 
tunity to provide insights, but fails to do 
so, obviously contributes nothing to the 
wisdom of the ultimate decision. 

Thus, the behavioral scientist, if he is 
to be relevant, must be willing to com- 
mit to the scrutiny of the court his 
knowledge of development, child rear- 
ing, and family living. He should view 
the possibility of his conclusions being 
disputed (although frequently they are 
not) not as an excuse for retreating but 
as reason to be thorough and precise. 
And, recognizing that inherent in fore- 
casting is high risk of error, he should, 
nonetheless, be willing to put his predic- 
tion on the line. The facts of Ше are 
that decisions must be made and the 
chances of the courts making them wisely 
will be considerably enhanced if insights 
from behavioral scientists are made 
available to them. 
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Of course, this should not be con- 
strued as suggesting that the behavioral 
scientist, in his zeal to be persuasive, 
should overstate his position. Doing this 
will very likely be detected, resulting in 
doubts being cast upon his credibility, 
More importantly, it is both unprofes- 
sional and unfair to deny good faith 
doubts or smugly to refuse to consider 
or acknowledge possible merit to other 
proposals that may be advanced. In 
other words, the willingness to commit 
oneself to a definite stand and the in- 
clination to explore, or even suggest, 
alternate solutions, are by no means 
mutually exclusive. 

Indeed, once the behavioral scientist 
has become involved with a case, he may 
well find that somewhere down the line 
the opportunity will present itself for a 
general, even textbook type, discussion 
of child custody problems and consider- 
ations. Favorable occasions for doing so 
should certainly be seized upon because 
they afford effective means of enlighten- 
ing judges, lawyers, and other profes- 
sionals. Even through testimony or writ- 
ten reports many opportunities come 
knocking but, chances are, beyond this, 
there will be time for conversation with 
those who are routinely active in the 
realm of family law. Thus, the be- 
havioral scientist whose credentials have 
been established through the simple de- 
Vice of cooperation, will have the ear of 
à segment of the population that, while 
highly educated, is relatively naive as to 
Some basic concepts of child develop- 
ment, especially as they apply to chil- 
dren of divorce. The effects of parental 
absence at a critical developmental 
Stage, pros and cons of foster care, and 
the feelings of divorced parents and their 
Children are but a sampling of these. 

Capitalizing upon such opportunities 
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should cause those who are continually 
engaged in the sphere of domestic con- 
troversy to attain a higher level of so- 
phistication. It is not too much to hope 
that knowledge they have gained through 
case consultation will be applied to other 
Situations and, incidentally, not neces- 
sarily limited to custody disputes. Thus, 
understanding acquired in this manner 
may be applied to a variety of circum- 
stances wherein it is appropriate to help 
parents and children recognize and cope 
with natural problems arising from di- 
vorce. And, where custody is disputed, 
this may induce consideration of ele- 
ments such as each child's unique needs 
relative to age, sex, siblings, and school- 
ing. In any event, judicial horizons 
broadened by the inclusion of insights 
from behavioral scientists are bound to 
unfold decisions more accurately reflect- 
ing the best interests of the children. 

As previously noted, constraints may 
conceivably be imposed by the appellate 
courts, Unfortunately, control over this 
contingency is so limited as to justify 
only brief comment. Perhaps the best 
safeguards against this are well-reasoned 
trial court opinions and persuasive argu- 
ments on appeal. Naturally, the more 
knowledgeable that lawyers and judges 
are, the better are the prospects for 
achieving at least this measure of se- 
curity. Moreover, recognizing the impli- 
cations of a precedent making decision, 
the behavioral scientist who is invited to 
assist counsel on appeal, whether this 
be in support of a good decision or in 
opposition to a poor one, should leap 
at the opportunity. 

Therefore, when assessing the signifi- 
cance of the behavioral scientist’s in- 
volvement, one must bear in mind not 
only the impact this may have on the 
outcome of a given dispute, but the in- 
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fluence he may have, deriving from his 
role as educator, on future custody con- 
tests as well as cases concerned with 
other aspects of domestic controversy. 
Likewise, the refusal to participate 
should be candidly interpreted in sim- 
ilarly broad terms. 

To conclude on this note might be to 
suggest that custody problems and others 
of a similar nature would be greatly 
diminished if only the behavioral scien- 
tists were able to convey their wisdom 
to the judges and to those who perform 
in their courtrooms. While, as previously 
suggested, there are those who share 
this belief, such a self-serving point of 
view fails to take into account the 
trauma inherent in divorce situations, 
particularly where minor children are in- 
volved, and the limited knowledge social 
science has thus far attained in regard 
to combatting the lasting psychological 
damage thus inflicted. More pointedly, 
such an expansive appraisal of the be- 
havioral scientist’s potential ignores, or 
at least minimizes, the fact that there re- 
mains to be done a great deal more re- 
search and study in the area of child 
development, the effects of parental 
separation, and evaluation of various 
placement alternatives. 

Not that there is no material at hand. 
On the contrary, clinical and research 
studies dealing with effects of separation 
have been available for years! and it 
behooves the behavioral scientist to 
familiarize himself with these, Some ad- 
ditional contribution may be made sim- 
ply by keeping careful records, evalu- 
ating them objectively, and learning and 
teaching from one's own errors and those 
of others. Above and beyond this, good 
minds, focused on the best interests of 
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the child, should continue to delve into 
the complexities of child custody so that 
fewer questions remain unanswered and 
so that the answers that we have are 
better validated, expanded upon, chal- 
lenged, or rejected. 


CONCLUSION 

Legislation such as the child custody 
act of 1970, represents a great step for- 
ward, and we see no reason to antici- 
pate that application of new custody 
laws will be met with serious resistance. 
However, in our judgment, “best inter- 
ests of the child," even when defined by 
meaningful standards, remains a suffi- 
ciently elusive concept to tax to the ut- 
most the ability of the courts to decide 
these cases correctly. We believe this 
suggests development of innovative pro- 
grams designed to maximize the chances 
of all pertinent information being con- 
sidered and appropriately evaluated as 
well; also, that behavioral scientists 
should re-examine their own attitudes 
and make more relevant contribution to- 
ward resolution of custody disputes. 
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The demand-delivery gap in service grows wider. Current models, individual 
and past-oriented, are repudiated by research findings and lack the socio-edu- 
cational underpinnings essential for mental health. A future orientation style, 


| Attending mental health conventions 
ч these days is apt to be a depressing 
Experience. The gap between demand 
for and delivery of mental health ser- 
T Vices appears to be an ever-widening 
Опе, Mental health professionals, beset 
Dy increasing demands for service, both 
ош quality and quantity, have responded 
па number of different ways: by pro- 
Widing indirect service to larger client 
— Populations through consultation and 
Community education, by swellling their 
— Tanks with paraprofessionals, and by 
— &Xperimentation with а variety of 
focused, brief therapeutic techniques. 
Despite some successes, the gap between 
Needs and resources remains. The de- 
mand for more and better services con- 
tinues unabated and appears to have 
шей in a profusion of doubt about 
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the efficacy of mental health services, 
and in a spate of professional identity 
crises. 

Unable to cope with the contingencies 
of the service demand, assailed by con- 
sumer and government requests for evi- 
dence of effectiveness and accounta- 
bility, mental health professionals re- 
cently have reacted in at least four dif- 
ferent ways: by affecting a depressive 
stance while indulging in recriminations 
for ineffectuality; by demanding im- 
mediate engagement in social action 
movements; conversely, by denying the 
imj of social factors in the pro- 
duction of emotional disorders; or by 
making a nostalgic plea for a return to 
the “pre-community mental health" days 
—to be allowed to treat those they know 
how to treat, and not be expected to 


chiatric Association, in Detroit. 
835 


836 


spread their influence and concern into 
areas outside their immediate expertise. 

Improved research methodology, rep- 
licated findings, and reiterated, uncom- 
fortable facts challenge our traditional 
approaches. At the same time, as the 
mental health professions are increas- 
ingly being called to account, more and 
more studies emphasize the size of the 
problem of emotional ill health in 
children in relative and absolute 
terms.7: 15, 22, 24, 34, 41,56 Challenged by 
the fact that “at risk” children and fami- 
lies can be identified,’ and by the con- 
cept of the continuum of the reproduc- 
tive casualty, we recognize that we have 
a responsibility to look at causes as well 
as casualties. In looking at causes, we 
have to consider not only genetic, intra- 
psychic, and familial conditions, but also 
social, cultural, and economic factors. 
Thus, Pasamanick 44 has emphasized the 
sequelae of prematurity and pregnancy 
complications: foetal or neonatal death 
or, depending on the degree or site of 
the damage, less severe cerebral dysfunc- 
tion, cerebral palsy, epilepsy, mental 
deficiency, behavior disorders, and learn- 
ing disability. All these conditions are 
“associated with certain life experiences, 
usually socioeconomically distributed 
and frequently determined by maternal 
malnutrition." 4 


THE PRICE OF NON-INTERVENTION 
It is becoming increasingly and pain- 
fully apparent that the price of non-in- 
tervention is later social and emotional 
disorder, that problems identified early 
in childhood will not be miraculously 
outgrown, and that, as with organic 
handicaps, behavioral and emotional 
problems that begin early in childhood 
do not necessarily disappear.®° The cor- 
relation between abnormal nursery 
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school functioning and later difficulties 
in functioning in the school situa- 
tion * 32, 57, 58 suggests that intervention 
ought to be early and not left until in- 
evitable problems force a clinic referral 
or school push-out. Although neurotic 
children without treatment have a rea- 
sonable chance of becoming emotionally 
normal adults, anti-social children almost 
never do. Anti-social personality begins 
almost exclusively in childhood, and 
anti-social children are most frequently 
found in the care of anti-social parents.®° 
These children, whom we find the most 
difficult to treat in adolescence and 
adulthood, might be helped if we started 
earlier, When parents physically abuse 
their children, very severe disability, 
both physical and psychological, is often 
the result, and battered children grow 
up to become battering parents.?° 42, % 
A battered child and his family must be 
treated as a psychiatric, as well as a 
physical emergency. 

Parental loss as a result of failures 
in intra-familial relationships has been 
found to be strikingly common in insti- 
tutionalized juvenile delinquents, in 
recidivists, and in prisoners convicted 
of serious crimes, in comparison with 
control groups. Family disintegration 
demands assistance. Children must 
somehow be supported through the crises 
of parental departure. 

We are repeatedly challenged by the 
fact that sociocultural disintegration 
fosters psychiatric disorder, and yet dis- 
integration is not a function of poverty 
alone but is due to a complex of factors 
of which poverty is just one.?! People 
living in disorganized areas have mental 
health problems like their neighbors’, 
even if they have an adequate income. 
Conversely, economically deprived fami- 
lies are not all unstable and pathogenic; 
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they can be stable and loving, and can 
produce emotionally healthy children. 
The crucial factor appears to be whether 
such families are chaotic or cohesive.4® 
The support, affection, and security that 
the families provide apparently prede- 
termines whether or not their children 
will have problems. 

The Louries 35 have pointed out that 
our policies do not follow our research 
findings. If mental health services are 
not being revamped to reflect the in- 
creasingly disturbing number of facts 
unearthed by valid studies, it is probably 
because the question of causation is so 
complex and multi-faceted. We are be- 
ing forced to recognize that we can no 
longer look at a child only in terms of 
his individual psychopathology, or even 
as one interacting member in his fam- 
ily's interactional, dynamic equilibrium, 
or yet just in terms of the subculture 
from which he comes. We cannot ex- 
amine the physical child or the psycho- 
logical child without examining the 
whole complex of factors that make him 
what he is at the time when he is seen 
for "evaluation." And yet, with the 
demand for services it seems difficult and 
time consuming enough to deal with one 
member of the family without having 
to consider all the rest. Nevertheless, 
intervention with one member inevitably 
has effects on all the others in the family. 


THE PSYCHOLOGICAL PRICE 
OF MEDICAL PROGRESS 


Instead of awaiting the inevitable and 
Sometimes psychologically disastrous 
Consequences of our improving techno- 
logical skills and treatment methods in 
Surgery, medicine, and psychiatry, it 
should be possible to prevent, or at least 
Mitigate, psychological distress, Too 
often we are surprised by reports of 
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unexpected psychological effects two 
years after the introduction of some 
surgical breakthrough. The need to view 
the patient in the ecological system that 
surrounds him is becoming a more obvi- 
ous and urgent one. It is as if, in our 
Zeal, we forget that there is a patient 
behind the part and, behind the patient, 
a family. 

The psychiatric complications of 
open-heart surgery," ® 11, 29,55 of car. 
diac transplantation, of chronic hemo- 
dialysis, 39 and of renal transplanta- 
tion 19,25 have emphasized clearly the 
need for adequate pre-operative and 
post-operative psychological preparation 
and care, both for the patient and for 
his family. Consider, for example, the 
recovery room environment—with its 
lack of stimulation, lack of privacy and, 
all too frequently, lack of sleep—which 
has proved conducive to the production 
of post-operative delirium and psychotic 
states.®° 40 Attention to the patient's 
psychological needs, as well as to his 
physiological ones, during the immediate 
post-operative period can avert many 
of these conditions.?? The identity prob- 
lems, body image problems, feelings of 
being altered or damaged, which follow 
the acquisition of a new organ, need to 
be worked through, not only with the 
recipient, but with his or her family.* » 

Changes in legislation, as well as in 
surgical technique, sometimes lead to 
unforeseen psychological complications. 
Thus, while the available research con- 
cerning the psychological effects of abor- 
tion so far suggests that there are almost 
none for the patient? there are now 
reports of negative effects on nursing 
staff forced to work on an abortion ser- 
vice? 38 On the other hand, the outcome 
where therapeutic abortion has been re- 
fused should be carefully reviewed; so 
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far there is evidence to suggest that the 
children born grow up to become more 
disturbed and more delinquent than do 
control subjects.!* 

Grunebaum ef а12 have pointed out 
that the beneficial rapid return to the 
community of patients from psychiatric 
hospitals has resulted in more unwanted 
pregnancies, Certainly, the presence in a 
family of a psychotic parent has deleteri- 
ous effects on the children.* 49 In order 
to alleviate the serious impact of mental 
illness on children, it has been suggested 
that services be provided to families 
every time a patient is admitted to a 
psychiatric hospital. Day care facilities 
for children, day centers for parents re- 
cuperating from mental illness,!? ex- 
pansion of home help and homemaker 
services to keep families intact when a 
mother is hospitalized, and domiciliary 
psychiatric services have all been recom- 
mended to mitigate the effects of the 
psychosis on the rest of the family.“ 
Further assumption of responsibility by 
the psychiatric emergency service to en- 
sure that no parent is sent home without 
determining what this will mean to 
the family, and with a definite arrange- 
ment with the patient for further care 
by social services or by the hospital, or 
referral to a community agency, is surely 
not too much to expect. 


FUTURE SHOCK AND MENTAL HEALTH 

Toffler 5* postulates that the rate of 
Change in our time is so rapid that, un- 
less man quickly learns to control the 
rate of change in his personal affairs as 
well as in society at large, we are doomed 
to massive adaptational breaks. He has 
coined the term "future shock" to de- 
Scribe the stress and disorientation in- 
duced in individuals subjected to too 
much change in too short a time. He 
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suggests that widespread responses to 
high-speed change are: outright denial, 
specialism, obsessive reversion to pre- 
viously successful adaptive routines that 
are now irrelevant and inappropriate, 
and, finally, super-simplification, the 
neat equation that will explain all the 
complex novelties threatening to engulf 
the person. Toffler maintains that: 


. . unless intelligent steps are taken to 
combat it, millions of human beings will find 
themselves increasingly disoriented and pro- 
gressively incompetent to deal rationally with 
their environment. The malaise, mass neuro- 
sis, irrationality and free-floating violence, al- 
ready apparent in contemporary life, are 
merely a foretaste of what may lie ahead 
unless we come to understand and treat this 
disease,54 


Future shock is an interesting concept. * 


Whether or not one accepts it as the 
cause of much of the symptomatology 
we see, there is certainly merit in pre- 
paring ourselves for the ever-accelerating 
rate of change in society and for the 
kind of life that may well exist around 
the turn of the next century. As Duhl ** 
has emphasized: 

. we would do well to consider what 
mechanisms, what people and what decisions 


must be attended to today, in order to shape 
all the years to come. 


“It is impossible to predict the future, 
and all attempts to do so in any detail 
appear ludicrous within a very few 
years.” 19 Clarke claims that only read- 
ers or writers of science fiction are really 
competent to discuss the possibilities 
of the future, since only science fiction 
writers have sufficient imagination to 
assess the future realistically. Not only 
science fiction writers, however, but 
scientists of all kinds are intrigued with 
the technological potentialities of the 
next three decades, and they have added 
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forecasting to their talents, Few, how- 
ever, have addressed themselves to the 
possible psychological consequences and 
the problems of adaptation that will in- 
evitably attend technological progress 
and that will threaten, even more, our 
treatment resources and techniques. 

Psychopharmacological agents alone 
seem destined radically to alter life as we 
know it today. It has been suggested that 
drugs could reduce the need for sleep; 
regulate sexual responses; control sex 
and aggression; mediate nutrition, me- 
tabolism, and physical growth; 27 and 
_ that more reliable drugs will be pro- 
duced for control of fatigue, relaxation, 
mood, alertness, personality, perceptions, 
and fantasies." It appears to be almost 
à certainty that some kind of drug will 
provide the population with a “non- 
harmful” method of overindulgence.29: 27 
Huxley's soma might not be so far away! 
On the other hand, Blum ê predicts that 
increasing population, pollution, and 
bureaucracy will mean an increasing 
number of marginal, deviant, or “fouled 
up" people who misuse drugs. He postu- 
lates two political outcomes: that society 
Will continue to endure the drug casual- 
ties, because for the majority of people 
drugs provide an antidote to pressure, 
and that the population will render itself 
vulnerable to external attack because of 
increasing dependence, legitimate and 
illegitimate, on drugs. 

Educational techniques, fur both 
adults and children, that include chemi- 
cal means of enhancing memory and 
learning; home study via television and 
Computerized and programmed learning; 
and practical home and business use of 
Video communication involving tele- 
Phone and television all presage the 
Probability of a generally higher intelli- 
gence level, improved communication, 
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instant information—and subsequent 
Psychological problems resulting from 
information and stimulation overload, 

The development of very inexpensive, 
simple, and reliable methods of contra- 
ception, the ability to choose the sex 
of one's children, and the ability to pre- 
vent heritable genetic defects will un- 
doubtedly offer to all segments of the 
population a potentially foolproof sys- 
tem of family planning. For many 
couples, foolproof family planning may 
be fine; for others it may produce un- 
foreseen emotional reactions. What will 
happen to those individuals who un- 
consciously use their fecundity to prove 
their sexual adequacy? Who will advise 
couples who disagree about whether to 
have children at all, which sex to have, 
or when? It is quite probable that, in 
an over-populated society, some restric- 
tion will be placed on the number of 
children any one couple may have. The 
last child will, no doubt, be over-pro- 
tected and over-infantalized as a result. 

It is probable that with universal 
pre-school education, improved educa- 
tional techniques, and improved use of 
the media for education, the influence 
of the primary family as a culture trans- 
mitter will be further reduced. The con- 
tinued increase in life expectancy, 
coupled with the opportunity to look 
younger for a longer period of time— 
thanks to the introduction of inex- 
pensive and “permanent” cosmetologi- 
cal changes, the use of hormones to 
postpone aging, and the introduction of 
effective rejuvenation techniques—will 
undoubtedly also have an effect on par- 
ent-child interaction. Unless young 
people and their parents find other di- 
mensions of relationship, they may con- 
tinue to compete for many. years longer 
than obtains at present. However, with 
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the changing role of women in society, 
that the nuclear 
the 


limbs), while beneficial, will no doubt 
extract an unexpected psychological toll. 
(We have already seen the effects of 
surgery.) But I suspect that 
the identity problems already described 
in recipients of spare parts will be further 
exacerbated for many people by the 
fear that the underlying self is inadequate 
in appearance, intelligence, or ability, 
that one’s social and work skills are 
merely a “facade,” and that to function 
without cosmetology, drugs, and spare 
parts would result in death or at best, a 
poor facsimile of the appearance one 
‘presents to the world. 


COMPETENCE RATHER THAN CURE 
With the rate of technical and social 
change projected, the discrepancy be- 
tween the need for mental health services 
and the manpower to provide those ser- 
vices will be even greater. The rate of 
change may be such that the attempt to 
restore the individual social or intra- 
psychic status quo through individual 
кеседі о ee 
е ) will Ье increasingly 
doomed to failure in a society where the 
only constant is one of change, A po- 
tentially more effective mental health 
model for the future is that of the pro- 
motion of competence rather than cure, 
The basic premise here is one postulated 
by Rae-Grant, Gladwin and Bower: 47 
that increased social competence will 


produce increased ego-strength, and that 
this ego is then better able to cope with 
conflict and anxiety, It is suggested that 
the basic model should be educational 
rather than therapeutic, that instead of 
attempting to treat those who have de- 
veloped symptoms, the goal should be 
not only to prepare the individual to 
meet the maturational and social crises 
that are an inherent part of common life 
experience, but also to prepare the indi- 
vidual to cope with rapid technological 
and societal change, to recognize his own 
symptoms of anxiety, and to learn alter- 
native ways of functioning in order to 
reduce it. 

Today, the individual is ill-prepared 
not only for surgery, but for most of 
the social and emotional aspects of his 
life. The inevitable changes, responsibili- 
ties, joys, or loneliness brought about by 
changes in physiological, social, or vo- 
cational status are seldom, if ever, dis- 
cussed. Preparation for adolescence, 
marriage, separation, divorce, retirement, 
and death is haphazard at best and, for 
most, non-existent, The experience of 
bereavement has been found to bear its 
own increased mortality ratc.** Parent- 
hood, probably the most difficult and 
important role that any of us ever play, 
is learned by the infant and toddler in 
interaction with his or her own parents. 
For those lucky enough to have good 
parenting, such preparation may suffice 
—but what of those whose parents are 
emotionally deprived and therefore de- 
priving, or of those who were battered 
as infants and who have, as a result, be- 
come aggressive, impulse-ridden adults? 

As Toffler * has pointed out, people 
tend to be classified today not according 
to the changes they happen to be under- 
going at the moment, but according 
to their status or position betwee? 
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changes; thus we regard present status 
as if it were permanent rather than a 
more probably interim situation on the 
way to something else, Toffler maintains 
that a more appropriate way to view 
people would be to classify them in terms 
not of what they “are” but what they 
аге becoming—for example, “one who is 
changing his job” or “one who is moving 
to a new location.” Most of these life 
changes, such as moving (an experience 
shared by about 40% of the population 
of the United States within a five-year 
period), changing job status, and under- 
going surgery are events for which 
people are not prepared and for which 
they have to learn the techniques on a 
trial and error basis, For most of us, 
the trials are inevitable and the errors 
frequent and painful. 

Toffler, quoting Gerjuoy, suggests 
that the remedy is a simple one—that 
ot providing temporary organizations, 
“situational groups” for people who 
happen to be passing through similar life 
transitions at the same time. Examples 
might be men preparing to switch to a 
new occupation, families preparing to 
Move, those about to be married or 
divorced, or those about to adopt a 
child. Membership in the group would 
be temporary and just sufficiently long 
to help the person with difficulties in 
the transitional period. 

Not only situational grouping, but in- 
dividual counseling could be geared, 
More appropriately, to the “task of be- 
coming” rather than the present empha- 
sis on the crisis that has already ос- 
curred. Another of Toffler's methods for 
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here is the process of gradualizing a 
change of status wherever possible. 

In terms of the promotion of mental 
health, this future orientation style has 
much to recommend it. It seeks to 
Strengthen coping skills and to promote 
social competence, rather than a thera- 
peutic experience based on a re-evalua- 
tion of the past. It does not demand the 
employment of large numbers of pro- 
fessionals, since the most successful situ- 
ational group leaders and counselors will 
probably be those who have themselves 
successfully mastered a particular transi- 
tional situation. The basic technique is 
educational rather than therapeutic, 
preparative rather than past-oriented. 

It may sound as though what is being 
advocated is the relegation of mental 
health programming to yet another group 
of “paraprofessionals,” but this is not 
the case. One more passing fad or band- 
wagon in the parade of panaceas for all 
emotional problems is not what I am ad- 
vocating, nor do I plan to throw the 
therapeutic baby out with the proverbial 
bath water without leaving even a trace 
of talcum! What I am advocating is a 
shift from a past to a future orientation 
in working with individuals and groups, 
and for as much as possible to be done 
to promote social adaptation ahead of 
time in order to reduce the numbers of 
casualties that come the way of the 
mental health clinics and family service 
agencies. Casualties there will un- 
doubtedly still be, however, and for 
these the more traditional types of 
therapeutic intervention will no doubt 
be needed. Although, even in these situ- 
ations, I believe there is much to be 
gained by adopting a more “educational” 
approach within therapeutic terms. : 

What I am suggesting is a more defini- 
tive task analysis of the piece of thera- 
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peutic work to be done, education of 
the patients as to the plan to accomplish 
this, and periodic reassessment of the 
rate of change or accomplishment of 
goals, Furthermore, the therapeutic аШ- 
ance should be something more than the 
patients’ being prepared to accept the 
conditions laid down by the therapist 
or clinic. It should be an agreement be- 
tween therapist and patients as to the 
piece of work that is to be done. The 
success of short-term therapeutic ven- 
tures may well be ascribed to the fact 
that, of necessity, they are time-limited, 
therefore focused, and that more defini- 
tive preparation is usually given to the 
patient or family undertaking treatment. 

There are already some suggestions 
that therapeutic education or educational 
therapy, if that term is preferable, may 
be effective. Patients prepared for ther- 
ару were found by Orne and Wender 43 
to do better than those who entered the 
therapeutic relationship in the usual 
manner. On the promotion of mental 
health side, the intellectual stimulation 
of infants in deprived homes was found 
to be effective over a period of time in 
increasing their functioning intelligence 
level, children provided with an en- 
riched kindergarten experience were 
found to do best when there was con- 
comitant educational work with their 
parents.*° Pre-retirement planning is not 
new, and Foley 17 has made recommen- 
dations for pre-retirement planning in a 
changing society. However, the mental 
health model for the future obviously 
requires more than just the preparation 
of people for life changes, more than 
improved therapeutic techniques for 
those actually suffering definable psychi- 
atric syndromes, and more than talk 
about prevention. One of the major 
problems at present in the delivery of 
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psychiatric and other kinds of mental 
health care, is that there is a demand 
for individual treatment, a personalized 
physician-patient or social worker-client 
situation, which was a late stage in the 
development of physical health care. In 
other words, the psychological infra- 
structure, the social supports, the “non- 
psychiatric” or sociological necessities 
have yet to be developed in the mental 
health area, 

McDermott,?* has suggested that there 
are five stages of growth in medicine, 
ranging from primitive to modern. The 
first stage is the change away from the 
most primitive society, with the intro- 
duction of measures not customarily геч 
garded as being at all related to disease. 
In this stage the initial steps consist of 
such innovations as eating off the table 
instead of off the dirt floor, Later come 
the more complex aspects of develop- 
ment of the infrastructure: the roads, 
dams, bridges, and communications of 
civilization. Second stage of growth con- 
sists of purposeful attempts to affect 
disease by altering the non-personal en- 
vironment, e.g., provision of safe water 
supply, draining of swamps. The third 
stage provides a non-continuous personal 
relationship, and active immunization 
every two or three years for remotely 
situated villages. These three basic 
stages are all essentially non-personal. 
Only in the fourth stage does society 
assume the responsibility for the provi- 
Sion of services on a continuing basis, 
delivery of medical services to people 
as individuals, in the classic patient- 
physician relationship. 

The fifth stage is that of modern 
metropolitan medicine. McDermott post- 
ulates that the failure of delivery of 
medical services today results from the 
fact that the practitioner-physician plays 
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the predominant role. He says further, 
that whenever the economic base neces- 
sary for the support of this practitioner 
decays, as has happened in the slums 
of the U.S. and in some rural areas, the 
people are left with little in the way 
ot medical services of the conventional 
type. He says: 


‚.. ме have not yet found ways to use the 
other arm of the system—the managerial 
physician—the application of science and 
technology to the particular diseases that 
make up the disease pattern of the modern- 
ized society. 


The mental health analogy to eating 
off the table instead of the floor may 
perhaps be regarded as having been 
passed with the introduction of adequate 
child labor and child protection acts. 
The analogous second stage that would 
represent the dams, roads and bridges 
of a mental health system is, I believe, 
not yet, even in this affluent society, 
represented. Such social infrastructures 
as adequate housing, adequate public 
transportation, adequate facilities for 
Tecreation, parks, and schools are 
Toughly analogous to the second stage. 
The third stage, which requires more 
Professional and personal, though inter- 
mittent, care, might be the ensuring of 
Adequate nutrition during pregnancy and 
the first two years of life, adequate ante- 
natal care and care at the time of par- 
turition, good pediatric care and the en- 
Suring of educational preparation for 
Parenthood, and psychological prepara- 
tion for medical and surgical interven- 
tions, 

The fourth stage—that of the delivery 
of mental health services to people as 
Individuals — will, I believe, continue to 
be needed, even if much more adequate 
Support is provided to families with the 
Dormal problems of family living and of 
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the rearing of children. Early interven- 
tion by well-trained mental health pro- 
fessionals is certainly an ideal much to 
be desired, and surely not beyond the 
reach of our society, proffering as it 
does the possibility of reducing in the 
long run the emotional morbidity and 
debility of untreated childhood problems. 
The fifth stage, analogous to that of 
modern metropolitan medicine would, 
I hope, provide the technology needed 
for more coordinated services, for re- 
search, and for the provision of what 
Rome 51 has termed a psi-net. Essential 
to the latter, particularly where children 
are concerned, is the coordination of all 
aspects of service—medical, psychiatric, 
social, and educational. 


SUMMARY 

Our mental health resources are cur- 
rently overwhelmed, and the rate of 
change in society is such the gap be- 
tween needs and resources is liable to 
increase, even with a stabilized popula- 
tion. Emphasis must be placed on the 
underpinnings of a mental health sys- 
tem that pays attention to the socio- 
logical and educational needs of the 
individual, as well as to the more specific 
therapeutic provision for defined syn- 
dromes and diagnostic categories. 

It is recommended that an educational 
approach to promote social competence 
be one aspect of any prevention program, 
that therapy involve a task analysis and 
a more clearly focused approach, and 
that consideration be given to a future 
rather than a past orientation. Hope- 
fully, if we plan ahead, we may be able 
to do better than provide the kind of 
health care the nurse criticized so co- 
gently to Will in Aldous Huxley's Island: 

*So you think our medicine's pretty 
primitive?" 
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“Thats the wrong word. It isn't primi- 
tive. It's fifty percent terrific and fifty 
percent non-existent. Marvellous anti- 
biotics—but absolutely no methods for 
increasing resistance, so that antibiotics 
won't be necessary. Fantastic operations 
—but when it comes to teaching people 
the way of going through life without 
having to be chopped up, absolutely 
nothing. And it’s the same all along the 
line, Alpha Plus for patching you up 
when you've started to fall apart; but 
Delta Minus for keeping you healthy. 
Apart from sewage systems and synthetic 
vitamins, you don't seem to do anything 
at all about prevention. And yet you've 
got a proverb: prevention is better than 
cure.” 
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COGNITIVE DEVELOPMENT AFTER AGE FIVE: 
A Future Factor in the Failure 
of Early Intervention with the Urban Child 


Alfred A. Lucco, Ph.D. 


University of California, Berkeley 


Drawing upon the work of Piaget, this paper asserts that it is the multiple 
experiences of cognitive disequilibrium in the course of vitally meaningful 
encounters with the environment that necessitates the child’s accommodation 
to that environment. When home environment functions at a lower level of 
conceptualization than that required in school, the child will be at a cogni- 
tive disadvantage. Suggestions for educational programs and policy are pre- 
sented. 


intervention has come from two studies 
of mentally retarded subjects. 18 In 


A’ the title implies, this paper is con- 
both studies, initial gains in IQ scores 


cerned with the relative effective- 
ness of early cognitive intervention 


programs in light of Piagetian assump- 
tion that cognitive development con- 
tinues after age five. It is not a general 
argument against the importance of 
early childhood education. It is, rather, 
а concern with the possibility that, as 
Caldwell! has stated: “In our enthusi- 
asm for early education, it is easy to 
Promise too much.” Given a Piagetian 
bias, this danger is a significant опе, To 
date the most significant evidence for 
Sustained long-range gains from early 


during a period of enrichment were sus- 
tained during follow-up, and evidence of 
a generally higher level of competence 
was provided. One cannot necessarily 
generalize such results with retarded in- 
dividuals to the normal but disadvan- 
taged child. It may well be that the bio- 
logical processes underlying the retarded 
functioning make the child particularly 
susceptible to environmental enrich- 
ment or deprivation. 

Watson 15 has suggested that the law 
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of effect must be viewed in light of the 
biological equipment of the organism, 
and has demonstrated that associative 
learning in infants is directly related to 
the time interval between the infant's 
behavior and the environmental re- 
sponse. For infants whose biological 
equipment requires a very short interval 
for learning to occur, it may be that a 
normal level of interaction with the en- 
vironment, to say nothing of a deprived 
one, will be insufficient to provide the 
basis for early cognitive development. 
Early enrichment for retarded children, 
therefore, may be a special case, offer- 
ing no reason to assume that similar 
stable changes will occur with normal 
children. 

To date the evidence with a number 
of pre-school programs has shown: 1) 
a spurt following pre-school enrichment, 
and 2) a decline when the children enter 
school." Even these temporary gains 
must be considered in light of the fact 
that the significant data refers to cog- 
nitive functioning as measured by vari- 
ous forms of intelligence tests. Kohl- 
berg, utilizing a Montessori method 
with disadvantaged pre-school children, 
obtained a significant rise in Stanford- 
Binet IQ but no shift in Piaget conserva- 
tion tasks. He argues that the increases 
in Stanford-Binet test scores were due 
to attentional and verbalization changes 
rather than to a genuine shift in cogni- 
tive development. In fact, Kohlberg 7 
argues that from a cognitive develop- 
mental perspective one could only ex- 
pect temporary upward shifts in IQ test 
performance as a result of pre-school 
enrichment programs. Indeed Caldwell 1 
states: 


Implications of the follow-up studies now 
available are abundantly clear: Gains asso- 
ciated with individualized, carefully planned, 
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meticulously executed pre-school programs 
cannot continue unattenuated unless subse- 
quent educational endeavors are as individu- 
alized, carefully planned, and meticulously 
executed, 


Furthermore, we must not be caught in 
this IQ numbers game. Raising a child's 
IQ and providing the proper environ- 
ment for the gradual process of cogni- 
tive development cannot be equated.’ 
What is necessary at this time is a clearer 
understanding of the factors affecting 
mental development, so that these can 
be translated into policy decisions within 
the educational establishment. 


THEORY 

Our initial thinking in this area began 
with a phenomenon we labeled "fourth 
grade drop." It was prompted by two 
experiences. The first was a conversa- 
tion with a Superintendent of Schools 
in a small industrial city containing a 
substantial population of disadvantaged 
children. He asserted that in his experi- 
ence the major instances of school 
failure among his disadvantaged popu- 
lation occurred in the fourth and fifth 
grades rather than in the first and sec- 
ond grades. As evidence, he offered his 
Observation that the differences between 
his disadvantaged and advantaged pupils 
on the Stanford Achievement Test were 
much greater at the fifth grade than at 
the third grade level. 

This might have been dismissed as 
additional evidence of the generally ac- 
knowledged “widening gap" of failure 
between disadvantaged and advantaged 
children, if it were not for a second, 
concurrent, experience. Among school 
psychologists and elementary school 
teachers and principals with whom We 
consulted, there was general agreement 
that some children who have performed 
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adequately during the first three grades 
begin to experience difficulty, and even- 
tually failure, beginning in the fourth 
and fifth grades, Opinions varied as to 
the cause of this phenomenon, although 
they were weighted in the direction of 
emotional explanations. A survey of the 
literature on child guidance and school 
psychology produced no reference to the 
phenomenon. 

It appeared, therefore, that something 
was happening that people knew about 
but did not understand very well. Rea- 
soning that "fourth grade drop" might 
well occur if there was an absence of 
the cognitive development necessary for 
meeting the demands of the upper ele- 
mentary grades, the role of the home 
environment was considered in view of 
Piaget's theories concerning the factors 
influencing cognitive development. More 
specifically, fourth grade marks the be- 
Binning of increasing demand for ab- 
stract thinking in the elementary grades. 
This is clearly reflected in the types of 
tasks that confront children on achieve- 
ment tests at the upper elementary 
level. The question then is, what factors 
in the home environment affect the de- 
velopment of "formal operations" in 
the Piagetian sense? 

Piaget and Inhelder 11 have outlined 
four factors that affect mental develop- 
ment: 

1) "organic growth and especially the 
maturation of the nervous system 
and the endocrine system." 

2) "exercise and acquired experience 
in the actions performed upon ob- 
jects." 

3) "social interaction and transmis- 
Sion." 

4) “the process of equilibrium . . . in 
the sense—which has now been 
brought out so clearly by cybernetics 
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—of self-regulation, that is, a series 
of active compensations on the part 
of the subject in response to external 
disturbances and an adjustment that 
is both retroactive (loop systems or 
feedbacks) and anticipatory, consti- 
tuting a permanent system of com- 
pensations.” 
- These four factors were considered 
with a view to understanding what must 
be available in the home environment 
and why the home environment is criti- 
cal for cognitive development at the 
level of formal operations. The first fac- 
tor, that of biological maturation, was 
considered critical but of little utility to 
our quest. While it can be argued that 
the home environment greatly affects 
the maturational factor through the pro- 
vision of adequate nutrition and health 
care, an intact sensorium and nervous 
system must be assumed here for the 
sake of developing arguments regarding 
the cognitive and transactional aspects 
of the environment. Turning to the 
other factors, it appears that the avail- 
ability of abstract conceptualization in 
the home environment may be a major 
variable in accounting for the develop- 
ment of abstract thinking in the child. 
For the child to have the opportunity 
for a great deal of “exercise and experi- 
ence” with abstract ideas, he must be 
exposed to them in the sense that they 
are part of his environment. Recent 
literature in the area of moral develop- 
ment !* has shown that children exposed 
to moral reasoning that is one step be- 
yond the level of moral reasoning they 
currently use, are more likely to make 
transitions than are those exposed to 
moral reasoning that is more than one 
step beyond their present level. It ap- 
pears that two variables govern the fac- 
tor of “exercise and experience": 1) 
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availability of the concepts within the 
cognitive environment, and 2) the 
“match,” in the sense of within the 
“constructive range” of the individual 
at the time, between the environmental 
given and the child. 

The concept of “match” is extremely 
important from a cognitive develop- 
mental framework, as it partially ex- 
plains the limits placed by the organism 
on the environment’s capacity to influ- 
ence cognitive development. It is essen- 
tial to see “match” as a subject rather 
than an environment variable, In that 
the concept has been utilized to explain 
differential effectiveness of varying en- 
vironmental conditions in a laboratory 
setting, we must point out that it is the 
subject’s present level of cognitive de- 
velopment that determines whether or 
not there is a “match.” While it would 
be possible to conceive of home envi- 
ronments wherein the parental patterns 
of interaction with the child were highly 
tuned to the developmental readiness of 
the child, it appears more likely, particu- 
larly when older and younger siblings 
are part of the home environment, that 
most children in advantaged homes are 
exposed to a myriad of conceptual levels 
at each stage of cognitive development. 

The concept of “match,” then, must 
be seen as one of the orienting processes 
by which perceptual input decisions are 
made? The environment may provide 
the opportunity for encountering con- 
cepts that are within the range of opti- 
mal "match," but it need not provide 
only that opportunity. This must be 
further qualified. The environment must 
not overwhelm in the sense of persistent 
demand for conceptualization beyond 
the "constructive range" of the individ- 
ual. If "match" were the only orienting 
factor governing perceptual input deci- 
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sions, this would not be possible. That 
it is not is clearly evidenced in the re- 
cent films by J. McV. Hunt and his as- 
sociates on the development of a sensory 
motor intelligence scale, In several in- 
stances where the examiner persisted in 
modeling behavior that appeared to be 
beyond the "constructive range" of the 
child, there were obvious signs of upset 
and attempts to escape by looking away 
or moving away. "Match," as one of 
the orienting factors governing percep- 
tual input, allows the same *movement 
away" without gross bodily movement. 
However, where the demand for imita- 
tion persisted, the information could not 
be avoided by that mechanism and the 
child was confronted with information 
with which he could not deal on the 
basis of his present level of cognitive 
organization. 

In Piagetian terms, this observation 
suggests that where there is persistent 
demand for adjustment to information 
that cannot either be easily assimilated 
or accommodated to, there is the. po- 
tential for disrupting the current cogni- 
tive organizational level of the organism. 
Both the necessity for optimal “match” 
and the “potential for disruption” in- 
fluence the social transmission factor 
discussed by Piaget and Inhelder. If 
"active structuralization" by the child 
of information received from the en- 
vironment is to occur, that information 
must be within the "constructive range" 
of the child. If it is in equilibrium with 
or below his present level of cognitive 
development it will promote no change; 
if it is too far beyond, it will be excluded 
and have "potential for disruption" if 
the demand persists. That the demand 
can persist and can cause disequilibra- 
tion or, at least, threaten the present 
organizational level of the system must 
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be considered if we are to comprehend 
the relationship between the goal ori- 
entation of the individual and the fourth 
factor of “self-regulation.” 

According to Piaget and Inhelder,!: 
the process of self-regulation involves a: 


series of active compensations on the part 
of the subject in response to external dis- 
turbances and an adjustment that is both 
retroactive (loop systems or feedbacks) and 
anticipatory, constituting a permanent system 
of compensations, 


At each stage of development there is 
such a system of compensations and, 
hence, temporary equilibrium but only 
when reversibility has been achieved is 
there a totally balanced system of com- 
pensations. Until that level of organiza- 
tion is achieved, “external disturbances” 
can pose the threat of disorganization, 
can bring about a loss of equilibrium, 
and can necessitate a movement towards 
reorganization. 

Borrowing further from cybernetics, 
this formative process can be related to 
the environmental necessities for stimu- 
lating cognitive development. How does 
an “external disturbance” become an in- 
ternal disturbance in the sense of loss 
of equilibrium and demand for reorga- 
nization. It cannot simply be the exis- 
tence of external information that is not 
in equilibrium with the present internal 
system of compensations, or every child 
would be the constant victim of his en- 
vironment and the concept of “match” 
would have no significance. Such infor- 
Mation must have its greatest impact 
when it enters the internal system as 
feedback within the context of a goal- 
Oriented encounter with the environ- 
ment. Disequilibrating information that 
Occurs as part of the feedback of a goal- 
oriented encounter with the environment 
will be valued. 


More concretely, the existence of in- 
formation in the environment that is in- 
consistent with the present organiza- 
tional level of the internal system of 
compensations will not necessarily dis- 
turb the equilibrium of the system. 
However, when this information is ob- 
tained as mismatch feedback with re- 
spect to the approximation of a goal of 
the system, it will constitute an external 
disturbance and necessitate either a re- 
organization of the system or a shift in 
goals or bring about disorganization. 
Іп everyday transactions with the home 
environment, the individual engages in 
a number of vitally meaningful encoun- 
ters wherein goal approximation feed- 
back is essential. Therefore, the equilib- 
rium between the internal organizational 
system and the environmental organiza- 
tional system will be an essential factor 
in determining whether or not there are 
experiences of “external disturbances” 
in the course of vitally meaningful trans- 
actions. We are expanding upon the 
general thesis that disequilibrium moti- 
vates cognitive development by noting 
that emotional and social factors may 
be vital in determining whether or not 
an objective discrepancy between ex- 
ternal information and the cognitive 
organizational system of the individual 
will produce a subjective experience of 
disequilibrium. 

t is hypothesized that the environment 
| must be both at a higher level of cog- 
nitive organization than that of the child 
and relevant to his subjectively defined 
vitally meaningful transactions to pro- 
mote cognitive development. This ap- 
pears to be particularly true for cogni- 
tive development after age five. There 
is a great deal of evidence to suggest 
that a shift from dominance by immedi- 
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ate stimulation to more complex cogni- 
tive interactions with the environment 
occurs during early childhood and that, 
particularly after age five, the immedi- 
ate environment is acted upon in light 
of mediating cognition.® 

Thus, the stimulation of importance 
to later cognitive development must in- 
clude not only the objects to be acted 
upon and experienced but also the con- 
ceptual feedback provided by the en- 
vironment in relation to immediate situ- 
ations, Concretely, the environment 
must provide not only “mismatch” in- 
formation with respect to goal attain- 
ment, but also with respect to the inter- 
vening conceptual variance that led to 
the “mismatch.” Hess and Shipman 3 
nicely illustrate the absence of this vital 
factor in the teaching styles of lower- 
class mothers. Lower-class mothers tend 
to provide “mismatch” information with 
respect to goal approximation without 
providing clues as to the intervening 
conceptual factor leading to the failure. 
Shared perspectives during the period 
of the development of concrete opera- 
tions and shared ideas during the period 
of the development of formal operations 
are environmental imperatives. But if 
they occur in the absence of engagement 
by the subject in a meaningful transac- 
tion with the environment, they will fail 
to affect the cognitive organization of 
the child. 

To summarize, two environmental 
necessities have been described. The 
first is the availability of conceptual 
feedback that is beyond the cognitive 
organizational level and within the “соп- 
structive range” of the child. The second 
is the context of vitally meaningful trans- 
actions defined as engagement in “goal 
oriented transactions” with the environ- 
ment within which this conceptual feed- 
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back is related to mismatch feedback. 
The home environment has, by its very 
nature, the characteristic of a vitally 
meaningful context. Therefore, absence 
of the former factor within that environ- 
ment can be seen as a major disadvan- 
tage to the cognitive development of the 
child, These theoretical considerations 
lead us to two hypotheses regarding edu- 
cational disadvantage: 

1. One factor contributing to school 
failure in the upper elementary grades 
is the absence of support for appropri- 
ate cognitive development during that 
developmental period. 

This position has two implications for 
educational intervention with disadvan- 
taged children. First, we must..consider 
the possibility that some of the variance 
in the widening gap of failure of dis- 
advantaged children is contributed by 
this cognitive deficit factor rather than 
attributing all of that variance to the 
psychological effects of the “failure syn- 
drome" and/or the debilitating effects 
of a poor school experience. Lack of ' 
support for appropriate cognitive devel- 
opment should be seen as an additional, 
rather than an alternative, factor in the 
case of children who begin to fail very 
early in their school careers. It may be 
the primary factor in cases of "fourth 
grade drop." It appears to be a factor 
that demands specific attention in edu- 
cational research and programming for 
the disadvantaged. 

Second, it appears that we should en- 
large our definition of educationally dis- 
advantaged children to include those 
from the upper lower class and lower 
middle class who may not receive sup- 
port for appropriate cognitive develop- 
ment at the stage of "formal opera- 
tions.” While no one would deny the 
Breater severity of the educational dis- 
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advantage among the poor, it appears 
that one of the major inequities of our 
present public policy regarding educa- 
tional disadvantage is its failure to ac- 
knowledge and provide for the disad- 
vantage of some of the children from 
the working-class group. Children who 
experience difficulty in the later years 
of school are often considered to have 
emotional problems, Children of work- 
ing-class parents are often neglected 
because we fail to recognize the possi- 
bility of later cognitive disadvantage. 

2. Early educational intervention pro- 
grams cannot prevent later school failure 
that is due entirely or partially to lack 
of environmental support for advanced 
Stages of cognitive development. 

The major implication of this position 
is obvious, We cannot afford to invest 
the vast majority of our public funds for 
the educationally disadvantaged in ef- 
forts to start at an earlier age or to give 
society more total responsibility for the 
early socialization of disadvantaged chil- 
dren. There are intrinsic limitations in 
that approach. Some would argue, with 
validity, that no responsible spokesman 
for early intervention has ever claimed 
that it could or would do the whole job. 
However, the implication is that with 
Sufficient early intervention, the disad- 
vantaged child would come to the be- 
Binning of school with the necessary 
tools to succeed in that learning environ- 
ment. We submit that this is highly un- 
likely and that it is necessary to take a 
critical look at the process of enriching 
the cognitive experiences of the school 
age educationally disadvantaged child. 
The main thesis developed here is that 
the context within which cognitive ex- 
Periences occur plays a vital role in de- 
termining whether or not cognitive de- 
Velopment will be stimulated. Thus, a 
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second implication of this hypothesis is 
that educational programs, whether con- 
ceived as regular or enrichment, must 
attend to the contextural variable if 
they are to stimulate cognitive develop- 
ment. 

The problem in school is the opposite 
of that in the home environment, Rather 
than an absence of the necessary con- 
ceptual organization there is an absence 
of meaningful encounters. Teachers 
tend to take a professional stance that 
places "work" between themselves and 
the children. In that the work is often 
meaningless in itself, the teacher adopts 
two basic strategies: 1) drumming up 
interest through her bag of teacher 
tricks, and 2) giving out rewards for 
attending to the work. While some teach- 
ers do succeed in arousing pupil inter- 
est through these strategies, they are of 
limited value in establishing the class- 
room as a meaningful environment. The 
first often fails for two reasons: 1) only 
some children will be interested in the 
teacher's display, and 2) most of those 
are only interested so long as her pres- 
entation is a source of variation from 
the routine of the classroom. The sec- 
ond fails because the teacher's rewards 
in the form of praise, smiling faces, etc., 
have little value for many children. 

Teachers avoid meaningful subjects 
and avoid sharing their perspectives and 
ideas with their pupils.* Even in the one 
meaningful encounter that cannot be 
avoided—discipline—teachers tend to 
resort to a very low level of cognitive 
organization (punishment by the author- 
ity) rather than attempting to develop a 
sense of reciprocity and mutual respect. 
School is meaningless also because of its 
artificiality. Ideas flow mainly in one 
direction; they are generally presented in 
the absence of any activity on the part 


of the child, rather than within a learn- 
ing experience; there is often an absence 
tual feedback when negative 
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know, to do something with an object 
or concept. As the intention is his, he is 
free to deal with or move away from any 
feedback that does not fit his present 
level of conceptual organization. Many 
teachers are afraid to trust this process, 
They believe that most children will 
always ignore such mismatch informa- 
tion rather than learn. They witness 
children who are given a few minutes of 
“free time” to select from a few pre- 
scribed activities and note that many 
can’t settle down and find something to 
do, This is not a valid observation of 
active exploration. The present day ге- 
vival of discovery learning has made < 
many people aware of the basic argu- 
ments in favor of active exploration in 
the classroom, However, as opposed to 
the exploration of objects, we have not | 
very satisfactory ways of pro- 
viding for the exploration of differences 
in perspective and of ideas and con- 
cepts. As Rogers 12 points out, there is 
something artificial and contrived about 
a "discovery" curriculum that has spe- 
cific discoveries to be made by children 
at specific times. Perspectives, concepts, 
and ideas are shared by individuals when 
they talk and interact. This suggests that 
we provide much more opportunity for , 
verbal interaction and exchange of per- 
Spectives and ideas among children, be- 
tween children and adults (including the 
teacher), and between younger and older 
children. There are differences among 
children in their styles of curiosity and in 
the situations within which they will ex- 
Press curiosity.” We should provide for 
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imitation, This is one of the most ne- 
glected arenas for school learning, It 
appears that, out of a general horror of 
“cheats” and “copy-cats,” all of the 
positive value of imitation has been lost 
from the classroom. To use imitation 
effectively in the classroom, it would be 
necessary to have models who: 1) func- 
tioned at a level of conceptualization 
that was within the "constructive range" 
of the would-be imitators, and 2) were 
emotionally available and important; 
and a process of exposure wherein the 
conceptual-constructive activity of the 
model were more available and more 
important than the answer. Concretely, 
this means using popular older children 
and, for disadvantaged populations, 
teacher aides from the community. Both 
of these sources provide models that are 
potentially more emotionally available 
and important to the children. It also 
means screening within these groups for 
individuals who are at an appropriate 
conceptual level (within the "construc- 
tive range") for the children in the class. 
One of the most important criteria for 
à model must be this level of conceptual 
organization. 

Finally, we must engage models in 
problem solving with children where the 
problem presents some challenge to the 
model, Why is it that in school we are 
constantly repeating the same relatively 
low level material over and over again 
until there is satisfactory evidence of 
learning? Engaged in problem solving 
activities with older children or emotion- 
ally available adults, children will gradu- 
ally shift to the higher level of conceptual 
organization of the model. If the urban 
school takes the challenge of cognitive 
development seriously, imitation сап 
Provide a powerful learning context. 


The third and, in some ways, most 
familiar learning context is that of social 
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PREDICTION OF TREATMENT ACCEPTANCE BY 
CHILD GUIDANCE CLINIC APPLICANTS: 
An Easily Applied Instrument 


Patricia 1. Ewalt, M.S., Margrit Cohen, М.5., and Jerold S. Harmatz, B.A. 


In a study of child guidance applicant families, five characteristics were found 
significantly related to acceptance of post-diagnostic treatment. From these 
five characteristics, a prediction scale has been developed that can be used 
easily and quickly by a person without special training to predict likelihood 


of treatment acceptance. 


TS study sought to develop an easily- 
used instrument for predicting which 
families applying to a child guidance 
clinic will accept treatment following 
diagnostic evaluation. 

Half of all applicants to our clinic, and 
reportedly elsewhere,* terminate their 
contact within four visits. The special 
problem that such early discontinuance 
presents in child guidance work is re- 
lated to the common practice of devoting 
the first several visits to evaluation. This 
practice assumes that therapeutic inter- 
vention may follow later if deemed advis- 


able by professional persons. However, 
since many families decide not to con- 
tinue beyond evaluation, whatever op- 
portunity existed for intervention during 
the first few visits may have been lost. 
It is therefore important for administra- 
tors to know as quickly as possible which 
families will be willing to accept treat- 
ment later and which will not. Use of the 
first few interviews may then be planned 
in accordance with the period of time 
likely to be available for rendering help 
to the family. 

Especially during the 1950s, a num- 
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ber of studies dealt with the exploration 
of clients’ continuance in helping ser- 
vices, Continuance, in this context, re- 
fers to the clients’ participation in more 
than a minimum specified number of 
face-to-face interviews (for example, 
more than one or more than four). These 
studies do not deal directly with the is- 
sue of improvement but rather with dif- 
ferences between cases of continuers and 
discontinuers. Reviews of a number of 
the studies have been presented by Lev- 
inger? and by Schyne.® 

These earlier studies explored content 
of the first few interviews to assess like- 
lihood of continuance. Usually they in- 
volved time-consuming analysis of such 
complex matters as patient's versus 
worker's views of the problem and pa- 
tient-worker interaction. Ripple's stud- 
ies ^*" at the University of Chicago 
School of Social Service Administration 
exemplify such an approach. The very 
thoroughness of these studies, however, 
precludes their application for everyday 
clinical use. By the time likelihood of 
continuance is assessed, the family may 
have already dropped out. 

Our purpose in this study was to apply 
the findings of earlier investigators to the 
development of a predictive instrument 
that would depend on information easily 
and quickly obtained as a part of the 
first inquiries of an applicant, whether 
in person or by telephone, and that could 
be analyzed in a few moments by a 
worker without special training. 


SETIING 

The Framingham Youth Guidance 
Center is a multidisciplinary child gui- 
dance clinic serving a catchment area of 
fifteen towns in East Central Massachu- 
setts. The area population numbers 220,- 
000. The Center is supported by state 
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and local tax funds and, to some extent, 
by fees. A staff of forty, plus fifteen grad- 
uate trainees, serves 1,000 families an- 
nually in diagnostic or treatment services. 
Except for a court clinic, there are no 
other psychiatric services for children in 
the area, and relatively few mental health 
professionals in private practice. Most 
referrals are made by school personnel 
or pediatricians, The Center has an open 
intake policy, referring to outside fa- 
cilities only those who are clearly better 
served elsewhere and who accept such a 
referral. 

With respect to socioeconomic char- 
acteristics, the towns served include 
wealthy suburbs, rural areas with recent 
large population growth, factory areas, 
and scattered poverty areas, both semi- 
urban and rural. According to the Hol- 
lingshead-Redlich Scale, the patient 
population is nearly evenly divided 
among social classes: Class I and II: 
25%; Class III: 27%; Class IV: 29%; 
Class V: 1996. This distribution closely 
reflects social class distribution of the 
catchment area. 

A procedure of the Center relevant 
to this study is the customary use of tele- 
phone screening interviews with a parent 
or guardian in each applicant family. 
This procedure has been found valuable 
in our setting and is described in an 
earlier paper.! Administration of a ques- 
tionnaire during the screening interview 
was therefore a modification but no ma- 
jor change from the clinic's usual pro- 
cedure. At the time of this study, two 
of the authors (PE and MC) were con- 
ducting the application interviews. 


SELECTION OF THE SAMPLE 

Included in the study were all appli- 
cants, during the period August 1, 1969— 
July 31, 1970, who wished to have their 
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"child evaluated by the clinic, who had 
по previous contact with the clinic, and 
"whose cases would be handled according 
“to usual clinic procedures. Excluded 
were requests for information and re- 
ferral only, families having previous con- 
"tact with the clinic, emergency or nursery 
‘applications whose handling might differ 
from the general run of cases, and in- 
—stances in which the family's choice of 
whether to obtain treatment was pre- 
cluded. For example, a child protective 
"agency might request an evaluation and 
have authority to decide whether treat- 
—ment would follow. Circumstances deter- 
| Mining exclusion from the study were 
Systematically understood by the inter- 
viewers prior to this study. 

In order to ascertain whether families 
excluded from the study differed from 
those included with respect to character- 
istics under study, the demographic sec- 

боп of the questionnaire was adminis- 

tered to the 146 new cases accepted by 
the clinic for evaluation but excluded 
from the study. Of these 146 cases, it 
was possible to obtain demographic data 
for 129 families, In most of the seven- 
teen cases from whom data were not 
obtained, an agency rather than a family 
was functioning as guardian and the 

| questionnaire was not administered. The 

_ 129 cases were then compared with the 

_ 253 study cases by means of X ? tests ap- 
plied to each of the demographic vari- 
ables. No statistically significant differ- 
ences were found. 

Of the 267 cases appropriate for in- 
clusion in the study, it was possible to 
gather initial data from all but two re- 

- Spondents. These two individuals were 
judged by the interviewers to be too dis- 
turbed and too intellectually limited, re- 
spectively, to respond. Only one respon- 
dent refused to answer a few items of the 
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questionnaire. This high degree of re- 
sponsiveness, we believe, is а сопве- 
quence of confining the questionnaire 
items to types of information customarily 
obtained by intake workers. In twelve 
cases, follow-up data was not available. 
Thus, the study sample is comprised of 
253 cases for whom initial and follow-up 
data was obtained, 


ADMINISTRATION 
OF THE QUESTIONNAIRE 


Having developed a questionnaire 
based on review of the literature, the two 
interviewers pretested the instrument 
over a five-month period. Questions that 
could not be reliably rated were dis- 
carded, Fifty-eight items were retained 
for inclusion in the questionnaire. These 
items recorded identifying information 
about the interview, demographic and 
attitudinal information given by the re- 
spondent, interviewer judgments, and 
follow-up information obtained later. 

At the outset of each telephone screen- 
ing interview, it was determined whether 
the case fit the criteria of the study. If 
so, the interviewer explained that she had 
a list of questions to ask and proceeded 
to administer the demographic and at- 
titudinal items of the questionnaire, 
which took five to ten minutes. Expla- 
nations to the client of clinic procedure 
followed. 


OUTCOME CRITERION 

The outcome variable in which we 
were interested was whether an appli- 
cant family did or did not ultimately en- 
ter treatment within or outside the clinic. 
We shall hereafter refer to this outcome 
as Rx yes or Rx no. 

АП families included in the sample at 
the time of the application call were fol- 
lowed up to learn whether they entered 
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treatment. They were categorized by this 
outcome variable even if they chose to 
seek services outside the clinic after the 
application call. 

Treatment was defined as: 1) any 
regimen of individual, group, or family 
counseling, whether rendered by a psy- 
chiatrist, psychologist, social worker, 
guidance counselor, or (in a few cases) 
by a non-psychiatric physician or clergy- 
man, or 2) any special educational pro- 
gram growing out of psychiatric evalua- 
tion including residential schooling, day 
school, or tutoring. These interventions 
might be rendered directly with the child 
for whom application had been made, 
with his parent or parents, or with par- 
ents and child. Medication was also de- 
fined as treatment but in our sample it 
was always included with one or another 
of the regimens mentioned above. 

Entry into treatment was defined as 
follows." For cases entering treatment 
within the Center, long-term cases who 
had completed at least six post-diagnos- 
tic evaluation visits were defined as Rx 
yes, Cases recommended for short-term 
post-diagnostic treatment of less than 
six visits were defined as Rx yes if they 
completed the agreed upon number of 
visits. For families who obtained treat- 
ment outside the clinic, it was necessary 
to apply less stringent measures of ex- 
tent of treatment owing to problems in 
obtaining information. In these іп- 
stances, we accepted a statement from 
either the family or the therapist, be- 
tween one and three months after the 
family’s contact with the outside re- 
source, that one or more family mem- 
bers was involved in one of the above- 
mentioned forms of assistance. 

Since it might be asked whether there 
were systematic differences between 
families who accepted treatment within 
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vs. outside the clinic or short-term vs. 
long-term treatment, a preliminary anal- 
ysis was carried out to compare these 
groupings. No statistically significant 
differences were found with respect to 
the variables under study. It therefore 
seemed justified to combine as a single 
outcome category all families who ac- 
cepted treatment, regardless of the mod- 
ality or auspices of treatment, 

The outcome category Rx no was de- 
fined as those families included in the 
study at the time of the application call 
but who did not subsequently enter 
treatment, as defined above, under any 


auspices. They may have completed , 
part or all of a diagnostic evaluation ` 


within or outside the Center but then 
declined further treatment, or they may 
have proceeded no further than the ap- 
plication call. . 


RESULTS 

Of 56 demographic and attitudinal 
questions, which had been cast in the 
form of mutually exclusive alternative 
responses, fourteen were revealed by 
successive 2x2 chi-square tests as sta- 
tistically significantly (P<.1) related 
to the outcome criterion. These four- 
teen items are indicated in TABLE 1. 
Five items of these fourteen could be 
demonstrated as significantly associated 
with continuance when applied to 127 
alternately drawn cases, and again, 
when applied to the complement group 
of 126 cases. The results of this sample 
dichotomization tentatively support the 
reliability of these particular questions 
and suggest they may be expected simi- 
larly to predict continuance in future 
applications. These five items are desig- 
nated 1, 3, 4, 12, and 14, on TABLE 1. 

To optimize the predictive potential of 
these items, they were considered jointly 
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Table | 


QUESTIONNAIRE ITEMS RELATED TO TREATMENT CONTINUANCE CRITERION PERCENT 
RESPONSES ASSOCIATED WITH CONTINUANCE—N=253 (139 Continuers—114 Discontinuers) 


CONTINUED CONTINUED  chi* P 
CHILD 
1. Age less than 12 years 60% vs. age 12 years or older 41% 7.904 E 
2. Often shows anger or fights 65% vs. no such display of anger 5195 3.582 Л 
outside home 
3. Stubborn 63% vs. not stubborn 49% 5.008 05 
MOTHER 
4. At least highschool graduate 58% vs. less than highschool 42% 4215 05 
graduate 
B. Not working full time 57% vs. works full time 39% 3.179 А 
6. Adoptive mother ог step- 81% vs. natural mother or other 53% 5.166 05 
mother in home maternal surrogate 
FAMILY 
7. Less than year's residence in 75% vs. at least one year's resi- 52% 6.822 01 
present home dence 
PREVIOUS CARESEEKING 
8. Mother received previous psy- 68% vs. no counseling or re- 52% 4.029 05 
chiatric counseling regarded garded as unhelpful 
as helpful 
9.Child previously evaluated 71% vs. child not previously 52% 4,928 05 
whether or not helpful evaluated ч 
CALLER 
10. Referred by non-psychiatric 68% vs. otherwise referred 42%, 3.027 1 
physician or family service 
agency d 
11. Positive attitude toward re- 69% vs. negative attitude to- 53% 2.602 el 
ferral source ward referral source 
12. Desires understanding of 64%, vs. desires modification of 4% 7.699 Ol 


problem or advice 


child or environment or 
no desire for service 


ІЗ. Interested in help but not 61% vs. ЧУС ды 45% 5.183 05 
extremely dependent tremely dependei 
14. Worried mainly about effect 57%, vs. worried mainly about 0% 7.911 “о! 


of problem on child or others 
or not worried 


community persons in 
authority making prob- 


lem worse 


r _. 5 ee с. 


as а scale. Each response positively 
associated with continuance counted one 
point towards a total of five, denoting 
greatest likelihood of going on to some 
kind of treatment. The two groups of 
127 and 126 cases were evaluated in 
terms of their scores on this scale. These 
Tesults are indicated in TABLE 2. High 
Scores (above three points) and law 


scores (below three) were significantly 
related to outcome. Correct prediction, 
therefore, was possible in more than 
70% of the 168 cases scoring at the 
extremes of the scale. Of these 168, 120 
were correctly identified by their scores 
as continuers or discontinuers. Since 
only half of these cases might have been 
correctly placed merely by chance, the 
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Table 2 
PERCENT AT EACH SCORE AS IDENTIFIED CONTINUERS (YES) OR DISCONTINUERS (NO) 
127 ALTERNATE CASES 126 CASE COMPLEMENT ALL CASES 

Score Yes No (N) Yes No (N) Yes No (N) 
І 333 667 (3) oo 1000 (1) 250 750 (4) 
2 13.6 864 (22) 40.0 60.0 (20) 26.2 73.8 (42) 
3 512 488 (41) 455 545 (44) 48.2 51.8 (85) 
4 67.4 32.6 (46) 72.2 27.8 (36) 69.5 30.5 (82) 
5 80.0 20.0 (15) 68.0 32.0 (25) 72.5 275 (40) 


use of the scale allowed proper assign- 
ment of an additional 36 cases, or an 
increase in accuracy of 43% over chance 
determination. Approximately half the 
cases scoring at the value of three went 
on for treatment; it appears this score 
is best considered indeterminate. 

Since many clinics work with large 
proportions of lower-class people, it 
seemed important to evaluate the pre- 
dictive capability of this five-point scale 
as applied to lower-class families in- 
cluded in our study population. Predic- 
tive accuracy apparently did not suffer 
when the scale was used in a subsample 
of 105 cases representing social classes 
IV and V. 

It might be expected that, in families 
where the presenting problem centered 
about an older child, different family 
characteristics would be related to con- 
tinuance. This expectation is strength- 
ened by the observation that child’s age 
proved to be one of the characteristics 
associated with continuance, cases rep- 
resenting younger children continuing 
more frequently than cases dealing with 
older children. To assess the efficacy of 
the scale when used for families repre- 
senting older children, the scale was ap- 
plied to the 69 cases in which the child 
was at least twelve years old. Since none 
of these cases, by design, could obtain a 
scale point on account of age, that is, 


since all were from the older age group, 
the maximum possible score for this 
group is four points. In this application 
to the older group, the scale seems to 
have no predictive value in terms of 
identifying those likely to go on with 
treatment. On the other hand, 22 of the 
30 cases with scores of less than three 
points were correctly identified, by use 
of the scale, as discontinuers. 


DISCUSSION 


In this study, information predictive 
of outcome was obtained by telephone 
prior to the first in-person interview. 
This information was quickly obtained, 
readily given by respondents, and easily 
rated by interviewers. No special exper- 
tise is required of interviewers, nor is 
in-depth exploration necessary, Although 
56 family characteristics were studied, 
it appears that outcome may be pre- 
dicted by use of only five of them. These 
five items may be readily incorporated 
into any clinic’s normal screening pro- 
cedure. 

Based upon the five predictors identi- 
fied, a scale was developed that permits 
calculation of likelihood of continuance 
within a few moments. A sample appli- 
cation of this scale is presented in TABLE 
3. In clinics serving populations similar 
to ours, this scale may be directly usable. 
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Table 3 


CONTINUANCE PREDICTION SCALE 
LM 


A. For each of the five questions below, 
check either column A or column B as 
directions indicate for each question: 


A B 
1. How old is (child for whom appli- X 
calion is made)? —— 


If child is less than 12 years, check 
column А. 

If child is 12 or above, check col- 
umn В. 

2.How far did (present mother or X 
mother surrogate) go in school? — — 
If present mother is high school 
graduate or above check column А. 

If present mother did not graduate 
from high school, check column В. 

3. What worries you most about (the X 
child's) problem? -- 
If respondent's main worry is that 
someone in authority is making prob- 
lem worse by calling attention to 
it, check column В, 

If respondent's main worry is any- 
thing other than person in authority 
making problem worse by calling at- 
tention to it, or if respondent says 
he is not worried, check column A. 


A В 
4.По you feel that stubbornness is а x 
problem with (child)? = = 


If respondent states that he feels 
stubbornness is a problem with child, 
check column A. 

If respondent does not feel stub- 
bornness is a problem, or is uncer- 
tain, says "sometimes", or says others 
fool that way but he doesn't, check 
column В. 

5.What were you hoping the clinic X 


In settings differing from ours, validating 
- information would be necessary, prior 
_ to use of the scale, and would provide 
valuable indicators of generalizability. 
Such a scale can provide clinic deci- 
| sion-makers with an estimate of continu- 
nce at the very outset of contact. This 
information can be especially valuable 
in planning use of time with families 
thought likely to drop out quickly. 


might do to help? (If response is — — 
at first "don't know", interviewer 
may say, "I understand, but perhaps 
you had some idea how we might 
help". No explanations or sugges- 
tions should be offered by inter- 
viewer.) 

If respondent answers that he him- 
self wishes advice or understanding 
so that he may help child with prob- 
lem, check column A. (Answer must 
include elements of respondent's be- 
lief that the child is now having a 
problem and respondent's emphasis 
оп desire to increase his own ability 
to be helpful in his ongoing inter- 
action with child at home.) 

If respondent's answer is any other 
than the above, check column B. A 
continued answer of “don't know" 
should be checked in column В. 


B. Give one point for each check in col- 
umn A. 
Total score for this case ——— 


C. Find likelihood of continuance for this 
case by locating percentage of like- 
lihood associated with each score 
in list below. 


% of Likelihood 
of Continuance 
(Based on 

Score  FYGC sample) 
25.0 
26.2 
48.2 Likelihood of 
69.5 continuance of 
72.5 this case 69.5% 


ahwn— 


We will mention briefly a few factors 
not found related to continuance. No 
significant differences were found in re- 
Jation to social class, age of parents, 
beliefs about causation of the problem, 
somatic complaints, or family size. Since 
these characteristics аге sometimes as- 
sumed to be related to continuance, they 
may be erroneously influencing expecta- 
tions of child guidance clientele. 
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TO TRANSFERENCE 


James H. Carter, M.D., and Thomas М. Нәйбр, MD. 


ТЕ і 
| Ш ШП 


There is general feeling that racial attitudes could foster теним trong 
enough to prevent successful psychotherapy, particularly in the South, The 


authors, a black psychiatric resident and his white көретін”, feel that rare 


can be used by both patient and therapist to prevent the developement of thane 
ference, but that the issue can be dealt with as а тезіне. They денті 


the development of effective transference between а black paychiatrie тейден 


and ап eleven-year-old white girl in the South. 


U 
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We propose to illustrate the develop- child Psychiatrists in general must deal 
ment of transference between a black with, of "child-molesting" and of how 
Psychiatric resident and an eleven-year- this is actually dealt with in the South. 
old white girl in a Southern town, and We feel that these may constitute issues 
to support further the idea that an ef- that have kept black PSychiatrists out 
fective transference can develop in spite of the South, where the reality of the 
of cultural differences and many complex social scene can be shocking but never- 
Social issues, We recognize, of course,  theless remains a challenging frontier for 
that few subjects are capable of arousing Psychiatrists interested in effecting 
deeper feelings and consequent behavior changes in racial attitudes. This is not 
reactions than the social Contact between intended as black recruitment for the 
black males and white females, even in South, but to point out that many “well- 
а psychiatric encounter. For “transfer- recognized” training programs in the 
ence" we are using the definition of South have never trained or actively re- 
Greenson: % cruited black residents, probably be- 
25.4 distinctive type of object relationship, 6845 of their ambivalence about some 
The main characteristic is the experience of Of the issues we wish to raise here. We 


feelings toward a person which do not befit fully agree with Adams et al? that: 
that person, and which actually apply to 


another, Essentially a person in the present is - * + because the net effect of these mutual 
Teacted to as though he were a Person in the Projections is to prevent both members of the 
past, dyad from knowing one another as individuals, 


mishandling of the initial transference- 
The black resident and the co-author, countertransference situation will grossly af- 


who is white, contend that race (or fect the Prognosis, whether or not adverse 
racism) is an issue that should be dealt ins Р елаш КҮ Dê root of the 
With as a resistance and that can be used iis 
by patient and therapist alike to prevent апа that this factor can, in fact, prevent 
development of transference. The тебі- the development of transference, 
dent was encouraged to examine his 
feelings about race and to come to grips CASE REPORT 
with his true feelings Tegarding racial The patient, a rather bright, chubby 
differences when it was felt appropriate, eleven-year-old girl was first seen at the 
Myths about racial differences have local mental heath clinic at the age of © 
made many psychiatrists uncomfortable six for excessive masturbation. She was 
with cross-cultural Psychiatry. In brief, ап adopted child, and knowledge of her 
Some of the more common myths that biological Parents was limited to the 
- bear upon this case, and upon black- Supposition that they were quite imma- + 
White psychiatric encounters, are: 1) ture and that they neglected the child. 
black males are Super-sexual and com- The patient, referred to as Sonja, had 
paratively uninhibited; 2) blacks are been Temoved at the age of one year 
generally intellectually inferior, which from her Parents and placed by the wel- 
of course would prevent a black psychia- fare agency in a foster home where she" 
trist from comprehending the full impact was cared for by an elderly couple. 
of his white patient’s difficulties; and 3) This foster home was in a low income, . 
the. seldom-discussed fantasy, which rural Setting. She was adopted into her 
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esent home at the age of three years 
— and five months. Once in her new home, 
obviously missed her foster parents, 
F as manifested by somnambulism and ex- 
cessive crying. Overeating was also 
moted, and she has remained chubby. 
T Within a few months after adoption, 
Sonja was seen to masturbate by the new 
parents, but they elected to ignore the 
problem until she began school. The dis- 
ruption that her masturbatory habits had 
upon the class was apparently the key 
factor that led the parents to bring her 
(о the mental health clinic. She was six 
years old, and after treatment for one 
year by a social worker it was felt that 
she had greatly improved, with marked 
remission of her masturbation. 

However, two years later there was 
exacerbation of the original complaint, 
and she was brought again to the clinic; 
but because the father did not wish to 
become involved in the case, no treat- 
ment took place, With some prompting 
by the pastor of their church, however, 
the parents eventually decided to request 
treatment and the case was re-opened. 
Sonja was then treated by a white psy- 
chiatrist resident, and she remained in 
therapy for one year. 

At the time of transfer to the black 
resident, she was ten years of age, and 
the diagnostic appraisal was that she 
was a neurotic personality and that the 
primary goal of therapy would be to 
help her deal with her neurotic feelings 
about separation, to improve her tre- 
mendously lowered self-esteem, and to 
help her with her marked reversal of 
affect. The classical casework approach 
with the parents was employed along 
with uncovering psychoanalytic psycho- 
therapy with the patient. The patient was 
assigned to the black psychiatric resi- 
dent, and the parents to a white resident. 
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These foster parents, middle-class 
whites, had their own problems. The 
mother came periodically depressed, and 
the father had been impotent for the 
past two or three years. The parents 
had one older daughter, aged fourteen, 
who had been adopted at age three 
months and was apparently doing very 
well. 

These parents had had little contact 
with blacks and were not aware that their 
child’s therapist was black until the 
mother and child came for their first 
appointment. The father had previously 
offered a great deal of resistance to par- 
ticipation, and had refused to accompany 
his wife to therapy except on rare occa- 
sions, Upon learning that his daughter 
would be working with a black psychi- 
atric resident, he began to use race as 
an issue to support his continued un- 
cooperativeness, stating that he thought 
his daughter would develop racial atti- 
tudes that would be in conflict with 
those held by her community.* It could 
be argued that anger with blacks in 
general for recent racial disturbances in 
the neighboring community and in the 
school was being misplaced onto the 
therapist, and that the father was con- 
sciously fearful of what his neighbors 
would think if they knew that his daugh- 
ter was being seen by а black therapist. 
One can also speculate that his resistance 
was reflective of his impotence, in that 
his daughter was now being seen by the 
“virile” black psychiatrist,”° though he 
had previously been uncooperative with 
her white psychiatrist as well. The child, 
on the other hand, attended an integrated 
school and had had contact with blacks 
on a limited social and academic level. 

From the very first interview, her 
feelings regarding working with a black 
psychiatrist were explored and she stated 
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that “race made no difference.” This was 
done purposefully to indicate to her that 
she was free to discuss race or racial 
issues as she liked. Our experience shows 
that early confrontation with racial issues 
tends to encourage the white patient to 
express his feelings without fear, and to 
be comfortable in the knowledge that 
his black therapist shares this freedom. 
The reader may feel that this approach 
may be merely reflecting paranoid feel- 
ings or defensiveness on the part of the 
black therapist and that he is, in fact, 
actually daring the patient to be preju- 
diced, or even that the approach is 
“ananalytic,” 

Initially, treatment was rather stormy 
and the patient maintained that she no 
longer needed psychiatric help. Most of 


After approximately six months of 
treatment (on a once-a-week, 45-minute 
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basis) she decided to tell Dicken’s 
Christmas story about Scrooge, She saw 
Scrooge as the ghost of the past, present, 
and future, and she metaphorically com- 
pared her life to that of the character 
Scrooge, who had Seen the “error of 
his ways” and was in need of change, 
Ironically enough, it was the Christmas 
Season, and the patient brought the 
therapist as a Present an antique which 
belonged to her father, with his “permis- 
sion.” This act was interpreted as an 
indication of subtle changes іп the 
father’s attitudes, and as his way of 
expressing appreciation for what he 
Saw as improvement in his daughter. 
Indeed, at the termination of therapy 
with the previous white psychiatric resi- 
dent, she had been doing Poorly in 
school, and now, after months of therapy 
with this black Tesident, she was show- 
ing some academic improvement. This 
had been frequently mentioned to the 
Parents’ therapist by the mother, 

This “permission” granted by the 
father had Positive effects on the 


remain in the office with the black thera- 
pist for any appreciable period of time 
without having to run ош. Accidentally, 
Office one day, this 


to refuse to accept therapy, yet signaled 
a modification in his earlier attitudes in 
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f. а way that helped his daughter to pro- 
ceed. 


LL DEEPENING OF TRANSFERENCE 


As the transference deepened, Sonja 


1 4 began to inquire about where the thera- 


pist lived and what his marital status 
was; she imagined he would not be a 
good husband because he “talked too 
much.” An example of her developing 
feelings toward the therapist can be 
seen in the following episode. During 
the eighth month of therapy, immedi- 
ately following Valentine’s Day, she 
came into the office with a broad smile, 
sat down in a rather adult fashion with 
her legs crossed, and placed an envelope 
on the desk in front of the therapist. 
This envelope was addressed to the 
therapist, and he inquired if he was 
to open it, Sonja said that it was а 
surprise for him, and that he had her 
permission to open it. The envelope 
contained a Valentine's greeting that 
showed an adolescent white boy sitting 
on a fence and a small black dog with 
an envelope in its mouth. Both the dog 
and the boy seemed quite happy, and 
just behind the boy was а large heart, 
which had inscribed upon it, “Doggone 
it, why don’t you be my Valentine?” 
The patient commented that she had 
liked the card, but because of lack of 
finances, she had “purchased cards for 
only special friends.” She immediately 
began to go through the motions of 
photographing the therapist with her 
hands, saying that she would like to 
photograph him and place his photo- 
graph in her album at home, which she 
would keep forever. 

After approximately ten months of 
therapy, Sonja began to ing ire about 
the therapist’s racial origin and family. 
She had assumed that for a black Ameri- 
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can it would be difficult to substantiate 
family lines. As an adopted child, her 
family lines and traditions likewise were 
difficult to establish, and in fact, she 
had begun to question whether she was 
white. Further, she had asked her par- 
ents about the origin of her name, and 
had concluded that it was Indian. This 
seems clearly to be an attempt to 
establish a common heritage with the 
therapist. The discussion of racial simi- 
larity was preceded by the patient telling 
the therapist of a paper that she had 
been required to write at school. She 
had chosen to describe how the world 
would appear through the eyes of a 
bird. She had imagined that a bird would 
see the world as free from wars and 
“conflict,” with everyone living har- 
moniously together, both black and 
white. Then, deviating from the theme 
which she had written, she pointed to a 
white spot in her dress, maintaining that 
it was “white” and really quite different 
from her own skin color. Her attempt 
to “deny” her racial difference was dealt 
with by the therapist having her con- 
sider that perhaps respect and admira- 
tion for people could develop in spite 
oi obvious cultural and racial differences. 

The question now arises as to Why 
Sonja felt the need to establish a com- 
mon heritage with the therapist. There 
are several answers that might be sug- 
gested, One is that she was relating to 
the therapist as a “real love object" and 
not as a transference object and that this 
was a means of coping with the social 
taboos of such a relationship. However, 
we agree with Mattsson 14 that the pre- 
adolescent has not given up her incestu- 
ous love objects, and that it is later that 
bi-sexual tendencies fully recede with 
the acceptance of the female role.* ® 11 
For the adult, white female patient, our 
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experience supports the idea that, in 
analysis, black frequently represents the 
parent of the opposite sex." Searching 
for a common racial heritage with the 
therapist, we feel, was Sonja's way of 
dealing with her unconscious infantile 
striving with her father and, ultimately, 
with the feeling that the therapist was 
her father. The phenomenon of adopted 
children developing feelings that the 
therapist is their parent is well known in 
child psychiatry. 


SUMMARY 

The development of an effective trans- 
ference between a black psychiatric 
resident and a white child in the South 
has been described, Freud’s definition 6 
of “effective transference” as a rapport 
that must be established before an inter- 
pretation should be given to the patient, 
is intended. 

Countertransference, equaly as im- 
portant as transference but not the sub- 
ject of this Paper, can be summed up by 
Saying that the black therapist was by 
no means free of all Prejudices, Early 
confrontation helped him to look real- 
istically at his own feelings toward the 
patient and toward himself. Attempts 
to identify with white Culture as a means 
of substantiating his Capabilities as а 
therapist were a constant threat through- 
out the therapeutic Process. The expres- 
sion of racial antagonism either by over- 
agression or over-solicitousness 15 (the 
"Uncle Tom" behavior Seen in blacks) 
were areas that frequently had to be 
examined. Conscious and unconscious 
fears of physical Contact and the Social 
taboos of such had been skillfully ex- 
plored by the Supervisor from the be- 
ginning of therapy. These are but a few 
of the dilemmas that every white-trained 
black psychiatrist must face. Before а 
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black therapist can deal adequately with 
countertransference, it becomes obvious 
that a suitable atmosphere of respect 
for him as a person and as a professional 
must be created. 

The supervisor in this instance was 
able not only to follow the transference 
between the black psychiatric resident 
and Sonja, but also was able to note the 
similarities between this transference and 
the relationship Sonja had had with the 
previous white psychiatric resident, since 
both residents had been under his super- 
vision, While working with the white 
psychiatric resident, Sonja had developed 
ideas that he, too, was her father. Un- 
doubtedly, тасе can become a serious 
issue, but race itself does not neces- 
Sarily preclude the development of an 
effective transference, Further, it seems 
preferable to view the race issue, as an- 
other form of Tesistance. The transfer- 
ence іп this case seems to.be supported 
by others, especially Schachter and 
Butts,!^ who, іп discussing transference- 
Countertransference phenomena in inter- 
racial analysis, concluded that they are 
"apparently DO greater than obstacles 
encountered in analysis in which race is 
not an issue”, 

For completeness We can report that 
Sonja did resolve her transference with 
this therapist, and that the parents! mar- 


Was no longer observed and, academi- 


cally, the patient climbed to the top of 
her class, 
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THE WALK-IN PATIENT AS A CUSTOMER: 
A Key Dimension in Evaluation and Treatment 


L , M.D., Frances Cohen, B.A., Alan M. Jacobson, M.D., Melvin W. 
m Williams, M.D., Robert J. Mignone, M.D., and Sidney Zisook, M.D. 


Massachusetts General Hospital and Harvard Medical School, Boston 


Fourteen categories of patient requests are described, on the basis of 200 
interviews in a walk-in clinic of an urban general hospital. An approach is 
then proposed by which the patient is treated as a customer whose requests 
are usually legitimate and always a key part of the clinical negotiations. 


D the past decade, psychiatric 
walk-in clinics have made signifi- 
cant contributions to outpatient treat- 
ment. They have encouraged therapeutic 
intervention during, not after, the crisis 
by eliminating waiting lists and provid- 
ing easy accessibility. The subsequent 
increase in demand for acute treatment 
has necessitated the development of the 
new techniques of brief therapy and 
crisis intervention. 

Although the walk-in clinic treats 
all patients who request help, its easy 
accessibility facilitates the delivery of 
service to the previously neglected lower- 
socioeconomic-class patients whose prob- 
lems are often psychosocial in nature, 
In doing so, the clinic serves as a bridge 
between traditional outpatient psychia- 
try and social and community psychiatry, 
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For the above reasons, the walk-in clinic 
provides an excellent setting for the 
training of mental health professionals. 

Critics of walk-in clinics raise some 
justifiable reservations about the claims 
described above. They point out that, 
despite recent advances in the treatment 
of the depressions, the schizophrenias, 
and the neuroses, we are still groping 
in our attempts to help a large percentage 
of our walk-in patients. No single theory 
of crisis intervention or brief therapy 
seems applicable to the heterogeneous 
group that walks in. The patients, usually 
from the lower socioeconomic class, 
often communicate their needs in such 
a way that the middle-class therapist 
feels he is being barraged by demands to 
which he cannot and should not be ex- 
pected to respond. In effect, we seem 
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unable to fit the patient to our treat- 
ment, For those reasons, many staff 


psychiatrists, excellent clinicians and 
teachers for certain patient groups, are 
often not interested in teaching “walk-in 
psychiatry.” Problems of clinic morale 
ensue. 

We believe that the rationale for or- 
ganizing walk-in clinics remains sound 
and that the hopes are well worth pur- 
suing, Who would argue against the 
goals of early access and brief, effective 
treatment for all of our population? 
Without question, progress has already 
been made in these areas. But we must 
acknowledge to ourselves and to those 
organizing new walk-in clinics that seri- 
ous problems remain, and we must con- 
sider potential solutions to them. 

The Acute Psychiatric Service of the 
Massachusetts General Hospital was or- 
ganized in 1962 as a 24-hour walk-in and 
emergency psychiatric service. © ® 18 It 
is staffed by residents, social workers, а 
nurse, and students. In 1968 it was re- 
organized to serve as the primary training 
service for the first-year residents. Cur- 
rently the clinic sees approximately 40 
walk-in patients each day (15,000 visits 
per year). The problem of providing 
service to this large number of patients, 
plus the need to provide a meaningful 
training. experience to beginning resi- 
dents, has served as а stimulus for ex- 
ploring innovative approaches to the 
delivery of service. 

An approach that we have found to 
be of considerable value is the con- 
ceptualization of the patient as а cus- 
tomer whose requests are usually legiti- 
mate. In this context the final transaction 
between the patient and therapist will 
take the form of what Levinson 27 calls 
a “negotiated consensus.” This approach 
differs from the suitability model, in 
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which the patient is screened for his 
qualifications to become a psychotherapy 
patient. It further differs from the diag- 
nostic or medical model, in which the 
pathological process is identified and 
treatment prescribed. Hither of these 
two approaches may become important 
in the management of specific cases, but 
only within the broader framework of 
negotiations with the patient as a custo- 
mer. 

In this paper, after reviewing the 
literature on patient expectations and 
patient requests, we will describe a classi- 
fication of patient requests that we have 
observed in our clinic population. We 
shall then describe the implications of 
using these requests in providing service 
to our customers. Finally, we will at- 
tempt to show that the formulation of 
the patient as a customer provides a 
broad framework for working with all 
patients and that this formulation leads 
to improved clinical practice. 


REQUESTS VERSUS EXPECTATIONS 

Patient requests, apparently not de- 
scribed as such in the literature, are 
closely related to the concept of patient 
expectations, Expectations differ, how- 
ever, in that they represent the anticipa- 
tion of roles, techniques, duration of 
treatment, and outcome.* These expec- 
tations may be based on wishes, fears, 
or even stories from friends. Requests, 
on the other hand, represent hopes or 
desires. 

The literature on those aspects of ex- 
pectations that are comparable to our 
use of requests is a part of the broader 
attempts to study expectations of psycho- 
therapy in lower-class patients and the 
relationship of therapist-patient congru- 
ence of expectations to continuance in 
psychotherapy. These studies will be 


874 


reviewed briefly to determine the various 
requests that have been observed. 
Heine and Trosman 12 separated pa- 
tients according to whether they wanted 
medicine or diagnostic information ver- 
sus advice or help in changing behavior. 
Overall and Aronson, 20 in studying 
expectations of patients of lower socio- 
economic classes, used five categories 
described by Hollingshead and Redlich.* 
By means of a questionnaire, they deter- 
mined whether the patient expected the 
therapist to be active in instructing the 
patient, medical in focusing on organic 
or physical problems, supportive in bol- 
Stering the comfort of the patient, passive 
in leaving the direction of the discussion 
to the patient, or psychological in focus- 
ing on emotional and dynamic material, 
Apfelbaum,1 using a Q-sort analysis, 
divided patient expectations of рговрес- 
tive therapists into three types: nur- 
turant, model (well adjusted), and criti- 
cal. Garfield and Wolper 8 determined 
whether patients were oriented towards 
an etiology that emphasized previous life 
experiences and a preference for psycho- 
therapy or a medical approach such as 
drugs. Goin et 419 Similarly separated 
patients according to whether they ex- 


understanding or by Passively seeking 
pills or advice, In Kadushin's Studies,15 
the patients responded by questionnaire 
as to whether they wanted help in under- 
Standing themselves or help in changing 
someone else, Borghi,‘ in examining pre- 
mature terminations in therapy, observed 
five categories of expectations: 1) un- 
realistic expectations; 2) expectations of 
advice; 3) expectations that Something 
be done about the Spouse; 4) expecta. 
tions concerned with an answer to the 
question, “Am I mentally ill?”; and 5) 
vague or non-existent expectations, He 
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concluded that there is a need to deter- 
mine the full range of patient expecta- 
tions in a variety of populations and their 
changing nature through time. 


CATEGORIES OF PATIENT REQUESTS 

To determine what our clinic’s cus- 
tomers want, we asked 200 patients the 
following questions: 

1. Why did you come to the clinic? 

2. Why did you decide to come today 
instead of last week or next week? 

3. What do you hope the clinic can 
do for you? (What are your wishes? 
What do you want to accomplish?) 

4. What do you think is the cause of 
your difficulties? 

5. If you had not come for help, what 
do you think would have happened 
to you? 

Sometimes the first question was suffi- 
cient to elicit the request, but more often 
two or three questions were necessary. 

Patients are often reluctant to ack- 
nowledge what they feel they need. This 
reluctance may be interpreted as a result 
of their unconscious needs, but we be- 
lieve that more Often the patient is 
afraid of being thought silly or unreason- 
able. He may see the clinic as an adver- 
Sary with the power to withhold what 
he wants. These fears, we believe, are 
Well founded in view of his prior experi- 
ence with “agencies.” Considering this 
reluctance, we asked the above five ques- 
tions with persistence and compassion, 
and attempted to communicate to the 
Patient that it is not only all right for 
him to say what he wants but that it is 
crucial for us to know, if we are to help. 

On the basis of our clinical evaluations 
of 200 interviews, confirmed by two sub- 
sequent years of experience in the clinic, 
We evolved fourteen categories of patient 
requests. The Tequests are described in 
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such a way as to provide a common 


ground of communication between pa- 
tient and therapist. In other words, they 
are meant to be clinically useful to the 
therapists and respectful of and under- 
standable to the patient. 

During the course of the interview, 
the average patient made approximately 
three separate requests. In most in- 
stances, however, а single dominant re- 
quest could be determined. 

The requests are grouped below ac- 
cording to whether the patient is seeking 
a person who is supportive, а psycho- 
therapist, or a physician, Future studies 
using factor analytic techniques will at- 
tempt to validate these groupings. 


BE A SUPPORTIVE PERSON 

CoNrRoL (Please take over): The pa- 
tient is afraid of being overpowered, 
overwhelmed, and losing control. He is 
placing himself in the care of a profes- 
sional who he hopes will have the physi- 
cal or psychological strength to protect 
him from some feared end. The patient 
literally says, “Please take over.” Most 
commonly he is afraid of hurting himself, 
hurting someone else, or “going crazy.” 

REALITY CONTACT (Help me know I 
am real): The patient wants the profes- 
sional to help him maintain contact with 
reality. He may find himself socially 
isolated and in need of sensory input 
to help him keep his bearings. This situa- 
tion may occur when one has few social 
contacts or when the contacts are not 


` familiar (a “straight” person trying to 


live in a hippie society or a foreign stu- 
dent unfamiliar with his new surround- 
ings). A borderline or reconstituted psy- 
chotic patient, after a stressful experi- 
ence, may want to reaffirm his sanity by 
talking to a sane person. Although most 
patients who want reality contact simul- 
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taneously ask for control, most patients 
who ask for control are not asking for 
reality contact. 

SUCCORANCE (care for me): The pa- 
tient feels alone, empty, hungry, or 
drained. He wants the professional to 
give him something. Specifically he asks 
for love, sympathy, caring—something 
to fill the emptiness. 

INSTITUTIONAL CONTACT (Always be 
there): This patient comes into the clinic 
from time to time to say hello to the 
secretaries or to let the doctor know how 
he is doing. He has a special concern 
that the hospital have his chart, which 
contains his life story and symbolizes 
his continuity with the hospital. Regard- 
less of the patient's specific request, the 
underlying theme is the need and desire 
for institutional contact—that this is his 
place. Often he does not say specifically 
what he wants except that he "just 
dropped by to say hello" or ask a ques- 
tion. He may use a request for medica- 
tion as a reason for his visit. The patient 
requesting institutional contact may be 
diffusing his request for succorance and 
reality contact from a particular person 
to the institution. One such patient stated 
his intent to send a Mother's Day card 
to the Massachusetts General Hospital. 

ConFEssion (Take away ту guilt): 
The patient needs to discuss something 
about which he feels guilty. He is not 
looking for a way to change or stop 
what he is uncomfortable with or 
ashamed of. He is more apt to seek 
reassurance that he is still human and 
respectable. He wants to be forgiven. 
This kind of patient feels that he can go 
to no one except a doctor ог а priest; 
he may see the two as interchangeable. 
The patient may seek reassurance that 
the problem is “medical,” or at least one 
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to which no moral judgment should be 
attached. 

VENTILATION (Let me get it off my 
chest): The patient has a lot to say and 
wants to get it off his chest. He views 
himself as carrying a burden of which 
he wants to relieve himself. He often 
views the encounter as leaving his 
troubles with the therapist. The patient 
who ventilates is usually more verbal 
than patients who request primarily suc- 
corance or reality contact. Although all 
patients who want to confess also want 
to ventilate, most patients requesting 
ventilation are not requesting confession, 
. ADVICE (Tell me what to do): The 
patient requests psychological or social 
advice on issues such as marital prob- 
lems, finances, a place to live, a job, a 
Choice of a mate. The advice does not 
require medical expertise, The therapist 
is regarded as a person with either the 
wisdom or the impartiality to make the 
proper suggestion. 


BE A PSYCHOTHERAPIST 
CLARIFICATION (Help me put things 
in perspective): The patient’s request to 
Speak with the mental health profes- 
sional is a conscious wish to sort out 
conflicting ideas and emotions that Over- 
whelm and confuse him, He hopes that 
the clarification will enable him to put 
things in perspective, make a decision, 
or "feel better.” He usually anticipates 
a brief contact with the therapist. 
INTRAPSYCHIC (I want psychotherapy): 
The patient comes for therapy to gain 
Some insight or understanding into his 
problems. He believes that "talking ther- 
apy” is the treatment of choice and as- 
sumes that an understanding of current 
and past behavior and emotions is an 
essential part of the treatment. The pa- 
tient hopes that this understanding or 
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insight will resolve his conflict and lead 
to more fulfillment in life. In contrast 
to the patient requesting clarification, 
he usually anticipates a relatively long 
period of treatment, and he is familiar 
with the treatment process of “long term 
psychotherapy.” He often has friends or 
relatives “in therapy.” 


ВЕ A PHYSICIAN (AUTHORITY Е) IGURE) 
MEDICAL (I need a physician): The 
patient views the clinic and mental health 
professional in the traditional medical 
role. He often seeks a physician in prefer- 
ence to other clinic personnel, He wants 
the physician to do something to him 
(prescribe medication, give ECT) to 
alleviate his state of discomfort, He may 
ask for a diagnosis, a Prognosis, or medi- 
cal advice. Often associated with these 
requests is a belief that his problem is 
similar to a medical illness, that it is 
perhaps a life-long affliction he shares 
with parents or relatives, that it is gen- 
erally unrelated to emotions and social 
situations, that the illness is generally 
beyond his control that he basically 
suffers from a "nervous condition." 
ADMINISTRATIVE REQUEST (1 need 
your legal powers): The patient's primary 
aim is to use the administrative or legal 
power of the psychiatrist or clinic to 
help him in his life situation. He may 
Say many things about his emotions or 
his sex life, but this is usually an attempt 
to please the professional. It is often not 
until the end of the interview that the 
patient states what he wants. Included in 
this category are requests for disability 
assistance, legal assistance, therapeutic 
abortions, methadone maintenance, meal 
tickets, transportation, permission to 
drive and letters to draft boards. 
Sociar (Do it for me): The patient 
Views his emotional difficulty as a result 
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of current relationships in his life. His 
problem is what the other person, usually 
a spouse or parent, is or is not doing 
to him. He wants the clinic to use its 
authority to intercede for him and help 
change the strained relationship. He is 
appealing to the social rather than the 
legal authority of the clinic for help. 


OTHER CATEGORIES 


COMMUNITY TRIAGE (Tell me where 
I can get what I need): The patient comes 
to the clinic to gain information about 
where to go to satisfy his varied needs. 
For him, the clinic may be the most ac- 
cessible resource to help him find out 
how to contact the appropriate commu- 
nity agency. 

Norum (I want nothing): Patients 
who state they want nothing constitute 
a heterogeneous group. They may be 
brought to the clinic against their will; 
they may be psychotic; they may be 
reluctant to state what they want; they 
may even be in the wrong clinic. 

Previous studies reviewed above de- 
scribed expectations or requests We 
would include under the categories of 
medical, advice, social, intrapsychic, 
clarification, or nothing. Except for the 
general term "support," there is no men- 
tion of the requests. of reality contact, 
control, confession, ventilation, succo- 
rance, institutional contact, administra- 
tive request, and community triage. 
There are some probable reasons for 
the absence of many of the requests we 
have described. First, investigations were 
conducted in clinics where psychotherapy 
was the only treatment offered and where 
patients select themselves for psycho- 
therapy. Second, it was more important 
to determine the frequency of non- 
psychotherapy expectations than to de- 
termine specific expectations or requests. 
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Therefore, it was not the purpose of 
these studies to determine all the re- 
quests of their patients. Consequently, 
questionnaires with limited choices were 
employed. The present study, on the 
other hand, was conducted in a walk-in 
clinic of an urban general hospital where 
heterogeneous patients are made to feel 
they may make a wide variety of requests 
and where the staff feels it is clinically 
appropriate to respond to many requests. 


CLINICAL CONSIDERATIONS 


It has been our experience that the 
majority of patient requests are reason- 
able and that it is good clinical practice 
to satisfy them. When it is not appropri- 
ate to satisfy the request, the therapist 
must still know what it is the patient is 
asking for if negotiations are to con- 
tinue. These points will be elaborated 
upon below: 


A. DIAGNOSING THE REQUEST 

It is essential that the therapist learn 
what the patient wants early in the in- 
terview. It is equally essential that the 
patient know that the therapist is aware 
of the request. Only then is there rap- 
port so that business can be transacted. 
If the therapist does not know the re- 
quest, an otherwise sophisticated, dy- 
namic interview will be irrelevant: 
“Those questions you asked about my 
sex life sure were interesting, Doc”, the 
patient said politely after forty-five 
minutes. “Now will you sign this form 
so I can get a driver’s license?” 

Two examples illustrate the impor- 
tance of learning the patient’s request: 


EXAMPLE 1: A 56-year-old married male pre- 
sented with a five-month history of depressive 
symptoms following the death of his brother. 
The depressive syndrome was of the endoge- 
nous type. He appeared not to have ex- 
perienced a normal grief for his brother. 
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clearly communicate a non-judgmental 
attitude, The patient who wants reality 
contact cannot tolerate a passive ther- 
apist; he must know what the therapist 
is thinking and feeling in response to 
what he says in order to check out his 
own thoughts and feelings. The patient 
who requests succorance needs consider- 
able activity in a form he will perceive 
as giving, feeding, filling up. Each of 
the four requests, therefore, requires 
varying quantities and qualities of ther- 
apeutic activity. 


B. HIERARCHIES OF REQUESTS 

We have observed that a patient's 
dominant request frequently changes 
during the course of several interviews 
or occasionally during the same inter- 
view. The shift seems to be progressive 
(from sicker to healthier for that pa- 
tient) when the initial request is appro- 
priately handled. 

For example, a patient requested 
control: “Things are so bad, I am afraid 
I am going to hurt myself. Please stop 
me.” After the patient felt in control, 
she requested succorance: *[ feel so 
empty and drained. That is why I felt 
like taking my life. Do something for 
me. Give me something.” Having been 
given to by the therapist, the patient 
then made a social request: “I wish you 
could tell my husband not to hold down 
two jobs. I feel so drained without his 
help.” In this instance the requests pro- 
gress from control to succorance to 
social. 

In a second example, a young man 
in a hypomanic state requested control: 
«pm afraid I am going off again. Do 
something.” Two weeks later, after 
treatment with phenothiazines, the pa- 
tient returned with a medical request: 
«Т have the same problem as my father. 
Since taking lithium, he has not had 
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a high for two years. Do you think lith- 
jum would help me?” The requests pro- 
gress in this instance from control to 
medical. It appears that in many clinical 
situations, if the therapist works at the 
patient’s level of request without be- 
coming overly ambitious, the patient will 
signal when he is ready to progress to 
a different set of issues. 

In a reciprocal fashion, failure to re- 
spond to a request may lead to negoti- 
ations over a regressive (from healthier 
to sicker for that patient) request. For 
instance, if the therapist fails to meet 
the request for reality contact, he may 
soon have to respond to a patient out 
of control. The phenomenon of regres- 
sive requests is easily observable in chil- 
dren. The child moves towards the par- 
ent with outstretched arms, wanting to 
be picked up and held for only twenty 
seconds before squirming to be put 
down. If the parent fails to respond to 
his need or request, he will then have 
to answer to the demands of a scream- 
ing, inconsolable child. 


C. THE CLINICAL FORMULATION 

It would be a mistake to assume that 
diagnosing and responding to the pa- 
tient’s request offers a simplified or ab- 
breviated way of understanding the pa- 
tient, although it oftens simplifies the 
treatment. The concept of patient re- 
quests, to the contrary, adds a step to 
the case formulation, For, in addition 
to assessing the clinical facts from a 
multidimensional point of view (6.8, 
medical, social, intrapsychic), the ther- 
apist now has to consider the request 
of the customer. 

For example, the patient suffering 
from a depressive syndrome is con- 
ceptualized from a medical perspective: 
Is a malignancy causing his illness? 
What about thyroid malfunction? Is 
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there a family history of depression? 
What are the chances of achieving a 
response to antidepressant medications? 
The patient is simultaneously conceptu- 
alized from an intrapsychic perspective: 
Did the symptoms begin on the anni- 
versary of mother’s death? How did the 
patient mourn mother’s death? What 
was the relationship of patient to 
mother? What is the quality of the pa- 
tient’s object relations? A simultaneous 
conceptualization proceeds from a so- 
cial perspective: Has there been a change 
in the patient's social situation that has 
“caused” or made him vulnerable to 
depression? What is the wife’s role? 
Can his social situation be changed? 

The therapist assimilates this data, 
always looking for points of therapeutic 
leverage. But instead of presenting his 
recommendations to the patient, he 
must first come to terms with the pa- 
tient's request. Is the patient asking for 
control so he will not kill himself? Does 
he want the therapist to intervene in the 
marriage? Does he want the therapist 
to tell the neighbors to stop calling him 
a sinner? Does he want help working 
out his unresolved grief? Does he want 
a referral to another psychiatrist nearer 
to his home? Does he want the doctor 
to treat his nervous condition? When 
the therapist attempts to treat the pa- 
tient without understanding and ac- 
knowledging the request, the therapist 
often finds himself without a patient. 
The patient is then declared “unmoti- 
vated” for treatment. 

Taking into account the patient’s re- 
quest, added to the data obtained from 
а multidimensional formulation, the 
therapist must exercise clinical judg- 
ment in choosing from several treat- 
ment options: 

1. The therapist can agree with the 
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patient as to the appropriateness of the 
Tequest and give the patient what he 
wants. (“You are suffering from a nery- 
ous condition. I will prescribe a medi- 
cation that I expect will help.") 

2. The therapist can respond to the 
presenting request in the hopes that the 
patient will move to a progressive set 
of requests, (He satisfies the request 
for control by providing either hospital- 
ization or frequent visits, Hopefully, the 
therapist will be able to help the patient 
Progress from control to a “healthier” 
Social, intrapsychic, or medical request.) 

3. The therapist may try to convince 
the patient that the presenting request 
is not therapeutically useful and that 
he should consider another request. 
(The patient presents with the social 
request: "Please tell the neighbors to 
stop calling me a sinner.” The therapist, 
believing the request to be part of a de- 
lusional System, does not satisfy the re- 
quest. Depending on the clinical situa- 
tion, he may try to convince the patient 
that a medical point of view is most 
useful and that drug treatment is indi- 
cated, or, using an intrapsychic frame- 
work, he may try to help the patient 
come to terms with his own feelings of 
being a sinner, feelings he projects onto 
the neighbors.) 

4. The therapist may decline to help 
because the request is clinically inappro- 
priate and the patient will accept noth- 
ing else; or the therapist may be unable 
to respond to a legitimate Tequest be- 
cause resources are unavailable. 


D. THE UNMOTIVATED PATIENT 

In traditional outpatient psychiatric 
Clinics, patients may be called “un- 
motivated" if they do not accept the 
recommended treatment of psychother- 
apy. In terms of patient requests, all 
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patients are motivated for treatment 
unless they want nothing. When the 
therapist’s offer of psychotherapy (in- 
trapsychic) is refused by a patient who 
wants reality contact, there may be a 
legitimate difference of opinion. There 
seems no point in ascribing pejorative 
terms to the patient (too passive, not 
insightful, unmotivated) out of the ther- 
apist’s frustration. 

Clinicians also deal with the problem 
of unmotivated patients in managing 
psychotherapy waiting lists and in in- 
tensive psychotherapy. It has been ob- 
served that 30%-50% of patients are 
either unavailable or no longer inter- 
ested in treatment after being placed on 
a psychotherapy waiting list." 20,21 Тһе 
patient is then declared unmotivated. 
We believe that what commonly hap- 
pens is that the patient originally came 
in asking for relief from distress, not 
for the specific treatment modality of 
psychotherapy. He was most likely in а 
crisis and wanted some of the supportive 
requests, such as succorance, ventila- 
tion, and reality contact, so that he 
could mobilize his own resources to 
cope with the crisis. The evaluating 
therapist, with his “blinders fixed” so 
that he could only hear the intrapsychic 
request, took note of the intelligence, 
youth, and attractiveness of the patient 
and put him on the psychotherapy wait- 
ing list. During the two- to three-month 
wait, the patient dealt with the crisis 
in a healthy or pathological manner and 
then declined the treatment he never 
wanted. 

Tf such patients begin psychotherapy, 
the treatment often flounders. The grati- 
fying progress that psychotherapists ob- 
serve in patients who are committed to 
intensive reconstructive psychotherapy 
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may never come to pass because the 
patient is using the relationship to sat- 
isfy other requests. The therapist seems 
bewildered over the seeming lack of the 
right kind of progress, and he attempts 
to explain the difficulty as problems 
of transference ог countertransference. 
Lack of congruence of requests between 
patient and therapist might offer a more 
parsimonious explanation. 

We believe there are a group of pa- 
tients who initially present with some 
of the supportive requests but can even- 
tually make use of intensive psycho- 
therapy. These patients can only be en- 
gaged in psychotherapy after the initial 
requests are met. 


E. CLINIC INNOVATIONS IN THE 
LIGHT OF PATIENT REQUESTS 


During the past three years, our clinic 
has attempted to improve the delivery 
of service by providing “group therapy” 
in the waiting room on selected days, 
before the patient is seen individually, 
and by providing six-session crisis group 
therapy for some patients following the 
first individual interview. The results 
have been generally favorable. Much of 
what occurs during these group activi- 
ties can be explained in terms of patient 
requests. 

While waiting for the first individual 
interview, the patient may join a group 
of five to eight other patients and family 
members, led jointly by а psychiatrist 
and a social worker. The average stay 
in the waiting room group is one-and- 
a-half hours, although the actual dura- 
tion depends on how busy the clinic is 
that day. As one outcome of the waiting 
room group, the patient states that he 
feels better, does not need to see the 
doctor, and leaves. (If the patient has 
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been carefully triaged before he enters 
the group, or if the patient is known to 
the clinic, his leaving may be supported 
by the staff.) In the context of patient 
requests, we may say that the group has 
provided what the patient asked for: 
succorance, confession, ventilation, in- 
stitutional contact, etc. 

As a second outcome of the waiting 
room group, a patient may present to 
the individual therapist, following a 
group experience, with a healthier re- 
quest than he initially brought to the 
group. For example, a sixteen-year-old 
boy came to the group asking for noth- 
ing. His parents, who believed the son 
had a problem, subsequently joined the 
group, and a lively interchange ensued. 
After an hour, the parents and the pa- 
tient were able to see that there was a 
communication problem among the three 
of them. When the son saw the ther- 
apist, his request had changed from 
nothing to social. “Would you help 
them, too, so we can talk better to each 
other?” 


F. THE EFFECT ON THE THERAPIST 
Identifying and working with patient 
requests has increased morale amongst 
the therapists in our clinic. They feel 
there is now some rational way of un- 
derstanding what seemed like a diffuse 
barrage of demands. The demand, now 
called request, becomes something to be 
understood and worked with. It is no 
longer an irritating contaminant of the 
pure study of the neurosis, nor a fright- 
ening threat to be cut off or forestalled, 
but the job to be done. Often what the 
patient wants is more modest than what 
the therapist previously felt he needed 
to do. It is invariably less than the ther- 
apist previously imagined the patient 
wanted for himself. After all, patients 
do not usually want to be cured of them- 
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selves. They only want to feel better. 
Paying attention to the request, there- 
fore, provides not only greater customer 
satisfaction but a greater sense of right- 
ful accomplishment on the part of the 
helper. Even when optimal treatment 
might entail a progressive shifting to 
four separate requests, satisfying only 
the presenting request because of time 
limitations is still meaningful to the pa- 
tient, In sum, the concept of the patient 
as a customer with legitimate requests 
better enables the helper to help. 


CONCLUSIONS 


Following Hollingshead and Red- 
lich’s Social Class and Mental Illness,“ 
published in 1958, a series of studies 
explored the relationship between psy- 
chiatric clinics and patients of the lower 
socioeconomic class. Implicit in most 
of these studies is the idea that clinic 
treatment is equivalent to individual 
long-term psychotherapy. These studies 
described dropout rates of over 50% 
after the first interview. The patients 
seemed to want the therapists to give 
practical advice, medications, and 
warmth—expectations that clearly dif- 
fered from those of the therapists.” 19, °° 
Subsequent studies confirmed that the 
early dropout rate was associated with 
a lack of congruence between what the 
patient wanted from the therapist and 
what the therapist thought he should 
provide.“ 12 These results were used to 
implement better screening procedures 
so that those patients who could not use 
psychotherapy would not be offered 
treatment. As an alternative to reject- 
ing the patient, some investigators Sug- 
gested that the patient change his role 
and attitude so that he would be more 
receptive to the treatment being of- 
Тегеб 15,19 
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Since publication of the Hollingshead 
and Redlich book, psychotropic drugs 
have become а major part of psychi- 
atric treatments family therapy and 
group therapy have found their useful 

laces in clinical psychiatry; exploring 
and changing the patient's social field 
have become cornerstones of social and 
community psychiatry; crisis theory and 
the practice of brief therapy have cap- 
tured the interest of traditional psycho- 
therapists; and the treatment of symp- 
toms by behavioral techniques without 
reference to their underlying causes is 
becoming а respected part of clinical 
psychiatry. 

In short, psychiatry has become plur- 
alistic and eclectic. It is apparent that 
we have changed; we have not changed 
the patient. From our broader perspec- 
tive, we can NOW begin to take seriously 
what the patient wants. 
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youth themselves 
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people have consistently been distrusted 
by the young, 
tempting to set directions for social policy. 

Keniston, 
Feinstein book, describes the set of histori- 
cal and social circumstances that has given 
rise to a new recognition of adolescence 
and youth as distinct parts of the life cycle. 
Adolescence has now become an important 
its own 
right, separate from childhood and adult- 
in the Offer book, 
discusses the Sociological forces that take 
Over when a new field is identified. A 
professional Organization arises (in this 
case the American Society for Adolescent 
Psychiatry), which then sponsors publica- 
i the Offer and the Feinstein 
books). In order to increase its legitimacy, 
the Society sets out to develop training 
standards for the new specialty (printed 
in both books); it then identifies those of 
high expertise, 
each other authoritatively, 

One of the characteristic features of the 
study of adolescence is that one can focus 


I th a minimal amount of empirical 
information, Follow-up studies are still 
Tare in this area. Little is known about 
What happens to adolescents of various 

as they enter early adulthood and 


later life. This ig Particularly true of ado- 
lescent girls, 
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Despite the sparsity of clinical research, 
many mental health professionals have not 
hesitated to speak with authority, basing 
their conclusions more often on their own 
personal values (often unrecognized) than 
on any concrete evidence. In the three 
psychiatric books, few of the writers refer 
to our gaps in knowledge, and even fewer 
to where we should direct our efforts for 
further understanding. One sees very little 
of the humility that not only goes into good 
research, but is also an important element 
of good clinical work with young people. 

I do not want to infer that these books 
lack concern. Josselyn’s book, written as a 
contribution to the Joint Commission on 
the Mental Health of Children, is particu- 
larly sensitive and exudes the warmth for 
which she is noted. The cases in the Fein- 
stein book are often well presented and 
clinically very interesting. There are also 
many ideas worth thinking about presented 
by Blos, Offer, and others. But one won- 
ders, for example, why only thirteen pages 
in the Josselyn book are devoted to the 
late adolescent when this period has be- 
come an important issue in our current 
social scene. Why is it also that most of 
Josselyn’s references are at least a decade 
old? Indeed her book could have been 
written some twenty years ago, and 
shows how little impact the work of the 
last two decades has had on psychiatric 
thinking. Likewise, the Feinstein book— 
although it states, “The purpose of this 
publication is to explore adolescence as а 
process” with an emphasis on the con- 
tributions of many disciplines to under- 
standing young people—turns out to have 
so narrow a scope as to have no references 
to Charles Reich, Thomas Cottle, Paul 
Goodman, Robert Jay Lifton, Robert 
Coles, Seymour Halleck, or Theodore 
Lidz. There is only one reference to Edgar 
Friedenberg and one to Keniston (other 
than his own article). 

The disappointment in the psychiatric 
books continues as one goes further and 
further. One sees reprinted the hostile 
psychoanalytic interpretations of Bettel- 
heim, (Bettelheim’s chapter and that of 
many others in the Feinstein book have 
been reprinted from journals and books; 
one wonders why the editors chose not 
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to reprint any of the articles by Erikson.) 
Continually, explanations of social in- 
volvement are made in terms of personal 
motives, with little understanding of the 
role of the psychiatrist’s own personal 
values in his interpretations. Why is it, for 
example, that most radical adolescents are 
seen, often in absentia, as motivated by 
early infantile needs, while the conserva- 
tive adolescent has no such pre-oedipal 
motives? It would be unfortunate if psycho- 
analysts’ lack of awareness of their own 
personal and political motives ends up dis- 
crediting the highly significant contribu- 
tions they have made and can continue 
to make to the understanding of young 
people. 

There are some minor differences of 
opinion among authors in the Feinstein 
book, But what stands out is how few 
major disagreements there are, and how 
the articles all seem to fit the same frame- 
work, that of a classic psychoanalytic ap- 
proach. Is the field that sure of itself, 
or is this general agreement among authors 
a sign of how the field successfully uses 
denial as a defense? 

There are, indeed, attempts to question 
the relevance of some psychiatric knowl- 
edge or psychiatric techniques to certain 
situations (more in the Offer book than 
in the other two). Thus, Minuchin writes 
about his family approach and Kahne dis- 
cusses the role of the psychiatrist on the 
campus. These psychiatrists found them- 
selves in settings in which classic ap- 
proaches were inadequate, and they have 
responded by attempting to change some 
of their techniques. But why is there so 
little on families, on communities, and on 
social institutions? Are they not relevant to 
intrapsychic functioning? Are we still 
rigidly separating the intrapsychic and the 
interpersonal? 

Josselyn, Bettelheim, and others at times 
seem to see the relevance of the adapta- 
tional aspects of ego-functioning in the 
resolution of adolescent developmental 
tasks. Sometimes they casually remark on 
how certain experiences can help the ado- 
lescent develop sublimations to aggression, 
dependency, and sexuality. But they have 
in no way integrated the child development 
research on coping, or attempted to suggest 
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ways in which social Teality can assist the 
adolescent in working out for himself 
(sometimes with only minor professional 
involvement) many of his developmental, 
and even some of his earlier problems. 

Major omissions can be seen by just 

viewing the indexes. Feinstein’s book, the 
most comprehensive in trying to be devel- 
opmental, as well as clinical, has six refer- 
ences to masturbation, none to work or 
employment in adolescence; fantasy has 
twenty references, but there are no refer- 
ences to Vista or the Peace Corps, legal 
rights, the Women's Movement, Hot Lines 
and other adolescent-initiated service pro- 
grams, the destructiveness of poverty on 
adolescent development, ог minority 
groups in our society and identity forma- 
· tion. One cannot help but compare these 
volumes to that of Caplan and Lebovici 
(Adolescence: Psychosocial Perspectives, 
New York: Basic Books, 1970), which 
despite its superficiality in Spots, has an 
infinitely broader Sweep, is more challeng- 
ing, and far more innovative. (The Caplan 
and Lebovici 
psychiatric meeting, 
Association of 
Child Psychiatry and Allied Professions.) 
i the three books contrast 
markedly with the recent excellent and 
well balanced collection Of papers on 
early adolescence published by the Ameri- 
can Academy of Arts and Sciences in its 
journal Daedalus. 

As impervious as the Psychiatric volumes 
ate to the social realities, and as limited 
and colorless as they are (one can only 
wonder from these volumes if adolescent 
already suffer from 
» the White House 


Presented. Minority views Were respected, 
with one caucus Teport written in Spanish. 
The material bristles with excitement as 
one reads on, sometimes agreeing, some- 
times disagreeing, but always thinking 
about how youth of all kinds (some even 
coming from correctional institutions, some 
on welfare, some arch Conservatives) were 
able to join adults in active problem-soly- 
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ing. The depths of the current discontent 
among the young people of this nation can 
be seen in the strong recommendations in 
the final report, which was the synthesis 
of the divergent views of a carefully se. 
lected representative sample of the youth 
of the United States. Clearly it is not a 
minority of youth that are disillusioned, 
The final words of the preamble are almost 


poetic: 


Out of the tage of love for the unimplemented 
principles we here assert, we challenge the 
Government and power structures to respond 
swiftly, actively, and constructively to our 
proposals. We are motivated not by hatred, 
but by disappointment over and love for the 
unfulfilled potential of this Nation. 


One of the recommendations of the Con- 
ference was that there be more frequent 
conferences of this type (one in each 
Presidential term), setting a model for 
active youth involvement with adults on 
à Federal level in a number of ways. 
Unfortunately, the recent White House re- 
action to the Conference Report has been 
to reject this suggestion and to urge young 
People to express themselves through the 
ballot box, an area that has already been 
а source of frustration to many who have 
attempted to do so, (We all remember 
What took place in Chicago in 1968!) 
The Federal agencies that have seen the 
Teport unfortunately have also reacted de- 
fensively, rather than thinking about ways 
in which the ideas could be translated into 
new and creative programs. There is one 
bright light, however, Recently, NIMH 
has Supported a small number of youth- 
initiated programs that were reviewed by 
young people. To the Surprise of some, the 
youth involved in the research grant re- 
view did such an Outstanding job that the 
Program has now received wide NIMH 
Interest. The White House Conference on 
Youth has started a process that can cer- 
tainly serve, with adequate follow-up, as 
a way of breaking the alienation young 
People are feeling toward the social system. 

Psychiatrists and other mental health 
Professionals play a role in setting the 
directions for Programs in this area? Not 
9n the basis of the three volumes under 
review, 


f 
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quoted in one of the books 
d contemporary 


Despite their const 
the three psychiatric books @ 
ference Report, 
hand, seems to 


Milton F. Shore, Ph.D. 
1 Health Study Center 


National Institute of Mental Health 
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THE ANTI-AMERICAN GENERATION 


Edgar 7. Friedenberg, 


Chicago: Aldine. 277 РР. $5.95 (paper 


lection of loo: 


the critical issues. 


the rationalistic 
as the problem. 
are not divided on à 


still exhibit the 
that hold little 
f us. Moreover, 


soldiers and police 
has defined moral 
t only of its 
ht add, but 0 
healers, planners, 


sensitivity (по 
soldiers, I mi 
sional teachers, 


ministrators) 85 the mark of maturity. 
The mainstream—liberal and enlightened 
social scientists included—feels it is wrong 
to antagonize, to risk being ineffective 


indignation ог to deny an ultimate faith 
in technical control and mastery- 

It js not possible to appreciate fully 
what the counter-culture js about without 
appreciating the historically unique aspects 
of the larger society. The shared faith in 
technical rational solutions can permit ex- 
treme de-personalization—even brutality 
and genocide—with no more than а dif- 
fuse and fleeting sense of responsibility 
and abhorrence. Тһе extent to which the 
hippie drop-out is in fact a sage is given 
by the very fact that the hubris of the 
technical machine and its corporate back- 
ers knows no limits, permits no sages, no 
non-team players. 

Articles by Simon and Trout and by 
Bennet Berger miss the significance of the 
mainstream stagnation їп interpretation of 
youth by focusing only on the hippies 
themselves. Yes, when you look at them 
they are in transition, particularly with 
regard to political participation; they do 
suffer as well as gain from their hang- 
loose spontaneity and their repeal of the 
Protestant ethic; certainly their morality 
is neither entirely new, nor, in practice, 
utopian. But their forms speak in а new 


Hippies Someday") comes closer to the 
main point—that the young counter-cul- 
ture is experimenting with what may be 
the new forms necessary to save the society 
from three of its most basic dilemmas: 
compulsive consumption, passive spectator- 
ship, and the time scale of experience. By 
demonstrating the possibility, even the 
joy, of living for less, and by showing that 
doing, creating, performing spontaneously 
and with normal talents, can be reward- 
ing, the counter culture speaks to aspects 
of the life experience denied by society. 
Even the spectator pattern is greatly 
changed, as seen in Horowitz's study of 
the new music. 

"Тһе time scale of experience relates to 
relationships between human behavior and 
its goals or rewards. Contemporary society 
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has long time spans and rather complex 
linkages between behavior and the far- 
off goals that 
Unlike learning to whistle, 


is that these ultimate long-term values 
the present ex- 
perience but have come to be suspect on 
their own. What has long range rational 
planning produced—H-bombs, pollution, 
inequities, and a host of bureaucratic and 


sities) that must be 
funding and by restraint, 
member in a universi 
obviously degenerating, I have mixed fee]. 
ings about Riesman's Critique, The 
versity has obviously 
license for Suppression and 
given the Reagan administration by young 
confronters, On the other hand, the uni. 


While the university has n both 
Political protest and the Counter-culture 
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by creating student ghettos, i 
institution epitomized what 
is about, denying its diffuse Tesponsibilitie 
for counter insurgency and bacteriological 
warfare research behind the di | 
Visible curtain of academic freedom. It ha 
been training the experts and weeding oy 
the sages for “ultimately correct” Purposes 
—knowledge, objectivity, planning for hu: 
man betterment, etc. That young people 
are desensitized and mistreated in le 
Process (even in their housing plans, ag 
der Ryn's article) 
however, much to the point of why 
university may deserve its fate, 


ty. This permits a wide net 
Of approved Sanctions against the hippie 


. The book ends 
118 With the military. wir the men fight- 
ing, With the ROTC Programs, and with 
the army defectors to Canada and Sweden. 
To the extent that 

© Test of the volume it is in the point 
that they make Collectively, that apart from 
the Protestors, deserters, and 
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field in which one unique insight may 
prove of greater value than any systematic 
account, the book offers а number of very 
important ideas about the strange new 
generation we have spawned. 


Marc Pilisuk 
University of California 
Berkeley, Calif. 


MARIJUANA AND PERSONALITY 
CHANGE 


Jess R. Lord 


Lexington, Mass.: D. С. Heath & Со. 1971. 144 
рр. $12.50. 


ON BEING STONED: 
A Psychological Study of Marijuana 
Intoxification 


Charles T. Tart 


Palo Alto, Calif.: Science and Behavior Books. 
1971. 333 pp. $7.95. 


MARIJUANA RECONSIDERED 
Lester Grinspoon 


Cambridge, Mass.: Harvard University Press. 1971. 
443 pp. $9.95 (paper, $2.95). 


Since the mid-60s, when marijuana use 
came “їп,” reports have abounded de- 
scribing a variety of personality changes 
and ascribing them to the use of that drug. 
The reasoning is simple. Joe Smith used 
marihuana (anywhere from once to sev- 
eral times a day for years) and now seems 
less interested in his work and in getting 
ahead, or seems more interested in inner 
experience, sometimes mystical or reli- 
gious experience. Ergo, "the reason" for 
this change, the cause for this effect, is 
the marihuana use. Before the 60s, the 
same reasoning Was applied to "prove" 
that marihuana use resulted in violence 
and heinous crimes, despite the obvious 
tranquilizing effect of the drug. The latest 
book to follow this line of argument is 
Marijuana and Personality Change, by 
Jess R. Lord. Dr. Lord broadens the areas 
affected by marihuana use to include con- 
tact with reality, overt anxiety, depression, 
excitement, social adjustment, and per- 
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sonal adequacy. The author takes the frank 
position "that it is desirable when people 
manifest certain characteristics and un- 
desirable when other traits are present” 
(p. 42). And he finds, somewhat sadly, 
that those who use marihuana are consid- 
erably more likely on MMPI (Minnesota 
Multiphasic Personality Inventory) scales 
of measurement to have undesirable traits, 
such as more bizarre and unusual thoughts; 
phobias; obsessions and compulsions; sus- 
piciousness; emotional excitement; and 
flight of ideas. (There is little material in 
this small book to allow the reader to judge 
for himself the extent to which he would 
agree that all those responses are indeed 
undesirable.) Dr. Lord pays little atten- 
tion to the set of young people taking com- 
plex psychological tests when they are high. 
‘And he pays no attention to the influence 
of the larger social setting, a society that 
declares marihuana use illegal and users 
social deviants. He confidently implicates 
the drug qua drug as the causative agent. 
The author does cover himself in one 
paragraph (pp. 107-8) by listing a num- 
ber of questions raised by the social and 
psychological | set of users. Immediately 
after raising these questions, which mostly 
have to do with alienation, he answers the 
legitimate question—if the effects are as 
bad as his research indicates, why are so 
many people using it?—by quoting E. R. 
Bloomquist. Quoting Bloomquist as an 
unbiased authority on marihuana use is ap- 
proximately equivalent to quoting Timothy 
Leary. Neither of these men make any 
pretense of objectivity. Bloomquist thinks 
marihuana use is an unqualified evil, and 
Lord quotes a series of stories in which 
users believe they have had profound 
revelations under the influence of this 
“powerful” drug, only to awaken the next 
day to find they have written "what a 
stench" and the like. The tone of these 
stories and Lord's presentation of them 
make the marihuana user appear to be 
an intoxicated idiot who abandons reason 
and judgment when he takes a “hit.” 
Quite in contrast to this pomposity is 
the tone of On Being Stoned, by Charles 
T. Tart, and Marijuana Reconsidered, by 
Lester Grinspoon. These books present 
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Very different approaches to the marihuana 
issue, being similar only in their excellence 
and, in my opinion, their objectivity. Tart’s 
book, a research study on marihuana in- 
toxication, invites direct comparison to 
the Lord study, Grinspoon has achieved 
a tour de force by covering the psycho- 
logical, physiological, and social effects of 
marihuana in one volume, neatly tracing 
What is known about the drug through 
history into the present without for an 
instant losing our interest, Neither of these 
books "decides" what marihuana "does" 


riods Baudelaire was 


the time, 
drawn for his mate- 


а particular 
ing. Rather, 
he permits us to hear the story from as 
many vantage points as Possible, so that 
multi-faceted 
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“as explorers 
of the marijuana State and then systemati- 
cally collected, compared and analyzed 
their reports” (p. xiv), The questions he 
asked concern the nature of the marihuana 
experience, not whether it is a good or bad 
thing or whether it has a good or bad 
effect. In fact, Tart, at the beginning 
his book (p. 12), explicitly points out that 


make hı 


Hence, Tart joins with Grinspoon and, 
this reviewer to hold 
effects of Psychoactive 


a е n Being Stoned is the 
ation and analysis of i- 
enced marihi ыо i hel 


that participation in th б. 
imally ing study would min. 


as hostile. The sub- 
thorough cata- 


f 


aly 


à 


uM 
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smell, space/time matrix, paranormal per- 
ceptions, social interactions, sexuality, 
memory, thought, 


` body, sense of identity, spiritual ехреп- 


this reader, at least, to conclude with Tart 
that most effects are potential effects rather 
than inherent properties of the drug itself 
(p. 285) and that this study describes the 
range of potential effects. That is, Tart 
finds that cause, in the sense of marihuana 
smoking being considered the common 
factor, can lead to very different effects 
under different conditions. One conclusion 
of Tart's study might well be to say that, 
under Lord's experimental conditions, 
Lord could easily get the results he got 
without its indicating Very 
the results being the effect of marihuana 
per se. 

Grinspoon, in his last two chapters, con- 
siders the campaign against marihuana and 
the question of its Jegalization, and he im- 
plicitly raises questions about the effect 
of straight-line cause-and-effect thinking. 
He recognizes that the public reaction to 
marihuana has been characterized by ех- 
cessive emotion and that we must take 
this hyperemotionalism into account when 
we consider changing the current legal 
situation about marihuana. 


dilemma: 
pert" to believe? I think, 
and Grinspoon, that the 
of marihuana use are small indeed com- 
the social costs of branding 
so many of our young people as deviants, 
wasting so much police time on victimless 
crime, and creating à prohibition-like dis- 
respect for our Jaws and social institutions. 
Farly in this review I described Tart’s and 
Grinspoon’s books as 
this is simply my bias. Clearly D' 
also thinks of himself as objective. He 
joints out in his introduction that unfor- 
tunately people are categorized as fore 
or “against” marihuana, and he indicates 
that he does not wish to be placed їп a 
category. But his book will certainly be 
used to point up the dangers of marihuana. 
In my opinion, sustaining the cause-and- 
effect reasoning presented in the Lord 
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book is hard to justify in the light of the 
findings in the other two books and in 
other recent work emphasizing the power- 
ful influence of set and setting on drug 
response. 

Ав a final caveat, both the Tart and 
Grinspoon books are fluently and directly 
written, without jargon, while the Lord 
pook is a maze of MMPI findings that 
took infinite patience for the reader to de- 
cipher. 

Norman E. Zinberg, MD. 
Cambridge, Mass. 


DYNAMICS OF INSTITUTIONAL 
CHANGE: 
The Hospital in Transition 


Milton Greenblatt, Myron К. Sharaf, Evelyn М. 
Stone 


Pittsburgh: University of Pittsburgh Press. 1971. 
260 pp. 58.95. I 
The new community health system of America 
cannot be built in a leadership vacuum ... 
In the face of sharply expanding expectations, 
trained manpower lags far behind; and able, 
creative administration seems to be the pri- 
mary need everywhere . . . We rarely have 
consciously trained executives in the same 
way that we have trained psychotherapists 
2..1п industry, by contrast, there is far more 
recognition and reward for the role of the 
administrator, for profits and competition have 
raised his function to a critical significance. 
(p. 239-240) 


Social conditions do indeed determine 
consciousness. 


Sharaf and Mrs. Stone addressed Dynamics 
of Institutional Change, а gap underscored 
by the Carnegie Foundation report on the 
growing role of the medical school as à 


delivery systems, 
across the country 
training programs in 
health administration. 

This slim volume provides an excellent 
textbook for a practicum jn mental hospital 
administration. It is neither a cookbook of 
recipes for handling administrative prob- 


by 2 burgeoning of 
health and mental 
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lems, nor an abstract presentation of or- 
ganization and management theory, but 
something in between, perhaps a litte closer 
to a “how to” than to a “how come” book, 
immensely practical, and yet relating the 
events at the Boston State Hospital from 
1963 to 1967 to a framework of broad 
concepts about hospital administration. 

The principal areas of change described 
by the authors include improving the rela- 
tionships between the hospital and the 
communities surrounding it (the consumer 
community, the academic community, the 
political community, and the public at 
large); broadening the range of treatment 
approaches; unitizing the hospital along 
geographic lines; introducing new service 
categories (an adolescent service, and a 
rehabilitation service); enhancing the roles 
of various categories of volunteers; en- 
larging the base of residency training be- 
yond intensive one-to-one psychotherapy; 
and developing a strong research cadre 
and, through their efforts, infusing a re- 
search orientation through all the clinical 
services. 

In each instance, the script is fairly con- 
sistent. The villain is resistance to change, 
deriving from a variety of sources—loss of 
status or power, fear of the loss of jobs 
and/or security, and fear of the new, of 
change per se. Patterns of resistance de- 
scribed vary from overt opposition to, 
more frequently, subtle passive-aggressive 
delaying tactics. The process of overcoming 
resistance to change rests on the judgments 
of the executive with regard to the selection 
of priorities concerning the direction of 
change, the rate of change, the selection 
of middle-management leaders as change 
agents, and the promotion of a high level 
of involvement and participation by the 
largest number of staff members to insure 
the maximum in effort and creativity. 

The book has weaknesses, some of which 
are major. While there are passing refer- 
ences to the role of non-professionals, the 
bulk of the discussion is devoted to the 
conversion of the professional staff by the 
activities of key professional change agents; 
the book does not deal at all with the 
institutional racism of public mental hos- 
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pitals, most striking in urban institutions 
like Boston State. The professional staff 
members are overwhelmingly white; the 
non-professional attendant staff, in closest 
daily contact with patients, is black or of 
a Spanish-speaking minority group. To 
effect significant institutional change with- 
out the informed participation of the non- 
professional staff is simply not possible; 
to train the minority group staff for roles 


as active members of therapeutic teams is , 


a vast undertaking, fraught with complex 
administrative difficulties; and most diffi- 
cult of all is to then integrate the trained 
paraprofessionals into harmonious partner- 
ships with the higher-status, higher-paid 
professionals (some of whom are not nearly 
as effective), all the while keeping lines 
to further training and professional careers 
open to the most capable trainees. Dr. 
Greenblatt does not touch on this complex 
of very crucial issues. 

While it is of the greatest value to have 
the concrete experiences of change in this 
particular institution detailed for us, the 
specificity of the experience is also а 
limitation. The really fundamental shift 
involved in the Boston State transition was 
from a narrow approach to the treatment 
of acute psychotic patients via psycho- 
therapy to a broader, eclectic approach 
that included a wide range of sociothera- 
pies as well as a more intensive and 
knowledgeable use of psychoactive drugs. 
This is not the problem in the vast majority 
of mental hospitals, where the transition 
required is from custodia] care in geo- 
graphically remote, security-conscious for- 
resses to active treatment and a commu- 
nity orientation. The problems in the two 
transitions no doubt overlap considerably, 
but they are different. Adding family ther- 
apy to an ongoing program of psychother- 
apy generates different administrative prob- 
lems and evokes different resistances than 
introducing active therapeutic intervention 
into a leaden custodial system. The latter 
was, of course, simply not the problem 
confronted by Dr. Greenblatt. 

One shortcoming likely to plague all 
who attempt contributions to the field of 
institutional change is that there are too 
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few guidelines for judging which of many 
forces operative at any time are responsible 
for the course of a program of change. Dr. 
Greenblatt (pp. 75-85) feels that pro- 
longed discussion of a major change, in 
this instance the geographic unitization of 
the hospital, was valuable (though he does 
acknowledge that much of the initial delay 
was due to his own uncertainty about the 
wisdom of the change, and that 4... once 
administration’s convictions had hardened 
in favor of unitization, it would have been 
wiser to proceed more rapidly”). The 
unitization of Bronx State Hospital, at 
about the same time, was accomplished 
with virtually no preceding agonizing de- 
bate and with entirely manageable anxiety 
and resistance on the part of the staff op- 
posing the change. Our experience has 
been that delay in implementing a planned 
change is more likely to generate and 
maintain divisiveness than to bring about 
greater unity; once there is assurance of 
the necessary support, the most rapid im- 
plementation of the planned change gen- 
erally achieves the most rapid re-unifica- 
tion of a divided staff. 

One point must be made without the 
restraints inherent in Dr. Greenblatt's 
writing about himself as leader—the cha- 
risma of the administrator in charge of 
the changing institution is a key ingredient 
in the dynamic forces and counterforces 
at. work. Milton Greenblatt is a superb 
clinician and clinical researcher, a pas- 
sionate seeker of excellence in the public 
mental health arena, and a warm and 
friendly human being. How much of the 
success of the institutional changes de- 
scribed was due to the nature of this man 
as leader is incalculable. 

In the net, again, this is an excellent 
book. It should be on the "must" list of 
every hospital administrator. I wish it had 
been available when I became a hospital 
administrator. 


Israel Zwerling, M.D., Ph.D. 
Director, Bronx State Hospital 
Professor and Executive Chairman 
Albert Einstein College of Medicine 
Bronx, N.Y. 
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ON THE PSYCHOLOGY OF WOMEN: 
A Survey of Empirical Studies 


Julia A. Sherman 


Springfield, Il.: Charles C Thomas. 1971. 304 ` 


pp. $13.50. 


PSYCHOLOGY OF WOMEN: 
A Study of Bio-Cultural Conflicts 


Judith M. Bardwick 


New York: Harper & Row. 1971. 242 pp. $7.95 
(paper, $3.95). 


Human psychology depends largely on 
social experience and training. In our cul- 
ture, where boys and girls are taught ap- 
propriate male-female behavior from in- 
fancy, it is difficult to isolate traits without 
cultural reference. Although innate traits 
exist, their ultimate effect upon behavior is 
complex and difücult to determine. It is 
important to know whatever science can 
teach us about male-female difference, but 
society and not "science" will ultimately 
determine our psychology. 

Women today are suffering from culture 
lag. Our psychology was created by formu- 
las for behavior developed over a long 
period of time during which a woman's 
ability to bear and nurture children deter- 
mined her social role. Society is changing 
more quickly than we can change. An in- 
dividual's capacity to bear and rear chil- 
dren is much less socially important than 
it was in the past, and so our social role 
is changing. Since it is now socially desir- 
able to control conception, for the first 
time in history reliable methods of concep- 
tion control have been developed. The 
psychology of women (and of men, too) 
will thereby be radically altered. Think how 
differently Tess of the D'Ubervilles would 
have behaved if she had been able to secure 
an abortion! Traditions linger; changes in 
masses of people are necessarily slow, and 
they are more likely to be found in the 
young than in those of us who grew up 
and were trained under different condi- 
tions. 

In spite of the importance of the social 
determinants of gender role, the biologic 
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dimension must be given due consideration. 
Last year, the publishers were giving us 
books that analysed the condition of 
women from a political and sociologic 
viewpoint. Now it is the turn of the biolo- 
gists. Anatomy is fate, they argue, not in 
Freud’s meaning, but because women are 
born with an anatomic and physiologic 
equipment that is responsible for their 
passivity, for their lack of aggression, and 
for other distinguishing psychologic charac- 
teristics. 

These two books explore this point of 
view. Each was written by a woman psy- 
chologist and each covers somewhat similar 
material, reviewing the experimental evi- 
dence for male-female differences and 
agreeing that there are indeed psychological 
differences related to genetic sex. However 
the authors differ somewhat in their esti- 
mate of the importance of this inborn 
difference in determining behavior. 

From the moment of conception, each 
human cell contains a chromosome that 
distinguishes it as male or female. As the 
fetus develops, the reproductive system 
is laid down and the characteristic structure 
is built so that, by the time the infant is 
born, sex differences exist for almost every 
physical variable. Girls are lighter, shorter, 
have less musculature, and their hormonal 
balance differs. Above all, the female is 
programmed into a continuing growth pat- 
tern that will ensure her capability for child 
bearing. Along with these anatomic charac- 
teristics there also appear to be some that 
are psychologic. The difficulty is to deter- 
mine whether any are inborn, or whether 
all are the complex product of learning 
and social conditioning as they affect the 
organism. 

Dr. Sherman’s book, as indicated by 
its subtitle, proposes to review all the 
scientific evidence that contributes to our 
understanding of women. She starts with 
a brief description of the biology of sex 
differences and a summary of studies 
showing psychological sex differences. Two 
chapters are devoted to Freud's theory of 
femininity and one to other theorists. 
Chapters are devoted to adolescence, cyclic 
changes, female sexuality, pregnancy, and 
motherhood. There are twelve chapters in 
all, and summaries of dozens of studies. 
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In her review of research, Sherman notes 
that women subjects have been generally 
neglected on the assumption that psycho- 
logic findings in men will be duplicated 
in women. She also notes the striking 
paucity of data on such peculiarly feminine 
problems as.pregnancy, menopause, and 
post-partum psychoses. Fifiding a dearth 
of scientific data to substantiate psycho- 
analytic theory, she states that “the evi- 
dence suggests that it is misleading and 
almost totally false.” 


Research confirming or refuting psychoana- 
lytic theory seems to have been spinning its 
wheels these many years, and meanwhile 
psychoanalytic concepts have become accepted 
as mental fixtures in the minds of much of 
the reading public. (р, 246) 


Of psychological differences between male 
and female she finds strongest evidence for 
an innate factor in physical aggression 
which is strongest in males. 

While agreeing that “cultural factors 
have been demonstrated to contribute to 
sex difference in intellect, dependence, 
aggression and emotionally,” Sherman 
makes little mention of sociologic or an- 
thropologic findings that have indicated 
psychological differences among women 
that are related to class, ethnic group, and 
culture. The author herself reports on the 
findings of psychological studies without 
consideration of the social context in which 
they were made. The fact that most of the 
studies discussed were made in the United 
States within the last twenty years and 
with white, middle-class subjects should 
make one cautious in accepting their find- 
ings as general for all women at all times 
and in all places, 

In spite of the book’s almost encyclo- 
pedic design, there are other omissions. 
The question of female homosexuality is 
hardly touched on. The evidence for or 
against a maternal “instinct” is dismissed 
with the phrase “mom is likely to remain 
indispensible.” There is an excellent index 
and a full bibliography within the area 
of the author’s interests. 

Dr. Bardwick’s book, written in a lively 
and personal style, is full of reference to 
the author’s own opinions and experience. 
Phrases like “I think,” “I believe,” “I 
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suspect” abound. Her children and her 
patients have their place along with reports 
of research. While reporting on many 
experimental studies, the author's point of 
view is primarily clinical. 

Like Dr. Sherman, Bardwick finds psy- 
choanalytic theory and research inade- 
quate. Her own point of view is expressed 
as follows: 


The sexual identity of the human child and 
adult is not determined by his sex hormones 
or his reproductive system alone. The pre- 
dispositions to sexual identity originating in 
biologic forces are a part of a self-aware 
human being who more or less conforms to 
accepted cultural norms and who has in- 
ternalized the cultural values into his indi- 
vidual psyche. No one of these factors will 
by itself determine identity; in a very real 
way they interact. But it is important to 
realize that sexual identity does have origins 
in early constitutional factors, and that ex- 
periential factors are not solely responsible 
for its development. (p. 98) 


It is her contention that feminine psy- 
chology is primarily genetic and only sec- 
ondarily reinforced by cultural tradition: 


To the extent that there are physical contribu- 
tions to the psychological development of 
human beings, there is likely to be a limit 
upon changes in the characteristic distribution 
of traits that can be wrought by different 
socialization practises. Neither the extent of 
the physical contribution nor the variability 
that socialization can effect are presently 
known. Thus far in history the overwhelming 
majority of cultures have socialized their 
children in such a way that original differ- 
ences between the sexes are maximized. Si- 
multaneously it is obvious that cultures have 
needed the products resulting from activity 
directed outward, of achievements resulting 
in things, and have rewarded those who 
possess these qualities and increase these con- 
tributions. De facto this means that both the 
personality qualities and the activities that 
are characteristically and traditionally male 
have been held in the highest esteem. The 
derivative of this has been that both the 
qualities and the activities characteristic of 
females have been denigrated. (p. 216) 


Bardwick’s book makes interesting and 
sometimes stimulating reading; she cites 
many studies, but the reader should bear 
in mind that the author gives at least equal 


weight to her own clinical observations 
and impressions. 

There is a full bibliography, organized 
by chapter subjects, but the index is inade- 
quate. The publisher should be compli- 
mented for making this book available at a 
relatively modest price. 

It may well be that “differences between 
the sexes have early genetic origins and 
that these constitutional dispositions are 
responded to differentially by a particular 
culture according to the values of that 
culture” (Bardwick, p. 12). But the values 
of a culture develop out of social elements 
—particularly the ways in which members 
of that culture live, produce, and distribute 
the products of their labor. These basic 
elements are changing in our society, and 
with them family, parenthood, relations 
among people, and the psychology of 
women and men are changing too. 


Helen Wortis, M.S. 
Brooklyn, N.Y. 


PROGRESS IN GROUP AND 
FAMILY THERAPY 


Clifford J. Sager and Helen Singer Kaplan, eds. 
New York: Brunner/Mazel. 1972. 935 pp. $25.00. 


If you are up-to-the-minute on the status 
of group and family therapy, then read 
no more—for in that unlikely case, you 
don’t need this book. However, for those 
of us more on the mortal side, this is an 
inordinately useful compendium of de- 
velopments in the following areas: major 
forms of group therapy; the varied ap- 
proaches to family therapy; treatment of 
marital and sexual problems, and of such 
special and diverse groups as schizo- 
phrenics, the aged, adolescents, delinquents, 
and homosexuals; and in the application 
of group process to a half-dozen or so 
social movements, such as staff training 
in community mental health. 

The aim of the editors is to inform. 
They take no sides; they make no extrava- 
gant claims; and when they reveal the 
dramatic increase in experimentation with 
diverse methods of helping people, they 
are frank in reporting a paucity of evalua- 
tive studies. There is so precious little in 
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the way of controlled studies that (one 
could conclude) even in the improbable 
circumstance that anyone had found “the 
key,” we wouldn’t know it. Sager and 
Kaplan put the case for eclecticism this 
way: 


Indeed, the multicausal view of psychopathol- 
ogy renders orthodoxy or commitment to any 
one treatment approach untenable. 


The book is encyclopedic in size and 
scope, but not in style. It is designed to 
provide a substantial understanding of the 
state of the art to both professional and 
beginner. The introductions to the book 
itself and to each of the major units are 
valuable in their own right. The editors 
have made it their business to inform the 
reader of the major concepts of each of 
the approaches represented in the book. 
For example, the first part, on group ther- 
apy, consists of four sections with an in- 
troduction to each: The first is on group 
process, with an emphasis on general sys- 
tems theory which serves as a framework 
through much of the book; the second is 
on analytic approaches; the third focuses 
On new approaches, including gestalt, trans- 
actional analysis, and the behavioral meth- 
ods; the fourth is on small groups, par- 
ticularly the use of the encounter, The 
introductory materials will be welcomed 
especially by students, as well as by those 
experienced practitioners who have not yet 
had occasion to become acquainted with 
fundamentals of the newer approaches. As 
an illustration, the editors give three pages 
to gestalt therapy, covering the concepts 
of personality and psychopathology, the 
therapeutic technique, comparison with 
other approaches, and group applications. 
This summation prepares the reader for 
subsequent chapters, such as that on the 
use of dreams in gestalt therapy. 

The vast sweep of the book provides 
a perspective on the creative ways in 
which groups have been put to use during 
the ferment of the last decade or so. For 
those of us—and there are many—dissatis- 
fied with human services today, and bitter 
at the national priorities that lend too little 
support to reckoning with mental health 
problems, it is good to get a corrective 
against despair, good to know how many 
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colleagues have been designing new treat- 
ment methodologies and refining old ones. 
The troubles, we know, are not for lack of 
new ideas or of courage to chart new path- 
ways. These new routes lie between the 
secure and now shallow shoals of orthodox 
practice (unsuited to the service of the 
many) and the shimmering coral reefs of 
the faddists, the crusaders, and—worse yet 
—of the headline-hunting exploiters of 
human misery. The editors navigate a 
course between these two. 

Encounter probably ranks highest among 
recent developments in the applied be- 
havioral sciences that are subject to abuse. 
There is hardly a popular periodical that 
has not featured it at least once. Touch, 
nudity, and urban versions of rolling in 
the hay appeal to the prurient if not the 
mental health interests, and they increase 
circulation—but at a cost to professional- 
ism. Nonetheless, the press generally re- 
ports only exaggerated versions of what is 
being offered the public, The three chapters 
that deal directly with encounter groups 
(another five chapters devote sections to 
them) present a clear picture of the con- 
troversial procedure. Stotler describes the 
use of the marathon. Parloff, in a fine 
example of objectivity on a subject that 
stirs passions, analyzes the encounter 
group’s actual and potential contributions. 
Finally, Yalom and Lieberman report on 
their assessment of encounter group casual- 
ties. It is sobering to learn that almost 
ten percent of the research popuation of 
170 suffered adverse reactions after par- 
ticipating in encounter groups, and illumi- 
nating to find the leadership qualities that 
interact with two other variables to produce 
those reactions. 

The reviewer of a book of 52 chapters 
almost invariably refers to unevenness of 
quality. Not so. With what must have been 
painstaking care the chapters were com- 
missioned (as some were) or selected 
from journals (as most were) to let us 
have a total picture and make our judg- 
ments about groups today. If some chapters 
Stand out more than others, it is partly 
due to individual taste. 

The 200 pages on family therapy consti- 
tute by themselves a book on that subject. 
Among the papers are a very practical one 
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on symptoms from a family transactional 
viewpoint (Fromo); two on the ecological 
approach (both Auerswald and Minuchin 
and Barcai); another on an unorthodox 
view of taking-sides in family therapy 
(Zuk); and one on mechanisms of change 
in multiple family therapy (Laqueur). 

Among the chapters in the 130 pages 
on marital and sexual problems is that 
on the marital contract (Sager et al). Here 
is an example of the pragmatic value of a 
new concept—the use of the conscious and 
the unaware conceptions of role and ex- 
pectations each mate has of the other. 
Other chapters equally useful to the prac- 
titioner are Stuart'S on operant-interper- 
sonal treatment for marital discord, and 
Masters and Johnson’s on rapid treatment 
of sexual dysfunctions. 

The final part of the book goes beyond 
therapeutic goals. A case in point is Christ- 
mas’s chapter on adapting group processes 
to the operation of a community mental 
health center in Harlem. Another is a set 
of chapters, one on the destructive use 
of group process in the morale building 
session for Charlie Company on the eve 
of the My Lai massacre (Rabkin), an- 
other on the constructive use of groups 
in raising women’s consciousness (Gor- 
nick). An invaluable review by Gladfelter 
of his choice of the best of available 
training films in group and family therapy 
concludes the book. 

One can carp about any book; this one 
too, but not about very much. Where is 
radical psychiatry, as for example the work 
of Claude Steiner, one of its leading pro- 
tagonists? Or did his writings and others 
in that movement postdate the manuscript 
of this book? Where is the index? But then 
the editors have provided cross-references 
for each unit, and the logical organization 
makes the topics relatively available. 

These are modifications the editors can 
bear in mind when they prepare the next 
edition of what is likely to be a popular 
series on progress in group, family, and 
social therapy. For it is difficult to be 
exercised over the color of the bottle when 
the wine is vintage quality. 

Milton Schwebel, Ph.D. 
Rutgers University 
New Brunswick, N.J. 
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CRISIS OF FAMILY 
DISORGANIZATION: 
Programs to Soften Their 
Impact on Children 


Eleanor Pavenstedt and Viola W. Bernard, eds. 


New York: Behavioral Publications. 1971. 183 pp. 
$5.95. 


This book might well have been entitled, 
Current Crisis in the Delivery of Mental 
Health and Social Services, despite its pri- 
mary focus on the pervasive effects of 
family disorganization. Initially these 
papers were presented at the New York 
State Fifth Biennial Divisional Meeting of 
the American Psychiatric Association in 
November 1967. 

Although the book is published approxi- 
mately four years from the original pre- 
sentation, the problems it elaborates are 
still, regrettably, of current concern. The 
book is divided into three sections: Par- 
ents with Mental Illness; Parents Under 
Unmanageable Stress; and Programs to 
Assist Parents. 

The treatment of severely disturbed 
parents, the effect of this emotional dis- 
turbance on the family, and ways in 
which community resources can be mo- 
bilized to meet the needs of such families 
are well described in the first section, The 
reader is challenged in order to meet the 
goals of our community mental health 
effort, to reach out and identify with total 
community service networks. 

In the second section, our attention is 
drawn to the influences of our social in- 
stitutions and agencies and their failure 
to prevent child abuse and total family 
alienation. Alienation is defined as a neces- 
sary reaction to survive the realities of 
lower social class living. 

The final section describes an array of 
specific services that can be implemented, 
and offers an excellent description of com- 
munity factors that can interfere with pro- 
gram development. 

In summary, crises in family disorgani- 
zation are covered in great detail despite 
the size of the book. A broad spectrum 
of problems and programs aimed at inter- 
fering with the viscious cycle of family 
and community disorganization is de- 
scribed and reviewed. Though at times 
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Sections of the book may seem to the 
reader disjointed, the various topics are 
connected by the overall theme of service 
for the family in crisis and the desperate 
need for inter-program community col- 
laboration. 

The content of this book is 
the community mental health movement 
with its still unmet goals of comprehen- 
sive care for the family. The particular 
focus on mother-child relationships per- 
haps could be expanded to include the 
Tole of the father in problems of family 
disorganization. The failure of community 
agencies to work cooperatively, the failure 
of professionals to move beyond narrow 
professional definitions, and the failure 
of social institutions to minimize family 
dysfunction are well documented in this 
book. The suggestions for future program 
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planning and the descriptions of innova- 
tive programs now in operation are en- 
couraging. 

The reader, however, is left with the 
awesome realization that it is not the pro- 
grams that fail but we the professionals! 
In our inability to agree and to work co- 
operatively in the implementation of pro- 
grams for families, we make the major 
contribution to what appears to be frag- 
mented, defensive, and impotent gestures 
for service. This message, so well dealt 
with by the authors, needs to be expanded 
and given greater prominence in our pro- 
fessional literature, This book is disturb- 
ing but powerful reading, 


Harold A. Goolishian, Ph.D, 
Margaret Sheely, MSW. 
University of Texas Medical Branch 
Galveston, Texas 
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BUSINESS MEETING 


The business meeting of the American Orthopsychiatric Association convened on 
Wednesday, April 5, 1972, at the Pontchartrain Hotel, Detroit, Mich., with Eli M. 
Bower, Ed.D., presiding. 


The report of the minutes of the 1971 business meeting, as published in the October 
1971 issue of the American Journal of Orthopsychiatry, was approved without change. 


DECEASED MEMBERS 
Silent tribute was paid to the members who had died during the year: 


Nathan W. Ackerman, M.D. 1938 Maurice Levine, M.D. 1941 
James Benjamins, Ph.D. 1953 Seymour L. Lustman, Ph.D., M.D. 1960 
Guinevere S. Chambers, Ph.D. 1968 Berry C. Marshall, M.D. 1933 
Franklin С. Ebaugh, M.D. 1929 1. Arthur Marshall, M.D. 1963 
Mary L. Gorton, M.D. 1949 Donald B. Meier, M.S.W. 1967 
Gordon A. Grossman, M.D. 1970 Pedro Meza, M.D. 1960 
Harold W. Keely, Ph.D. 1960 Frederick L. Patry, M.D. 1932 
Murray R. Kovnar, LL.B., Ph.D. 1961 Lydia Rapoport, M.S.S. 1948 
Erwin M. Laibman, M.S.S.W. 1959 Elsa B. Redlich, M.D. 1948 


NEW OFFICERS AND DIRECTORS 


Officers elected for 1972-73 were: Julius A. Richmond, president-elect; Shirley Cooper, 
vice president; Vera S. Paster, secretary. Elected to the Board of Directors were: Paul 
L. Adams, Orville Brim, Richard Ward, Claire Fagin, and Jane Kessler. 


REPORTS OF THE: COUNCILS 


Council chairmen who were present reported on current activities of the AOA Councils, 
Task Forces, and Study Groups. 


Children and Youth Issues: Jane Kessler reported that the efforts of the Council have 
been devoted largely to issues of day care, both in the organization of day care centers 
and in efforts towards achieving needed legislation in this area. The Study Group on the 
Mental Health Aspects of Day Care Centers, chaired by Christopher Heinicke, has 
prepared a program, including a position paper on principles of proper day care. A 
newly established Task Force on the Legal Rights of Children, chaired by Abe Novick, 
has been involved primarily with adolescents, particularly in the areas of delivery. of 
care to delinquents and of the juvenile court structure. à 


Council on Social Issues: Herman Schuchman commented on the desire expressed by 
Ortho members to involve themselves in issues year-round, rather than just at annual 
meetings, and the need for a mechanism to implement this desire. He went on to report 
that the Study Group on Mental Health Aspects of Aggression, War, and Violence, 
in addition to sessions planned for the present meeting, had presented a session at the 
American Association for the Advancement of Science meeting the previous December 
in Philadelphia, and would be presenting another at the next AAAS meeting, this coming 
December in Washington. The Study Group on Teaching About Mental Health Aspects 
of Aggression on the College Level is continuing to prepare sessions and other activities 
in the furtherance of its goals, while another group is working on integrating mental 
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health concepts and principles into the curriculum on the pre-college level, and is a:- 
tempting to develop a pilot project іп the area. Another aspect of the Council's work 
has been a series of sessions at the past several Ortho meetings devoted to the effects 
of violence on children, 


Council on Research and Clinical Services: Alan Wade, interim chairman, cited the 
activity of the Council’s Task Force on Research, Task Force to Survey Services to 
Veterans, Study Group on Services, and Study Group on Pre- and Paraprofessionals 
and New Careerists. He reported on the work of a Study Group on Malnutrition, which 
is preparing a research report focusing on protein and caloric deficiency; it includes an 
annotated bibliography on the impact of such insufficiency on the growth and develop- 
ment of children, and pinpoints some of the gaps in available research. A Study Group 
on Early Childhood Programs has produced a nine-page survey of research that contains 
a brief bibliography and recommendations for continuing action on the part of the 
Association, 


POSITION STATEMENT ON CHILD DEVELOPMENT BILL 


A part of the report of the Council on Children and Youth was a Position Statement 
on the Child Development Bill. Copies of the statement were available, and the position 
paper and the circumstances surrounding it were discussed by Jane Kessler. She noted 


trol.” This last point, Dr. Kessler noted, was most pernicious, day care being represented 
as “sovietization” of American children, and a means of undermining the family, 


Comments and suggestions were invited from the floor, and it was proposed that the 
Association adopt a Strong position on the whole question of universal early child develop- 


lower than that for day care under Title 4(a) of the Social Security Act. He pointed to 


Association broaden its concern t 
entire area of child development, and that in calling for a day care bill COD dien 


It was then suggested that While we do need day care, the bill j i 
7 К Я In question may not have 
contained enough money to do an adequate job, and that it may be better to Кузго bill 


than an ineffective one. Costs of transportation in rural areas, it was pointed out, 
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would be so high that either a great many children would have to be denied coverage 
or the overall quality would have to be lowered. 


The next speaker expressed support for the Position Statement, but urged stronger action. 
It was suggested that, as professionals, we have a tremendous input on issues of these 
kinds, and that our potential power and influence in support of such programs are not 
being fully exercised. The question was raised: what action could the Association take 
in addition to issuing a position statement? 

А motion was made from the floor, That the presidential candidates be asked to state 
their positions on specific areas of child care and comprehensive health services. Dr. Bower 
called for a straw vote; the motion was approved unanimously. 


It was suggested from the floor that the Association actively seek to bring or participate 
in court action on behalf of children. Another speaker proposed that the research skills 
of the membership be marshalled in an effort to evaluate current government programs 
іп the area of child care, The focus of such efforts should be on determining how effec- 
tively funds are used in the direct betterment of the welfare of the children for whom 


they were intended, and how much is siphoned off into administrative and bureaucratic 
structures, 


Another speaker urged that the Association take care not to fragment its efforts, that a 
broad, inclusive approach be adopted, so that in the process of endorsing something that 
we approve we do not unwittingly ignore other equally pressing needs; too often, it was 
suggested, to push for a program to include certain children means to exclude other 
children in the process. 


A suggestion was made that members mobilize within the areas of their own States to 
press legislators, and that a concerted effort to organize campaigns of letter-writing to 
influence legislation could be most effective. Another speaker from the floor suggested 
that the Association attempt to ally itself with other organizations seeking similar goals. 
And a third member urged that, rather than just writing to congressmen, effort be made 
to support legislators favoring positions we have taken, by providing expert testimony 
that can become a part of the Congressional Record. 


Speaking from the floor, Julius Richmond, Association president-elect, expressed approval 
that the discussion had emphasized comprehensive child care and not just day care. 
He reminded the meeting that the legislation that was vetoed was a comprehensive child 
development bill, and that while the press highlighted the day care provisions, a much 
more significant feature was the intended establishment of child development councils 
in communities at the local level, which would try to establish some sets of priorities 
in relation to meeting the needs of all children in the community. Since resources are 
not going to be infinite, the important thing is to try to provide a mechanism whereby 
not we alone as professionals, but we in concert with citizens in our communities, 
would define the priorities. All such bills, Dr. Richmond said, should be evaluated in 
those terms; that is, are citizens in local communities really going to have an opportunity 
to express themselves concerning the needs of children as they see those needs, and to 
develop programs that will best serve their communities? This, he said, is going to be 
the important ingredient, and it must be matched against the resources that such bills 
will make available. He noted that the day care bill did not limit its coverage to younger 
children, and that children of all ages may properly need day care. He suggested that 
adolescent programs be built into all legislation designed for children, and he reiterated 
that the important question is whether there will be a considerable degree of community 


control. 


Some of the suggestions that had come from the floor were then summarized and 
commented upon by Dr. Richmond. In relation to our communications with legislators, 
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he emphasized the importance of timing. As bills are being considered, he said, Ortho 
might be able to inform its members of the optimum time to contact representatives. 
He suggested that one Ortho member in each Congressional district be appointed to 
mobilize opinion in the community and to mobilize other Ortho members in the district 
to send communications to their representatives. 


It was then suggested from the floor that the Association select two or three delegates 
who could serve as liaison in Washington with key Congressmen involved in sponsorship 
of legislation in the area of child care. A show of hands was called for in support of 
the motion. 


A motion was made, and seconded, That the Position Statement on behalf of the Council 
on Children and Youth Issues be adopted, A straw vote was taken; the motion was 
approved unanimously. 


NEW BUSINESS 


It was suggested from the floor that the traditional single-year term of office of the 
president of the Association is ineffective, and hampers continuity of program and action, 
since the president just about gets in when he is asked to hand the gavel on to the next 
person. Consideration of a longer term for the president was called for. 


Another speaker from the floor discussed the difficulties engendered by the name of the 
Association, particularly in terms of defining the purposes of the organization. He urged 
reconsideration of the name, suggesting that the group identify itself with a particular 
purpose reflected in the name and the bylaws of the Association. 


The following resolution was offered from the floor: 


Be it resolved that we the Association go on record as offering our sincere 
thanks to the President for his very effective leadership this year and to wish 
him well in his tenure as the Editor of the Journal. 


SELECTING A 1976 MEETING SITE 


As a result of the actions of Chicago police during the 1968 Democratic convention, it 
had been resolved not to return the Association annual meeting to Chicago as long as 
Mayor Richard Daley remained in office. Opinion was expressed, however, that this 
action was ineffective, and that the Association was only hurting itself by staying away. 
In this connection, the Treasurer of the Association, speaking from the floor, pointed 
out that the best attended meetings, the ones that most profit the association, are those 
in New York, Chicago, and Washington, and that to bypass any of these cities reduces 
the gain as well as the impact of the annual meeting. 


On the other side, however, strong feeling was expressed that the commitment made 
as a matter of principle must be honored, even if it meant sacrifice for the Association. 


It was pointed out that the conditions that had precipitated thi i 
had not substantially changed. NEA EK fom "de 


A show of hands was called for to determine who would be willing to return to Chicago 
in 1976, and who would not. The vote was about evenly divided. A motion was Rade 
from the floor that, given the division of opinion, the Association not go back to Chicago, 
but consider instead meeting in a section of the country in which Ortho has never met. 
It was agreed that the Board would take into consideration the sentiment of the Business 
Meeting in determining the site for the 1976 meeting. 
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PLANS FOR 50ТН ANNIVERSARY MEETING 


Dr. Marion Langer, executive director, reported that in planning for the 50th Anniversary 
meeting of the Association, to be held in New York in 1973, it had been decided that 
rather than make the theme one of nostalgia, the program would be devoted to looking 
at current changes in our social patterns and what these imply for the structure and 
effectiveness of the mental health field. In keeping with the theme and with the occasion, 
publication of a small monograph had been proposed; this would focus on future issues, 
while employing Ortho’s experience of the past half century as a foundation. 


LIFE FELLOWS 


Certificates as Life Fellows were presented to the following members, who have served 
in the Association for 25 years: 


Edward T. Adelson, M.D. Marion P. Jenkins, Ph.D. Eliot H. Rodnick, Ph.D. 


Nathan Altrowitz, M.A. Richard Karpe, M.D. Esther K. Sarason, Ph.D. 
Eleanor M. Barnes Gisela Konopka, D.S.W. Kalman Selig, Ph.D. 
Bruno Bettelheim, Ph.D. Judith I. Krugman, Ph.D. Ingeborg B. Snyder, M.S.S. 
Rita T. Forte, Ph.D. Benjamin H. Lyndon, Ph.D.. Mildred C. Tate, M.S.S. 
Rose Fromm-Kirsten, M.D. Helen R. Marsh, M.A. Gusta P. Thaun, Ed.D. 
Harold A. Greenberg, M.D. Louise McKee, M.S.S. Annemarie P. Weil, M.D. 


Betty C. Grosberg, M.S.S. Harris B. Peck, M.D. 


TRANSFER OF PRESIDENCY 


Dr. Bower introduced the new president, Charles H. King, and turned the gavel over 
to him. Mr. King spoke briefly on the present state of the Association and of the mental 
health field, and expressed his gratitude for the support of the membership. The meeting 


was then adjourned. 


For the first time...a single sourcebook covering 
EVERY SIGNIFICANT ASPECT OF 
CHILD PSYCHOANALYSIS 


HANDBOOK OF 
CHILD 
PSYCHOANALYSIS 


Research, Theory, and Practice 


Edited by 
Benjamin B. Wolman 
Professor, Doctoral program of 
Clinical Psychology, Long Island University 
In collaboration with 


Rudolf Drelkurs, M.D. Gerald Т. Niles, М.О, 
Michael Fordham, M.R.C.P. Sally Provence, М.О, 
Maurice А. Friend, M.D. Estelle Rauch, M.S.W. 
Max Goldblatt, M.D. Nathaniel Ross, M.D. 
Maurice В. Green, M.D. Hanna Segal, M.D., Ch.B 
Saul Scheidlinger, Ph.D. 


Paul Kay, M.D. 
Humberto Nagera, M.D. 
Peter В. Neubauer, M.D. 


Foreword by Peter Blos, Ph.D. 


This is а systematic, objective, and authori- 
tativo presentation of everything meaningful 
that is known on the subject of child psycho- 
analysis. 


Although various aspects of child psycho- 
analysis have been treated in several previous 
works, this is the first book to incorporate 
every significant aspect of the subject in a 
single volume, Presenting both Freudian and 
non-Freudian techniques, the book deals with 
the subject in terms of clinical practices, de- 
scriptive data, theoretical issues, and research. 


Each chapter discusses a specific phase of 
child psychoanalysis and has been written by 
an authority in the particular branch of the 
subject discussed, The cooperative efforts of 
these distinguished professionals have pro- 
duced a work of unparalleled unity. 


The book із divided into four sections, The 
first section, FOUNDATIONS, describes in psy- 
choanalytic terms the normal and abnormal 
ME that occurs from birth to adult- 


The next section details the various TREAT- 
MENT METHOOS for infants, pre-school children, 


Jerome S. Silverman, M.D. 
John J. Sullivan, Ph.D. 


643 pages, 6x94, $18.95 


school children, and adolescents. 


The book then presents DIVERSE APPROACHES, 
describing the non-Freudian psychoanalytic 
schools—namely, those of Melanie Klein, Alfred 
Adler, Carl Gustav Jung, Karen Horney, and 
Harry Stack Sullivan, 


The final section concentrates on SPECIAL 
PROBLEMS associated with preventive methods 
and research. 


The book's discussion of mental disorders, 
social deprivation, prevention, and research 
covers new ground and throws revealing new 
light on existing issues. 


This book answers the long-felt need for a 
scientific, comprehensive, and contemporary 
‘account of child psychoanalysis and strikes 
an appropriate balance between theory, meth- 
ods, analytic approaches, and techniques. 


Here is an indispensable reference and in 
formation source for child psychiatrists and 
Psychoanalysts, clinical child psychologists, 
pediatricians, school psychologists, guidance 
Counselors, psychiatric social workers, and 
psychiatric nurses. 


ЕПА ЕКАИНАТОН- ——————————-— 


VAN NOSTRAND REINHOLD COMPANY 

300 Pike Street, Cincinnati, Ohio 45202 

Please send me Wolman's HANDBOOK OF CHILD 
PSYCHOANALYSIS (F9563-000-X) for 10 days on ap- 
proval. After 10 days | will pay $18.95 plus small 
delivery and handling cost, or return the book and 
owe nothing. 


Name 
Address__ 


вно 


SAVE! Remit with order апа Van Nostrand Reinhold 
Pays shipping and handling. Same return-refund 
guarantee. Add local sales tax where applicable. 


For price in Canada, write Van Nostrand Reinhold Ltd., 


1410 Birchmount Road, Scarborough, Ontario. 


OP-972 
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Books for 
counselors, teachers 
and therapists 


Hospital Chaplain by kennet r. мтснец. рта. 
matic true stories that illustrate the functions a chaplain in a 


modern hospital may perform during a day's work. Fascinating 
reading for pastors, theological students, or anyone, $4.95 


Acquainted with Grief by ava слмгвец. rose. 
Mature reflections that can help in facing bereavement, by a 


woman who has herself experienced the loss of a loved one and 
who knows that there are no easy answers. $4.50 


t " 
Reason in Pastoral Counseling ., pau a. 
HAUCK. A practicing psychotherapist demonstrates—with a wealth 


of case material—how a pastor can use Dr. Albert Ellis' "Rational- 
Emotive Psychotherapy" in everyday counseling situations. $5.95 


Salvation and Health: The Interlocking Processes 
of Life by JAMES N. LAPSLEY. While health does not guarantee 
salvation, the author believes there is a relationship—and shows 
how ministers can use this relationship to make their work more 
effective. $5.95 


Now at your bookstore The Westminster Press w 


Witherspoon Bldg., Phila., Ра, 19107 
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MENTAL HEALTH PROFESSIONALS— 
NEEDED IMMEDIATELY 
Established Community Mental Health Center; five services functioning; multi-disci- 
plinary approach; 6.5 million dollar Staffing Grant just funded; all services to 
expand; excellent employee benefits; urban-rural; Central Pa.: all-seasons recrea- 
tional area; “pollution-free” and ecologically sound; Starting salary depending on 
experience. 
Positions 
Chief Psychiatric Nurse 
Psychiatric Nurses 
Senior Psychiatrist 
Staff Psychiatrist 
Child Psychiatrist 


Chief Psychologist 

Research Psychologist 

Chief Psychiatric Social Worker 
Research Sociologist 


= 


м PY ы юм мд MOSS 


Qualifications Starting Salary 
MS.W. in Psy. Nursing $12,000 to 15,000 
R.N. Plus one year 7,200 to 9,200 
Pa. License; 

Board Eligible 33,000 to 35,000 
Pa. License 29,000 to 32,000 
Pa. License; one 

year in specialty 32,000 to 34,000 
PH.D. & three years 

exp. post-PH.D. 20,000 to 22,000 
PH.D. & one year 

experience 15.000 to 17,000 
М.5.М. & four years 

experience 14,000 to 15,000 
D.S.W. & one year 

experience 15,000 to 17,000 
B.A. & two years 

experience 8,800 to 9,100 
M.S.W. & two years 

experience 11,500 to 12,600 
For more information contact: Karl Miller, Administrative Director, Altoona 
Hospital CMHC, Altoona, Pa. 16603 


Occupational Therapist 
Social Workers II 


THE CHILDREN'S CENTER 


A residential treatment center for the epileptic child who has compelling emotional or social 
adjustment problems. 


It is the Ped of the Center to return children to their communities as functioning members of 


society. To this end therapy, counseling and education are combined to create a comprehensive 
approach to each child's problems. 


THE NATIONAL CHILDREN'S REHABILITATION CENTER 


Post Office Box 1260 Leesburg, Virginia 22075 Phone (703) 777-3485 
University Affillatlons: John Nardinl, M.D., Medical Director 

American Univ. Dept. of Education Evelyn Beggs, Ed.D., Education Director 

MS Resp o one ru ES An Ph.D., Director of Research 
Georgetown Univ. & Medical School rnard Haberlein, M.A., Director 


CHILD PSYCHIATRY RESIDENCIES OFFERED: 
MICHIGAN-ANN ARBOR, YPSILANTI: “Where it’s at” 
New Child Psychiatry Residencies offered in an 

Child Psychiatry, Day Treatment, Out-patient 


Program affiliated with the University of Michigan and iety of clinical settings including: $ 
munity mental health centers, guidance clinics, etc. ара tee N ble C m ша com: 


и zee М лген; Box A, Ypsilanti, Michigan 48197. Phone: 313-434-3666. An Equal 


Why whites want blacks to be 
oversexed and disruptive. 


Some unconscious motives of the black revolutionary, the white ally, the 
black who has “made it” and the black who is defeated before he starts. 

Ш How racism helps whites stay sane. 

Why the defense mechanisms that ensured black survival are holding up 
black equality. 

® What the white ethnics had that blacks haven't got. 

W Why the race problem isn't racial. 

Ш Racism in the 21st century. 

BA black psychiatrist puts the white mind on the couch, and writes an 
unexpected prescription for racial peace. 


A psychosocial analysis of American racial conflict. 
By JAMES P. COMER, M.D., Few books on racial prejudice can offer 


Associate Professor of Psychiatry, the double perspective of this uniquely 
Yale Child Study Center; | important book. Dr. Comer writes not 
Associate Dean, Yale Medical School. only as a brilliant psychiatrist and edu- 


cator but as a black man who һав-ехре- 
rienced the entire spectrum of white prej- 
udice. Stressing that the black-white 
conflict is a by-product of a malfunction- 
ing social system, he points out how the 
country's institutions are geared to pre- 
vent the changes needed for survival. But 
Beyond Black and White is not merely a 
record of disillusion and hopelessness. It 
presents a plan for changing the institu- 
tions that perpetuate prejudice. 

320 pages; $7.95 


At all bookstores 


Quadrangle Books, Inc. 
ANew York Times Company 
330 Madison Ave., New York, N.Y. 10017 


Distributed by World Publishing Company 
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New from Yale 


A Mingled Yarn 


Chronicle of a Troubled 
Family 

by Beulah Parker, M.D. Lines oH 
"А chilling intimate story of the destruction 
of a family, one that anyone interested in 
emotional health and family problems will 
find difficult to put down. Dr. Parker writes 
of a singularly fortunate family that seemed 
to have everything: background, money, 
social position. ... Yet there were skele- 
tons in the closet, and all the children were 
emotionally disturbed, one of them ulti- 
mately schizophrenic, The surviving 
member of the family, herself a trained 
psychologist; relates their story to 

Dr. Parker, .. . The result is a genuine 
psychological drama, even a thriller for the 
lay reader, that will obviously be a gold 
mine for the professional. It is very much 
the story of family life in our time, as pro- 
foundly revealing as it is compelling 
reading." Publishers Weekly $7.95 


Yale University Press New Haven and London 


THE ANDERSON SCHOOL 


Psychiatrically oriented, college prep, and general rams. Grades 8-12. Coeducational, 
year-round, residential. Guidance staff PS psychiatrist consult in use of modern tech- 
niques to further academic, recreational, and social development. Tutoring intensively 
used to solve educational imbalances. Emphasis on educational end social adaptation. 
Our primary aims are growth and personality adjustment for each student, ro 


referred during earl 1, Est. | 
аа, ring oa aA - lescence, 924. Permanently accredited by New York State 


For further information contact: David A. Lynes, Headmaster, Staatsburg, N.Y. 12580. 
Phone: 914-889-4871. 


| STAFF PSYCHIATRIST 
Тһе Clarke Institute of Psychiatry requires a staff psychiatrist to head a multi- 
disciplinary team at the Psychiatric Service serving a Juvenile and F. ‘amily Court. 
This community oriented clinic provides an innovative, integrated programme of 
assessment, consultation to community agencies, treatment and research. The 
position carries a teaching appointment in the Department of Psychiatry, 
University of Toronto. 


Excellent salary and fringe benefits. 


Enquiries to: Dr. C. G. CHAMBERLAIN, Chief of Service, Psychiatric Service of 
the Provincial Court (Family Division), 950 Yonge Street, eme 5, Ontario. 
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PSYCHIATRISTS 
Director, 


In-Patient Services: 
$26,700-$30,600 


($28,000-$32,100 effective Oct. 1972) 


Staff 
Psychiatrist: 


$24,900-$28,500 
($26,200-$30,000 effective Oct. 1972) 
Contract employment negotiable at attractive rates. 


Thistletown Regional Centre for Children and Adolescents MINIS- 
TRY OF HEALTH, is located in northwest Toronto and is an affiliated 
teaching setting for the University of Toronto and approved for psy- 
chiatric training by the Royal College. 


Services provided by the Centre include: out-patient, day and resi- 
dential treatment for children and adolescents and their families, 
community consultation and education and research. Age range 
extends from pre-school through adolescent years and treatment is 
provided for a wide range of emotional disorders. The Centre offers 
many roles for the psychiatrist and an expanding out-patient depart- 
ment will provide increased opportunities for community services. 


Applicants must have a license to practice medicine in Ontario and 
certification in psychiatry (R.C.P.S. of Canada), or comparable spe- 
cialist standing. 


Please apply to: Clinical Director, 11 Farr Avenue, Rexdale, Ontario, 
Canada. 


Further information regarding other medical positions may be ob- 
tained by writing to the above address. 


ONTARIO 


PROVINCE OF OPPORTUNITY 
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AND 
by Rosabeth Moss Kanter 


An exciting, highly readable study of the successes and failures of nineteenth-century 
American utopias and twentieth-century communes. Famous nineteenth-century uto- 
pian experiments such as Oneida, Brook Farm, and the Shakers are compared with 
the present day efforts of Twin Oaks, Fort Hill, and Syanon, among others. Ms. Kanter, 
with the point of view that utopias of the past offer important models for social organiza- 
tion today, stresses the need for historical and sociological perspective in viewing con- 
temporary movements. 


Commitment and Community: 


Communes and Utopias in Sociological Perspective Н г) 
by Rosabeth Moss Kanter University 


Cloth: $10.00 SS 
Paper: $2.95 Cambridge, Mass. 02138 


Senior Child Psychiatrist: 
$26,100-$30,600 


Thistletown Regional Centre for Children and Adolescents, MINIS- 
TRY OF HEALTH, located in northwestern Metro Toronto, requires 


а psychiatrist to assume leadership in out-patient and community 
services. 


The Centre spices in-patient, out-patient and day treatment to 
emotionally disturbed children and аа The out-patient de- 
partment has modern facilities and an additional wing is under con- 
struction to provide space for increased staff. 


Salary range, excluding benefits, will be $28,000-$32,100 effective 
October 1, 1972. (Alternate professional contract engagement ao 
available). 


Please apply to: Clinical Director, 11 Farr Avenue, Rexdale, Ontario, 
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4 Emma Pendleton Bradley Hospital is a private, non-profit 

| psychiatric hospital for children and adolescents with treatable 
emotional disturbances, even though complicated 

by other problems. 

It offers a residential program for children up to age 12, a pre- 
= school program, a guidance clinic and consultative services. 

` | The residential program provides total therapeutic environ- 
ment with a complete range of treatment modalities including 


psychotherapy, family therapy, behavior modification and 
special education. Community involvement for the children 
is maintained and strengthened. 

Approved training programs in all pertinent 

professional disciplines. 

Fully accredited by the Joint Commission on 

Accreditation of Hospitals. 

For a brochure, write 


Emma Pendleton Bradley Hospital 


1011 Veterans Memorial Parkway, 
Riverside, Rhode Island 02915. (401) 434-3400. 


Acute Psychiatric Admission Unit 


Unit Director 


& Team Coordinator: 250053210 


The Oxford Mental Health Centre, MINISTRY 
OF HEALTH, is located in Woodstock, Ontario, 
Canada. The clinical programs of this 50-bed 
unit are expanding to include community in- 
volvement and consultation services. In addition 
to these programs, a possible university connec- 
tion and active in-service training program are 
being developed. A team approach is favored 
with close cooperation with para-medical ser- 
vices. 


There are other ЕШ staff openings requir- 


ing less responsibi 


ity. Salary range for these is 
$23,000-$28,000. 


Woodstock has a population of 25,000, located 
90 miles from Toronto and 30 miles from London. 
Both are university centres, easily reached by 
throughways. 


Qualifications: license to practice medicine in 
Ontario and certification in psychiatry (R.C.P.S.) 
Canada, or comparable specialist standing in 
another jurisdiction. 


Please apply to: Personnel Officer, Oxford Men- 
tal Health Centre, Woodstock, Ontario, Canada. 


ONTARIO 


PROVINCE OF OPPORTUNITY 
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RHINEBECK 


COUNTRY SCHOOL 
Established 1954 


Designed specifically to serve the mildly 
retarded, do borderline child, or the 
slow learner. Special therapeutic services 
for the slow child with emotional dis- 
turbances and the neurologically im- 


‚ Co-ed, din 8-20. pid 
country estate о acres, , gym, 
farm, shop, modern physical се 


Leonard О. Zneimer, 
Rhinebeck, New York 12572 


914-TR 6-7061 


1973—1974 
ONE YEAR TRAINING 
PROGRAM IN COMMUNITY 
MENTAL HEALTH 


PROGRAM: Seminars on the theory and 
Practice of community mental health, and 
community service activities to develop 
the skills of mental health consultation, 
community organization, planning, preven- 
tive intervention and administration. 


FELLOWSHIPS: Stipends and tuition are 
available. A Certificate in Communi: 
Mental Health is awarded by Harva 


Medical School upon successful completion 
of the course. 


ELIGIBILITY: Psychiatrists after three 
years of approved residency training. 
Psychologists with relevant post-doctoral 
training. Social Workers with a number 
of years of post-master's supervisory and 
community experience. Nurses with exten- 
sive post-master's supervisory experience in 
the public health-mental health field. 


APPLICATIONS: Dr. Gerald Caplan, Di- 
tector, Laboratory of Community Psy- 
chiatry, Harvard Medical School, 58 Fen- 
wood Road, Boston, Massachusetts 02115. 


NEW PUBLICATION 


Conference for the Advancement 
of Private Practice in Social Work 


CAPP 
ANNOUNCES 


TENTH ANNUAL CONFER- 
ENCE PROCEEDINGS 
(1971) $4.00 


Professional formulations direct 
from practice 


Order from: CAPP PUBS 
Parkway Court 


Valparaiso, Ind. 
46383 


CAPP 
Conference for the Advancement of 
Private Practice in Social Work 


OFFERS 


Educational seminars in annual conference and 
published form to the social worker successful 
in the autonomy and quality of his practice. 
Membership in a full professional association 
requiring high standards and providing for the 
advanced autonomous practitioner opportunity 
for invigorating and rigorous examination and 
logue on practice problems, and for the stu- 
dent a mentorship experience. 
Directory listings as a selected continent-wide 
resource to any practitioner seeking carefully 
planned expert care for his client who is relo- 
cating or who is in need ofa specialist. 
Annual Conferenée Proceedings Available 
(1967-1971) $2.75-$4.00 
North American ^Y d 4th Edition 
3. 


Order form sent on request 
order from: ' Membership 
CAPP PUBS | Information: 

Parkway Court | Chr. Eilene Crosier 


Valparaiso, Ind. 2717 Hillcrest Dr. 
46383 | San Antonio, 
1 Texas 78228 
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GIB ANNOUNCE TWO JOURNALS 


EARLY CHILD DEVELOPMENT AND CARE 


Edited by Joseph Marcus 

This journal is а multidisciplinary publication which serves psychologists, educators, 
psychiatrists, pediatricians and social workers. It provides English translations of work in 
this field and descriptive and evaluative articles on social, educational and preventive 
medical programs for young children. 


Regular Subscription Rates: Libraries: $38.00. Individuals*: $16.50 


COMMENTS ON CONTEMPORARY PSYCHIATRY 
Edited by: J. Mendels, M.D., University of Pennsylvania 


This significant new journal is concerned with the broad range of subjects relevant to both 
psychiatrists and clinical psychologists. It aims to cut through the mass of available data by 
conveying the essence of particular topics in a penetrating and critical fashion. 


Regular Subscription Rates: Libraries: $35.00. Individuals*: $11.00 


*Individuals who warrant the journal is for their own use and order direct from us. 


In preparation: LITHIUM IN MEDICINE by J. Mendels and Secunda 
Price: $12.50. Text: $7.95 


For further information write to Gordon & Breach, 440 Park Avenue South, N.Y. 10016 


Still Available 
AMERICAN ORTHOPSYCHIATRIC 
ASSOCIATION PUBLICATIONS 


ORTHOPSYCHIATRY AND THE SCHOOL. Edited by Morris Krugman, Ph.D., 1958, 265 pp.——— $4.50 
26 articles on “bridging the gap” between orthopsychiatry and the schools (from pre-school through 
college, public and private). 

THE BENDER VISUAL MOTOR GESTALT TEST: TEST CARDS AND MANUAL OF INSTRUCTION 

Lauretta Bender, M.D. а 
Used as а maturational test in visual motor gestalt function in children; to explore retardation, regres- 
sion, loss of function and organic brain defects in both adults and children; with personality devia- 
tions, especially where there are regressive phenomena. 

THE BENDER VISUAL MOTOR GESTALT TEST: SLIDES AND MANUAL OF INSTRUCTION 

Lauretta Bender, М.-----------5:-5--------5100 
Set of nine 35 mm. slides of test cards and manual, as described above. 

A VISUAL MOTOR GESTALT TEST AND ITS CLINICAL USES 

Lauretta Bender, M.D., 1938, 176 50 
Original monograph of Bender visual motor test contains theoretical background, analysis of research 
and application of the test in the developing gestalt function in children and in the diagnosis of the 
various clinical syndromes—including mental deficiency, aphasias, organic brain disorders, the major 
psychoses and psychoneuroses. 

CASE STUDIES IN CHILDHOOD EMOTIONAL DISABILITIES 
Edited by George Gardner, Ph.D., M.D. Volume ll, 1956, 353 


50 
Fifteen intensive studies in depth presented by members of eld psychiatric clinic teams 


Order from: 

AOA PUBLICATIONS SALES OFFICE 
49 SHERIDAN AVENUE 

ALBANY, N.Y. 12210 

FULL PAYMENT MUST ACCOMPANY ORDER 
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CLASSIFIED NOTICES 


Straight copy ads only. Box number service is not 
available for personnel vacancies; the name and 
address of the agency must appear. Rate is $2. per 
line. Closing date six weeks before month of issue. 


MINNESOTA—Opening for staff position for a child 
psychiatrist, Board eligible or certified. А loni 
established child guidance clinic which is now ра 
of a large Department of Child Guidance and Devel- 
opment. Includes the Child Guidance Clinic, a thera- 
peutic nursery, a learning center, a school for edu- 
Cably retarded, a placement unit, a residential 
treatment facility, a research unit, a pastoral educa- 
tion unit, a crisis telephone service, and a hospital 
inpatient and outpatient service. Present Clinic unit 
staff includes 3 psychiatrists, 3 psychologists, 11 
social workers, 1 chaplain, Total staff equals 57 
professionals and 40 paraprofessionals. 


This is a charter AAPSC agency certified for training 
of child psychiatrists, Position includes faculty 
appointment to the University of Minnesota Hospital 
and Medical School. Beginning minimal salary 
$28,000.00 with generous fringe benefits. Apply to: 
Roy C. Knowles, M.D., Director 
Amherst H. Wilder Department of 
Child Guidance and Development 
919 Lafond Avenue 
Saint Paul, Minnesota 55104 


MINNESOTA—Child Psychiatry Fellowship, Two 
openings. Two-year approved fellowship in well- 
known child guidance clinic, AAPSC charter member 
Clinic. Staff of 4 child psychiatrists, 3 child ЕКЕ 
ogists, and 10 social workers in the Clinic. The 
Child Guidance Clinic is part of a total Department 
of Child Guidance and Development containing a 
Шр unit, a learning center, a school for re- 

rded, a therapeutic nursery, a residential treat- 
ment facility, a pastoral education program, a tele- 
phone crisis answering service, a research unit, and 
a hospital inpatient and patient service. This 
Department is a training affiliate of the University 
of Minnesota, Department of Psychiatry. Stipend 
competitive and include allowance for ашк. 


Apply to: oy б Konba H 
‘oy С. Knowles, M.D., Director, 
Anherst di; der % rtment of 
ild Guidance a 
Lafond Avenue Aik OAR 
Saint Paul, Minnesota 55104 


NEW JERSEY—PROJECT COORDINATOR FOR MENTAL 
HEALTH INITIATION AND DEVELOPMENT GRANT. 
Excellent opportunity for doctoral candidate, must 
have at least Masters in one of mental ‘health 
disciplines with experience in mental health plan- 
ning and research, community organization, and 
Some professional experience in a mental "health 
facility. The purpose of the federally funded project 
is to develop a mental health service delivery 5 

tem in Atlantic County New Jersey. Salary to $15,200 
plus 20% paid fringe benefits including: Hospital 
zation—Major Medical—life insurance—disability in- 
surance, social security, tax sheltered annuity pro- 
gram, 15 days sick leave, 22 days vacation. All of 
this in addition to year round pleasant seashore 
living. Send resume c/o William А, Miller, Jr., 


l, ACSW, Administrative Director, Atlantic Area 
pecs ie 13 N. Hartford Avenue, Atlantic 
City, NJ. 08401 (phone—609-348-1611). 


NEW YORK—TRAINING OPPORTUNITY. The Institute 
for Behavior Therapy in New York City is pleased to 
announce its 1972-1973 offering of training oppor- 
tunities to qualified Бине, The introductory 
seminar series will include live demonstrations of 
techniques, case presentations, films, and, on occa- 
sion, outside speakers prominent in the field of 
behavior therapy. Direct inquiries to Director of 
Training, Institute for Behavior Therapy, 15 East 
71st Street, New York, New York 10021. 


PENNSYLVANIA—Community Mental Health Center 
has openings for both full time and part time psy- 
chiatrists with an interest in a diversified practice 
and are desirous of innovative types of therapies 
should apply. The center is serving a catchment 
area of approximately 200 thousand persons. 
Inquiries and dossiers should be sent to: 

Franklin E. Jones 

Personnel. Director 

P.0. Box 8076 

Philadelphia, Penna. 19101 


WISCONSIN—State Division of Mental Hygiene has 
vacancy for Assistant Director, Bureau of Mental 
Health. Bureau is assigned program responsibilities 
for three state hospitals, the Wisconsin Children's 
Treatment Center, 35 county mental hospitals, 38 
community clinics, and 10 day care programs. This 
position has special emphasis upon responsibility 
for the planning and implementation of mental 
health services for children throughout the State 
of Wisconsin, in addition to assisting the Director 
administratively in all programs. Prefer applicant 
io have Board eligibility or certification in child 
ыды , With administrative experience involv- 
ng children's mental health programs. Beginnin; 
salary up to $30,186 (Board Eligible) or $31,38 
(Board Certified). Excellent fringe benefit program 
and annual pay plan and merit increases, For further 
information phone or write: R. H. Archer, M.D., Direc- 
tor, Bureau of Mental Health, Division of Mental 
Hygiene, 1 West Wilson Street, Madison, Wisconsin, 
53702; phone: (608) 266-2719. An Equal Opportu- 
nity Employer. 


WISCONSIN—FACULTY APPOINTMENTS FOR CHILD 
PSYCHIATRISTS: Applications are invited for Aca- 
demic Positions as Child Psychiatrists in the De- 
partment of Psychiatry of the University of Wiscon- 
sin Medical School, Candidates must possess an 
M.D. degree (or equivalent) and must have completed 
an appropriate Residency in Psychiatry. Appoint- 
ments will be at the Assistant Professor level, and 
will include the teaching of medical students and 
Residents in Psychiatry; the routine and innovative 
эы of Child Psychiatry including opportunities 
or private practice; some administrative responsi- 
bilities for the organization of Child Psychiatry 
services; and орох INE to carry out research in 
ема ications from sented women a 
minori: Oups will be given special 
consideration. БАНДА with curricalum vitae 
and the names of three references, should be sent 


man, De 
consin 
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The volume is indexed by SUBJECTS, AUTHORS, BOOK REVIEWS, and AUDIO-VISUAL REVIEWS, in 


that order. 


SUBJECTS 


Abortion 

Abortion in psychological perspective, 61 

Psychological reaction of patients to legalized 
abortion, 48 


Adolescence 

Adolescents views of women’s work role, 648 

Change within youth crisis centers, 675 

Delinquency as defense, 463 

Life in a children’s detention center: strategies 
of survival, 368 

Peer counseling in secondary schools: a com- 
munity mental health project for youth, 
566 

Service in the season of discontent: an invited 
commentary, 688 


Aging 

Law, property, and liberty: a polemic that 
fails, 627 

Law, property, and psychiatry, 610 


American Orthopsychiatric Association 

AOA’s president for 1972-73, Charles Н. 
King, 364 

Business Meeting, 901 


Alcohol Usage 
Options regarding alcohol use among the 
Chippewa, 398 


Behavior Symptoms and Problems 

Corrupt contract: problems in conjoint 
therapy with parents and children, 77 

Delinquency as defense, 463 

Intellectual ability and performance of hy- 
peractive children, 35 

Process of infantilization, 92 

Rating system for the assessment of hyper- 
active and withdrawn children in preschool 
samples, 23 

Repeat evaluation of retarded children, 103 

Studies on the hyperactive child— VII: neu- 
rological status compared with neurotic 
and normal children, 441 

Video tape documentation of behavior change 
in children, 40 

Weight reduction through successive con- 
tracts, 110 


Child Rearing and Development 

Biosocial influences on human development, 
452 

Characteristics of the emotional pathology of 
the kibbutz child, 692 

Cognitive development after age five: a future 
factor in the failure of early intervention 
with the urban child, 847 

Confrontation counseling: a new dimension 
in group counseling, 114 

K.LS.S. and kids: a mandate for prevention, 
556 

Parent-child centers: a working reappraisal, 
582 

Process of infantilization, 92 

Repeat evalutions of retarded children, 103 

School’s role in a participatory democracy, 
499 

Significance of parent-role substitution by so- 
ciety in various social structures, 710 

Unexpected reading failure, 82 


Children 

Biosocial influences on human development, 
452 

But some are more poor than others: SES 
differences in a preschool program, 4 

Characteristics of the emotional pathology of 
the kibbutz child, 692 

Cognitive development after age five: a future 
factor in the failure of early intervention 
with the urban child, 847 

Confrontation counseling: a new dimension 
in group counseling, 114 

Corrupt contract: problems іп conjoint 
therapy with parents and children, 77 

Home background and school achievement of 
black urban ghetto children, 803 

Influence of the child care worker in residen- 
tial treatment, 719 

Intellectual ability and performance of hyper- 
active children, 35 

K.LS.S. and kids: a mandate for prevention, 
556 

Life in a children’s detention center: strate- 
gies of survival, 368 

Movement responses in simple concept learn- 
ing, 657 
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New child custody laws: making them do 
what they say, 825 f 
Parent-child centers: a working reappraisal, 
582 

Process of infantilization, 92 3 

Prediction of treatment acceptance by child 
guidance applicants: an easily-applied in- 
strument, 857 

Rating system for the assessment of hyperac- 
tive and withdrawn children in preschool 
samples, 23 

Repeat evaluations of retarded children, 103 

School's role in a participatory democracy, 
499 

Self-esteem and racial preference in black 
children, 644 

Significance of nonhuman objects for normal 
and schizophrenic children, 816 
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Studies on the hyperactive child—VII: neu- 
rological status compared with neurotic and 
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Unexpected reading failure, 82 

Video tape documentation of behavioral 
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Anatomy of a local mental health program: a 
case history, 490 

Increasing black students utilization of men- 
tal health services, 771 

Peer group supervision, 527 

Prediction of treatment acceptance by child 
guidance clinic applicants: an easily-applied 
instrument, 857 

Preparation for treatment of the disadvan- 
taged patient: effects on disposition and 
outcome, 666 

Repeat evaluations of retarded children, 103 

Walk-in patient as a "customer": a key dimen- 
sion in evaluation and treatment, 872 


Communes 


“Getting it all together": some Broup issues 
in communes, 632 


Community Mental Health 


Anatomy of a local mental health program: 
a case history, 490 

Black patient—white therapist, 415 

Community mental health services and the 
lower socioeconomic classes: a 
of research literature on outpatient treat- 
ment, 404 
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in counseling, 1 

Coran or chaos: the mental health ad- 
ministrator's dilemma, 603 

Mental health insurance: a comparison of 
fee-for-service indemnity plan and a com- 
prehensive mental health center, 146 

Mental health services through national 
health insurance, 137 

Peer counseling in the secondary schools: a 
community mental health project for youth, 
566 

Pre-paid group practice mental health services 
as part of a health maintenance organiza- 
tion, 154 

Prevention of hospitalization in schizophre- 
nia: five years after an experimental health 
program, 375 

Promoting accountability in mental health 
services: the negotiated mandate, 761 

Proposed changes in health care practices in 
the black community, 222 


Consumer Control 

Anatomy of a local mental health program: a 
case history, 490 

Cooperation or chaos: the mental health ad- 
ministrator’s dilemma, 603 

Lr rest centers: a working reappraisal, 
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Promoting accountability in mental health 
services: the negotiated mandate, 761 
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Role of community agencies as viewed by 
black fathers, 508 
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Change within youth crisis centers, 675 
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Service in the season of discontent: an in- 
vited commentary, 688 


working reappraisal, 


= 


INDEX TO VOLUME 42 


Education 

But some are more poor than others: SES 
differences in a preschool program, 4 

Cognitive development after age five: a future 
factor in the failure of early intervention 
with the urban child, 847 

Home background and school achievement 
of black urban ghetto children, 803 
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K.LS.S. and kids: a mandate for prevention, 
556 

Movement responses in simple concept learn- 
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Unexpected reading failure, 82 


Ethical Concerns (Professional Ethics) 

Black patient—white therapist, 415 

New child custody laws: making them do 
what they say, 825 

Poverty, professionalism, and politics, 748 


Group Therapy 

Confrontation counseling: a new dimension 
in group counseling, 114 

Peer counseling in secondary schools: a com- 
munity mental health project for youth, 
566 

Health Care System and Insurance 

K.LS.S. and kids: a mandate for prevention, 
556 

Longevity, mobility and spare parts: the fu- 
ture imperfect and human service delivery, 
835 

Marketing medical care: the health insurance 
plan alternatives, 234 

Mental health insurance: a comparison of 
fee-for-service indemnity plan and а com- 
prehensive mental health center, 146 

Mental health programming in a developing 
country: any relevance elsewhere?, 517 

Mental health services through national 
health insurance, 137 

Organization and financing of health care: is- 
sues and directions for the future, 119 

Pre-paid group-practice mental health service 
as part of a health maintenance organiza- 
tion, 154 

Sectorization: the quiet revolution in Euro- 
pean mental health care, 159 


Infant Development 
Biosocial influences on human development, 
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International Reports 

Abortion in psychological perspective, 61 
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Language Development 
Movement responses in simple concept learn- 
ing, 657 


Law and Legislation 

Law, property, and liberty: a polemic that 
fails, 627 

Law, property, and psychiatry, 610 


Mental Health Nonprofessionals 

Change within youth crisis centers, 675 

Influence of the child care worker in resi- 
dential treatment, 719 

Peer counseling in the secondary schools: a 
community mental health project for 
youth, 566 

Plight of the new сагеегізі: a bright horizon 
overshadowed by a dark cloud, 596 


Mental Health Professionals 

Black patient—white therapist, 415 

New child custody laws: making them do 
what they say, 825 

Peer group supervision, 527 

Poverty, professionalism and politics, 748 

What western psychotherapists can learn from 
witchdoctors, 69 
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Mental Health Systems 

Anatomy of a local mental health program: 
a case history, 490 

Community mental health services and the 
lower socioeconomic classes: a summary of 
research literature on outpatient treatment, 
404 

Cooperation or chaos: the mental health ad- 
ministrator's dilemma, 603 

Increasing black students utilization of mental 
health services, 771 1 

Influence of the child care worker in resi- 
dential treatment, 719 

Integrating correctional and family systems, 
784 

Longevity, mobility and spare parts: the 
future imperfect and human service de- 
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fee-for-service indemnity plan and a com- 
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Mental health programming in a developing 
country: any relevance elsewhere?, 517 

Mental health services through national health 
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as part of a health maintenance organiza- 
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Promoting accountability in mental health 
services: the negotiated mandate, 761 

Sectorization: the quiet revolution in Euro- 
pean mental health care, 159 


Mental Retardation 

Confrontation counseling: a new dimension 
in group counseling, 114 

Repeat evaluations of retarded children, 103 

Military and the Draft 

Draft dodgers: coping with stress, adapting 
to exile, 431 


Parent-Child Interaction 


Corrupt contract: problems in conjoint 
therapy with parents and children, 77 

Delinquency as defense, 463 

Home background and school achievement of 
black urban ghetto children, 803 

NE centers: a working reappraisal, 

82 

Process of infantilization, 92 

Repeat evaluations of retarded children, 103 

School's role in a participatory democracy, 
499 

Significance of parent-role substitution by 
society in various social structures, 710 


Preschool Programs 


But some are more poor than others: SES 
differences in a preschool program, 4 
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Movement responses in simple concept learn- 
ing, 657 f 
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active and withdrawn children in preschool 
samples, 23 


Psychiatric Research 

Comparative study of the psychiatric care of 
Indian and Metis, 480 

Intellectual ability and performance of hyper- 
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Preparation for treatment of the disadvan- 
taged patient: effects on disposition and 
outcome, 666 

Studies оп the hyperactive child—VII: 
neurological status compared with neurotic 
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Characteristics of multi-problem households: 
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Psychological reaction of patients to legalized 
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dential treatment, 719 

Preparation for treatment of the disadvan- 
taged patient: effects on disposition and out- 
come, 666 

Race and its relevance to transference, 865 

Walk-in patient as a “customer”: a key dimen- 
sion in evaluation and treatment, 872 

Weight reduction through successive con- 
tracts, 110 
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Mexican-American patients and their phy- 
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Brown Hall 


Brown Hall and Ninety Acres, 
our companion units for young 
men and women respectively, 
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